'i |
" INFORMED CONSENT TO GHIROPRACTIC CARE

] |
DIVINE HEALTH & WELLNESS
Dr. Jennifer Vaughn D,C:
1908 Boothe Circle | .
Longwood, FL 32750

Telephone: {407)331-7007 |
i

Patientname_ . . __t _ Date of birth

Please discuss any questions or concerns with the doctor before signing this consent.

| hereby request and consent to the performance of chiropractic adjust}nents and other manual and physical
‘medicine procedures, DRX 8000, varlous modes of physiotherapy, diaghostic x-rays or other imaging or faboratory
testing as my conditionwarrants, | consent to treatment from the chiropractic physician(s) named ahove,

| have had the opportunity to discuss with the doctor(
benefits of the chiropractic adjustments and dther frea
heen reviewed. . | ‘ -

s).or with other office_or élinic personnel the purpose and
trnents outlined below. Altematives to such treatment have

Whilé chiropractic adjustments/manipulation and adjunctive treatments are typically beneficial and sel&d’m cause
any problems, | understand and am informed that there are some possible, albeit rare, risks to treatment, Risks
include, butare hot limited to, fractures, dise Injuries, stiokes; dislocations and-sprains.

1 understand that T il be receivi'ng the following freatment:

I understand that chiropractic, like all medical arts, is not an exact science and that reputable practitioners cannot

fully guarantee results. | atknowledge that no guarantee or assurance has been made by anyone regarding the '
chiropractic reatment that | have requested and authorized, | have had the opportunity to read this form and ask

guestions. My questlons have heen answered to my satisfaction. 1 consent to the proposéd treatmant,

Signature of patient, parent, guardian or personal re presentative ‘ R Ijate

Please print name of patient, parent, guardlan or personal representative Relationship to patfent

Witness signature,

Date

Daoctor's signature Date




