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AUTHORIZATION: The process of determining suitability for Chiropractic Services involves 
answering fully and truthfully all questions presented to you either written or spoken regarding your past 
and present health status. If warranted, a physical examination will be performed that can include but is 
not limited to vitals measurement, systems evaluation, orthopedic tests and maneuvers (tests that move 
and stress parts of the body), neurological test (tests using sharp or dull instruments, smells or sounds, 
gently tapping) as well as physical touching. These test and maneuvers will help the Chiropractor 
determine what may be causing your complaints. Occasionally some temporary soreness and/or stiffness 
may occur due to the examination; less frequently aggravation of presenting symptoms or initiation of 
new symptoms.  By signing below, you have authorized the performance of a consultation and 
examination.   
 
 
ACKNOWLEDGEMENT: We are very concerned with protecting your personnel health information.  
There may be times our office may need to contact you regarding office matters.  By signing below, you 
have authorized this office to contact you for office related matters and thank you notices for referrals 
using your first name in the following manner: phone-work-home or mobile, e-mail and regular mail to 
include sealed envelopes and postcards.  Messages may be left on an answering device/voicemail, or 
with the person answering your phone-home-work-mobile.  Also, in accordance with the Health 
Insurance Portability and Accountability act of 1996 (HIPAA), updated September 23, 2013, this office 
is obliging to supply you with a copy of the office privacy policies and procedures upon request.  This 
document outlines the use and limitations of the disclosure of your personal health information and your 
rights as a patient.   
 

I ACKNOWLEDGE THAT I HAVE BEEN OFFERED A COPY OF: 
NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION. 

 
 

________________________    ________________________ 
Patient Name Printed      Date 
 
 
________________________    ________________________ 
Patient Signature      Authorized Provider Rep. 
 
 
________________________    ________________________ 
Personal Representative Printed    Personal Rep. Signature 
 
 
Description of personal representative’s authority to act for the patient 


