Fcrguson Familg Chirol:)ractic ~ 54 Crossing Blvd Ste. H ~ Clifton Park, NY 12065

Informed C onsent for Cl‘niropractic Care

When a Paticnt seeks clﬁiropractic health care and we accepta Patient for such care, it is essential for both to be wori(ing for the
same oi)jcctivc. Jtis imPortant that each Paticnt understand both the objcctivc and the method that will be used to attain it. T his
will prevent any confusion or disappointment‘ You have the rigi'lt, as a Patient, to be informed about the condition oFyour health
and the recommended care and treatment to be Proviclccl so that you may make the decision whether or not to unc!crgo

chiropractic care after being advised of the known benefits, risks and alternatives.

ChiroPractic is a science and art which concerns itself with the rclations}‘nip between structure (Primar% the spine) and function
(Primarily the nervous sgstcm) as that rciationship may effect the restoration and Prescrvation of health. [Health is a state of

oPtimal Pi’igsica!, mental and social welujeing, not merelg the absence of disease or imcirmitg

Onc disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae in the
sPinai column become misa!igned and/or do not move Proper!g. T his causes alteration of nerve function and interference to the

nervous system. This may result in Pairi and clgsicunction or may be entire|9 asgmptomatic‘

Subluxations are corrected and/or reduced bg an adjustmcnt An acijustmcnt is the specific aPPlication of forces to correct
and//or reduce vertebral subluxation. Our ci‘niropractic method of correction is bg sPechCic ac!justments of the SPiﬂC. Adjustments
are usua”g done bg hand but may be Perpormeci bg handheld instruments. ln addition, anci”arg Procedurcs such as Phgsiotherapg
and//or rehabilitative Procedures may be included.

|f ciuring the course of care we encounter non-cl’iiropractic or unusual Findings, we will advise you of those Fiﬂdings and

recommend that you seek the services of another health care Provider.

All ques’cions regarciing the doctors ob_jectivc Pcrtaining to my care in this office have been answered to my comp!ete
satisfaction. | he benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. | have read

and Fu”g understand the above statements and therefore accePt ci‘uiropractic care on this basis.

Frint Name Sigﬂature Date

Consent to evaluate and acﬁust a minor child:

], being the parent or Iegal guardian of have read and

Fu”g understand the above |nformed (onsent and l’]érebg grant Pérmission for my child to receive chiropractic care.

Frcgnancy Release:

Thisis to certiicg that to the best of my knowlecige | am not pregnant and the above doctor and his/her associates have my

Permission to Pergorm an x-ray evaluation. | have been advised that x-ray can be hazardous to an unborn child.

Date of last menstrual cgclc:

Signature Date
g



