
  

PATIENT INFORMED CONSENT 

 

Medical doctors, chiropractic doctors, osteopaths, and physical therapists who perform manipulation are required 

by law to obtain your informed consent before starting treatment. 

 

I_______________________________________________, do hereby give my consent to the performance of conservative noninvasive 

treatment to the joints and soft tissues. I understand that the procedures may consist of manipulations/adjustments involving movement of the 

joints and soft tissues. Physical rehabilitation and exercises may also be used.  

Although spinal and extremity manipulation/adjustment is considered to be one of the safest, most effective forms of therapy for 

musculoskeletal problems, I am aware that there are possible risks and complications associated with these procedures as follows: 

Soreness/Bruising: I am aware that like exercise it is common to experience muscle soreness and occasionally bruising in the first few 

treatments. 

Dizziness: Temporary symptoms like dizziness and nausea can occur but are relatively rare. 

Fractures/Joint Injury: I further understand that in isolated cases underlying physical defects, deformities or pathologies like weak bones 

from osteoporosis may render the patient susceptible to injury. When osteoporosis, degenerative disc, or other abnormality is detected, this 

office will proceed with extra caution. 

Stroke: Current medical research suggests there is no increased risk of stroke from spinal manipulation. However, some poorly constructed 

studies in the past suggested that there is a very slight incidence (one in about 10 million) that chiropractic manipulation can contribute to 

stroke. 

Physical Therapy Burns: Some of therapies used in this office generate heat and may rarely cause a burn. Despite precautions, if a bur is 

obtained, there will be a temporary increase in pain and possible blistering. This should be reported to the doctor. Tests have been or will be 

performed on me to minimize the risk of any complication from treatment and I freely assume these risks.  

Functional Dry Needling (FDN) involves inserting a tiny monofilament needle in a muscle or muscles in order to release shortened bands of 

muscles and decrease trigger point activity and is another treatment that is used at our office. This can help resolve pain and muscle tension, 

and will promote healing. This is not traditional Chinese Acupuncture, but is instead a medical treatment that relies on a medical diagnosis to 

be effective. The doctor performing this treatment will have met or exceeded the minimum training requirements set forth by the State Board. 

FDN is a valuable and effective treatment for musculoskeletal pain. Like any treatment, there are possible complications. While complications 

are rare in occurrence, they are real and must be considered prior to giving consent for treatment. 

Risk: The most serious risk with FDN is accidental puncture of a lung (pneumothorax). If this were to occur, it may likely require a chest x-ray 

and no further treatment. The symptoms of shortness of breath may last for several days to weeks. A more severe puncture can require 

hospitalization and re-inflation of the lung. This is a very rare complication, and in skilled hands it should not be a major concern. Other risks 

include injury to a blood vessel causing a bruise, infection, and/or nerve injury. Bruising is a common occurrence and should not be a concern. 

Webster Technique: Specific chiropractic analysis and diversified adjustment. The goal of the adjustment is to reduce the effects of sacral 

subluxation/SI joint dysfunction. In so doing neuro-biomechanical function in the pelvis is improved.  

TREATMENT RESULTS 

I also understand that there are beneficial effects associated with these treatment procedures including decreased pain, improved mobility and 

function, and reduced muscle spasm. However, I appreciate there is no certainty that I will achieve these benefits. I realize that the practice of 

medicine, including chiropractic, is not an exact science and I acknowledge that no guarantee has been made to me regarding the outcome of 

these procedures. I agree to the performance of these procedures by my doctor and such other persons of the doctor’s choosing . 

ALTERNATIVE TREATMENTS AVAILABLE 

Reasonable alternatives to these procedures have been explained to me including rest, home applications of therapy, prescription or over-the-

counter medications, exercises and possible surgery. 

Medications: Medication can be used to reduce pain or inflammation. I am aware that long-term use or overuse of medication is always a 

cause for concern.  Drugs may mask pathology, produce inadequate or short-term relief, undesirable side effects, physical or psychological 

dependence, and may have to be continued indefinitely. Some medications may involve serious risks. 

Rest/Exercise: It has been explained to me that simple rest is not likely to reverse pathology, although it may temporarily reduce inflammation 

and pain. The same is true of ice, heat or other home therapy. Prolonged bed rest contributes to weakened bones and joint stiffness. Exercises 

are of limited value but are not corrective of injured nerve and joint tissues. 

Surgery: Surgery may be necessary for joint instability or serious disc rupture. Surgical risks may include unsuccessful outcome, 

complications, pain or reaction to anesthesia, and prolonged recovery. 

Non-treatment: I understand the potential risks of refusing or neglecting care may include increased pain, scar/adhesion formation, restricted 

motion, possible nerve damage, increased inflammation, and worsening pathology. The aforementioned may complicate treatment making 

future recovery and rehabilitation more difficult and lengthy.  

I have read or had read to me the above explanation of chiropractic treatment. Any questions I have had regarding these 

procedures have been answered to my satisfaction PRIOR TO MY SIGNING THIS CONSENT FORM. I have made my 

decision voluntarily and freely. 
To attest to my consent to these procedures, I hereby affix my signature to this authorization for treatment. 
 
Patient’s Signature: ________________________________________________        Date: ______________ 

 

Signature of Parent/Guardian: ________________________________________        Date: ______________ 
 
Signature of Witness: _______________________________________________       Date: ______________ 


