






CHIROPRACTIC INFORMED CONSENT / SHARED DECISION MAKING 

Please read this entire document prior to signing it, It is very important that you understand the 
information contained in this document.  Please ask questions before you sign if there is anything that is 
unclear.

The nature of the chiropractic adjustment: Your chiropractic doctor or intern may use his hands or a 
device to manipulate the area being treated. You may feel or hear a “click” or “pop” and you may feel 
stimulation or other types of therapy.  Your chiropractic doctor will recommend treatment that is most 
appropriate for your condition. 

Possible risks:  Chiropractic treatment is safe and the majority of patients experience improvement.  
Approximately 30% of patients experience slight pain in the treated area, possibly due to the next few 
days. Temporary minor pain may also occur with exercise, heat, cold and electrical therapy but are rare. 
Some soft tissue treatments may produce local discomfort, reddening of the skin, and superficial tissue 
bruising/soreness during and post treatment.  Many factors can adversely affect one’s health, including 
previous injury, medications, osteoporosis, cancer and other illnesses., diseases or conditions. 
When complicating factors are present, chiropractic treatment may be associated with serious adverse 
events such as fracture, dislocation, or aggravation of existing injuries.  Your chiropractic doctor is aware
with neck adjustments is exceedingly rare (1 in 1 to 5 million) and while current research does not refute
a causal relationship, it strongly suggests associated strokes are already in progress at the start of the 
medications you are taking, including blood thinners, any surgeries you have had, and any other medical
conditions, including osteoporosis, heart disease, numbness, cancer, stroke, fracture, or previous severe 
injury. 
 
I agree to have a physical examination.  I understand some testing may provoke existing symptoms but 
that these test are necessary to arrive to a diagnosis:

___________________________________________________                           ______________________
 Patient Signature ( Guardian if Minor)                                                                             Date



NOTICE OF DOCTOR’S LIEN

Patient: ____________________________   Date of Accident:  _______________________

I do hereby Authorize Elite Chiropractic & Wellness Center to furnish you, my attorney, with a full report of his 
examination, diagnosis, treatment, prognosis, etc., of myself in regards to the accident in which I was recently 
involved. 

I hereby authorize and direct you, my attorney, to pay directly to said corporation such sums as may be due and 
owing him for the medical service rendered me both by reason of this accident and by reason of any other bills that
are due to the office and to withhold such sums from any settlement, judgment or verdict as may be necessary to 
adequately protect and fully compensate said corporation. And I hereby 
further give a Lien on my case to said corporation against any and all proceeds of my settlement, judgment, or 
verdict which may be paid to you, my attorney, or myself, as the result of the injuries for which I have been 
treated or injuries in connection therewith.
I fully understand that I am directly and fully responsible to said corporation for all medical bills submitted by them
for service rendered me and that this agreement is made solely for said corporation additional protection and in 
consideration of his awaiting payment.  And I further understand that such payment is not contingent on any 
settlement, judgment or verdict by which I may eventually recover said fee. 

I agree to promptly notify said corporation of any change or addition of attorney (s) used by me in connection with 
this accident, and I instruct my attorney to do the same and promptly deliver a copy of this lien to any such 
substituted attorney (s).

Please acknowledge this letter by signing below and returning to the doctor’s office. I have been advised that if my 
attorney does not wish to cooperate in protecting the corporation’s interest, the corporation will not await payment 
and may declare the entire balances due and payable. 

___________________                            _________________________________________________________
      DATE                                                        PATIENT’S SIGNATURE 

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the above and 
agrees to withhold such sums from any settlement, judgement or verdict, as maybe necessary to adequately protect and fully 
compensate said corporation above-named.  Attorney further agrees that in the event this lien is litigated, that the prevailing 
party will be awarded attorney fees and costs. 

_________________                        _____________________________________________________ 
      DATE                                                             ATTORNEY SIGNATURE

__________________                      _____________________________________________________                
       DATE          ATTORNEY’S / LAW OFFICE NAME 
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