










Haley Chiropractic Clinic                                           Patient Information:                                                                         
Consent for Treatment                                              Name: _________________________________________ 
                                                                                        Date of Birth: ___________________________________ 
                                                                                        Phone Number: _________________________________ 
                                                                                        Address: _______________________________________ 
                                                                                         ______________________________________________                                                                  
                                                                                                   
Introduction: 
I, the undersigned, hereby consent to receiving chiropractic care and treatment from the licensed chiropractors at Haley Chiropractic 
Clinic. I understand that this care may include, but is not limited to, spinal adjustments, manipulations, physical therapy modalities, 
exercises, and other chiropractic treatments. 
Purpose of Treatment: 
The purpose of chiropractic care is to address and manage musculoskeletal conditions, alleviate pain, and enhance overall well-
being. 
Nature of Treatment: 
Chiropractic care may involve the following: 

 Spinal adjustments/manipulations 
 Soft tissue therapy 
 Exercise and stretches 
 Postural training 
 Other therapeutic modalities as recommended by the chiropractor 

I understand that the chiropractic treatments may cause some discomfort or soreness as part of the healing process, which should 
resolve within a few days. 
Risk and Benefits: 
As with any form of medical treatment, there are potential risks involved, including but not limited to: 

 Temporary soreness or discomfort 
 Bruising or Strain 
 Risk of injury due to manipulation of the spine or joints 

The benefits of chiropractic care can include pain relief, improved mobility, and enhanced physical functioning. However, results are 
not guaranteed, and success varies from patient to patient. 
Patient’s Responsibilities: 
I agree to inform my chiropractor of any medical conditions, past surgeries, or treatments that may affect my care. I also agree to 
follow the instructions provided for home care and exercises and to attend follow-up visits as recommended by my chiropractor. 
Confidentiality: 
All personal and medical information provided to Haley Chiropractic Clinic will be kept confidential in accordance with HIPAA (Health 
Insurance Portability and Accountability Act) and other applicable privacy laws. 
Voluntary Consent: 
I acknowledge that I have been provided with information regarding the treatment options available to me and the potential risks 
and benefits. I understand that I am free to withdraw my consent or discontinue treatment at any time, without affecting my future 
care. 
Emergency Care: 
In case of an emergency during treatment, I authorize the clinic to take necessary measures to ensure my safety and well-being. 
Acknowledgement and Signature: 
By signing below, I give my informed consent to the chiropractic treatment as outlined above and agree to the terms and conditions 
set forth. I understand that I have the right to ask questions regarding my treatment and that I can withdraw my consent at any 
time. 
 
Patient’s Signature: ___________________________________ 
Date: _______________________________________________ 
 
 




