Brown Family Chiropractic, P.C.
250 Copeland Street

Quincy, Ma 02169
INFORMED CONSENT

The primary purpose of treatment by doctors of Chiropractic is to locate and correct subluxations of the spine and extremities, which will restore normal alignment, improve nervous system function and allow the body to heal naturally.

State law requires us to obtain your consent prior to examination and treatment.  Please read and sign this form to confirm that we have discussed the following:

Examinations

X-rays:  Certain conditions will require the use of x-rays for diagnostic purposes: This office refers patients to x-ray clinics/hospitals.  The only inherent risk with x-rays is associated with pregnancy.  If there is a possibility that you are pregnant, please inform the doctor prior to the x-ray examination.

The Chiropractic Adjustment

We do not offer to diagnose or treat any condition other than the subluxation, a spinal misalignment that causes nerve interference.  We will inform you of any other abnormalities found during the examination and will refer you to another practitioner for diagnosis and treatment.  If subluxations are found, we will manually adjust these regions.  Certain conditions may require the use of electric muscle stimulation, ultrasound, ice, heat, myofascial trigger point therapy, massage therapy, rehabilitative exercises and/or lifestyle modifications.

Risks

Occasionally after an adjustment, massage therapy, or exercise, you may experience mild soreness in the treated area.  In very rare cases soft tissue injury, fracture, cerebrovascular accidents and/or skin reactions may occur.  All precautions will be taken to eliminate or minimize these risks.

Non-treatment

If certain conditions are not treated the following may occur: adhesion/calcium formation in joints, increased muscle spasm and tightness, reduction in associated joint mobility and continuation of pain/discomfort.  These processes may cause disc degeneration and arthritis which can further increase immobility and pain.
The doctor has explained to me the risk factors that can be associated with the Chiropractic examination and treatment.  I understand these risk factors and have discussed any questions or concerns with the Doctor.

I hereby state that I have read this Consent Form, and give my consent to the examination and treatment in this office.

Name: ____________________________________       Witness: ___________________________

Signature: _______________________________________        Date: ________________________
