Informed Consent for Chiropractic Care
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both
to be working for the same objective. It is important that each patient understand both the objective and the
method that will be used to attain it. This will prevent any confusion or disappointment. You have the right,
as a patient, to be informed about the condition of your health and the recommended care and treatment to
be provided so that you may make the decision whether or not to undergo chiropractic care after being
advised of the known benefits, risks and alternatives.
Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the
spine) and function (primarily the nervous system) as that relationship may effect the restoration and
preservation of health. Health is a state of optimal physical, mental and social well-being, not merely the
absence of disease or infirmity.
One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of
the 24 vertebra in the spinal column become misaligned and / or do not move properly. This causes
alteration of nerve function and interference to the nervous system. This may result in pain and dysfunction
or may be entirely asymptomatic.
Subluxations are corrected and / or reduced by an adjustment. An adjustment is the specific application of
forces to correct and / or reduce vertebral subluxation. Our chiropractic method of correction is by specific
adjustments of the spine. Adjustments are usually done by hand but may be performed by handheld
instruments. In addition, ancillary procedures such as physiotherapy and / or rehabilitative procedures may
be included.
All health care procedures carry some risk. Risks associated with chiropractic care may include, but are not
limited to, muscle or ligament injuries, nerve injuries, vascular injuries and fractures. Alternatives to
chiropractic care may include medications, surgery and other alternative treatments.
If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those
findings and recommend that you seek the services of another health care provides.
All questions regarding the doctor’s objective pertaining to my care in this office have been answered to
my complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to
me to my satisfaction. I have read and fully understand the above statements and therefore accept
chiropractic care on this basis.

Print Name

Signature

Date

Consent to evaluate and adjust a minor child:
I, ___________________________ being the parent or legal guardian of ___________________________
Have read and fully understand the above Informed Consent and hereby grant permission for my child to
receive chiropractic care.
Pregnancy Release:
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his / her
associates have my permission to perform an x-ray evaluation. I have been advised that x-ray can be
hazardous to an unborn child.
Date of last menstrual cycle :

Signature

Date

THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
In the course of your care as a patient at
Chiropractic First we may use or disclose
personal and health related information
about you in the following ways:
*Your personal health information, including of
your clinical records, may be disclosed to
another health care provider or hospital if it is
necessary to refer you for further diagnosis,
assessment or treatment.
*Your health care records as well as your billing
records may be disclosed to another party, such
as an insurance carrier, an HMO, a PPO, or your
employer, if they are or may be responsible for
the payment of your services.
*Your name, address, phone number, and your
health care records may be used to contact you
regarding appointment reminders, information
about alternatives to your present care, or other
health related information that may be of interest
to you.

If you are not at home to receive an
appointment reminder, a message may be
left on your answering machine. Further,
you have the right to inspect or obtain a
copy of the information we will use for these
purposes. You also have the right to refuse
to provide authorization for this office to
contact you regarding these matters. If you
do not provide us with this authorization it
will not affect the care provide to you or the
reimbursement avenues associated with your
care.
Under federal law, we are also permitted or
required to use or disclose your health
information without your consent or
authorization in these following
circumstances:
*If we are providing health care services to you
based on the orders of another health care
provider.
*If we provide health care services to you in an
emergency.
*If we are required by law to provide care to you
and we are unable to obtain your consent after
attempting to do so.

*If there are substantial barriers to
communicating with you, but in our professional
judgement we believe that you intend for us to
provide care.
*If we are ordered by the courts or another
appropriate agency

Any use or disclosure of your protected
health information, other than as outlined
above, will only be made upon your written
authorization.
We normally provide information about
your health to you in person at the time you
receive chiropractic care from us. We may
also mail information to you regarding your
health care or about the status of your
account. If you would like to receive this
information at an address other than your
home or, if you would like the information
in a different form please advise us in
writing as to your preferences.
You have the right to inspect and/or copy
your health information for seven years from
the date that the record was created or as
long as the information remains in our files.
In addition you have the right to request an
amendment to your health information.
Requests to inspect, copy or amend your
health related information should be
provided to us in writing.
We are required by state and federal law to
maintain the privacy of your patient file and
the protected health information therein. We
are also required to provide you with this
notice of our privacy practices with respect
to your health information.
We are further required by law to abide by the
terms of this notice while it is in effect. We
reserve the right to alter or amend the terms of
this privacy notice. If changes are made to our
privacy notice, we will notify you in writing as
soon as possible following the changes. Any
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change in our privacy notice will apply for all of
your health information in our files.

Information that we use or disclose based on
this privacy notice may be subject to redisclosure by the person to whom we
provide the information and may no longer
be protected by the federal privacy rules.

aspect of our privacy activities or would like
further information about our privacy
policies and practices, you should direct
your complaint to:
Craig Charest
14 Stiles Road, Suite 104
Salem, NH 03079
(603) 894-5654

If you have a complaint regarding our
privacy notice, our privacy practices or any

This office utilizes an “open-adjusting” environment for ongoing patient care. “Open adjusting”
involves several patients being seen in the same adjusting room at the same time. Patients are
within sight of one another and some ongoing routine details of care are discussed within earshot
of other patients and staff. This environment is used for ongoing care and this is NOT the
environment used for taking patient histories, providing examinations or presenting reports of
findings. These procedures are completed in a private, confidential setting. The use of this format
is intended to make your experience with our office more efficient and productive as well as to
enhance your access to quality health care and health information.
This notice, and any alterations or amendments made hereto will expire seven years after the date
upon which the record was created. My signature acknowledges that I have received a copy of
this notice.
____________________________
Name (Printed please)

__________________________
Signature

_____________
Date

If patient is a minor, or if you are being represented by another party
Personal Representative (Printed)

Personal Representative (Signature)

Relationship or description of the authority to act on behalf of the patient.
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Date

This office provides a comprehensive nutraceutical system that can
address overall health as well as provide specific vitamin regimens for
your individual needs.
Are you currently taking nutritional supplements?
(Section 1)
□ Yes - Please list: _______________________________________________________
□ No - I’m not sure what to take.
□ No - I have no interest in nutritional supplements.
Please check all supplement regimens that interest you:
□ Antioxidant
□ Blood Sugar
□ Energy and
Maintenance
Mind
□ Multivitamin
Enhancement
Multimineral
□ Bone and
Joint Health
□ General
□ Omega 3
Health
□ Children’s
□ Male
Health
□ Heart Health
Specific
□ Digestive
□ Skin Health
□ Female
Health
Specific
□ Sports
Nutrition

□
□
□
□

To take the guesswork out of nutritional supplementation, we offer a free
Internet-based analysis tool that recommends a customized nutritional
supplementation program.

(Section 2)
Vision
Health
Cleansing
Weight loss
___________

(Section 3)

□ I would like to take advantage of your free Internet-based analysis tool today.
□ I would like to schedule an appointment to take advantage of your free Internet-based
analysis tool.

□ I would like to take advantage of your free Internet-based analysis tool in the comforts
of my own home. (See front desk for instructions)

□ I am not interested in taking your free Internet-based analysis tool at this time.
Please provide us with your name and the best way to contact you (email or phone).
You will only be contacted specifically about nutritional supplements if you checked
boxes in sections 2 and/or 3. Please write clearly, especially your email address:

□ Name:
□ e-mail:
□ phone:

_____________________________________________
_____________________________________________
_____________________________________________

