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Crosby	Chiropractic	Center				
	 	 	 	 Dr.	Chad	Thornton	 	

	 	 	 Informed	Consent	for	Chiropractic	Care 

I hereby request and consent to the performance of chiroprac(c adjustments and other chiroprac(c procedures 
including various modes of physical therapy modali(es on me (or on the pa(ent named below, for whom I am 
legally responsible) by the doctor(s) and/or anyone working in this office authorized by the doctor(s). 

I further understand that such chiroprac(c services may be performed by the doctor(s) at Crosby Chiroprac(c 
Center and /or other licensed Doctors of Chiroprac(c who may treat me now or in the future at this office. I 
understand I will have the opportunity at any (me in the office or over the phone to discuss with Dr. Chad 
Thornton and/or other office or clinic personnel the nature and purpose of chiroprac(c adjustments and other 
procedures related to my care, usually thoroughly covered in the first couple visits, and the doctor and trained 
staff will answer ques(ons and concerns to the best of their abili(es. 

I understand that, as in the prac(ce of medicine and all health care, while rare, the prac(ce of chiroprac(c carries 
some risks to treatment; including, but not limited to: fractures; disc injuries, such as herniated/bulging discs; 
strokes (CVA); disloca(ons; and sprains/strains. I understand there is also a risk of some increased pain during the 
healing phase of my care, as my body begins to restore to normal health. I understand that this may be normal 
and some(mes expected and is therefore part of the overall healing process. I further acknowledge the risks of 
not following through with my prescribed treatment plan, whether started or not, which can include disc and 
spine degenera(on, loss of mobility, loss of func(on, loss of muscle tone, muscles spasms, addi(onal increasing 
pain, and possible interference with my regular ac(vi(es of daily living. I can always choose to con(nue or 
discon(nue care at any (me and acknowledge and accept the results and/or consequences, accordingly. 

I do not expect the doctor(s) to be able to an(cipate and explain all risks and complica(ons. Further I wish to rely 
on the doctor(s) to exercise judgment during the course of the procedures which the doctor(s) feel are in my best 
interests at the (me, based upon the then known facts and in alignment with the professional standards of care. 
I understand that results are not guaranteed. 

I have read, or have had read to me, the above consent and its contents, and by signing below, I agree to the 
treatment recommended by the doctor(s). I intend this consent form to cover the en(re course of treatment for 
my present condi(on(s) and for any condi(on(s) for which I seek treatment at this facility in the future. 

To be completed by the pa(ent:                               If the pa(ent is a minor or is physically incapacitated: 

__________________________________              ____________________________________ 
Print Pa(ent’s Name          Print Name of Representa(ve  

__________________________________       ____________________________________ 
Signature of Pa(ent          Signature of Representa(ve 

Date: ______/_______/________        Date: ______/_______/_______ 



 
 

GENERAL CONSENT TO USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

If applicable, your protected health information will be used by Crosby Chiropractic Center, or disclosed to others, as 
per our agreement with them, for the purpose of treatment, obtaining payment, or supporting the day-to-day health 
care operations of our practice. 

You may request a restriction on the use and disclosure of your protected health information.  Crosby Chiropractic 
Center may or may not agree to restrict the use or disclosure of your protected information.  If Crosby Chiropractic 
Center agrees to the request, the restriction will be binding on the practice.  Use or disclosure of protected 
information in violation of an agreed upon restriction may be a violation of the federal privacy standards 
. 
You may revoke this consent to the use and disclosure of your protected health information.  You must revoke this 
consent in writing.  Any use or disclosure that has already occurred prior to the date in which you revoke this consent 
will not be affected. 

Crosby Chiropractic Center reserves the right to modify the privacy practices outlined in the notice. 

Crosby Chiropractic Center takes every precaution to keep all of my information confidential and that the only times 
it uses or discloses any of my protected health information, it is done so with the minimal amount necessary to 
achieve the desired result. 

There may be a situation where it may be legally mandated that my information be released to the proper authorities.  
In this case, I understand that Crosby Chiropractic Center has no choice but to adhere to the legal mandate. 

Crosby Chiropractic Center has a policy to advise close family members as to my protected health information.  If 
you do not consent to this check off below asking this office not to do so. 

□ Do not release my information to any family members. 

I understand that I am entitled to review my information at any time.  I consent that if I request copies of my records, 
that there may be a reasonable charge for them which I am responsible for. 

I have reviewed this consent form and give my permission to Crosby Chiropractic Center to use and disclose my 
health information in accordance with it. 

I request that payment of authorized benefits be made on my behalf to Crosby Chiropractic Center for services 
furnished to me by the provider. 

__________________________________________________   ________________________ 
   Signature                                  Date 

__________________________________________________________________ 
      Relationship to Patient 

Crosby Chiropractic Center



 

Crosby  
Chiropractic  
Center 
Dr. Chad Thornton 

Consent for Radiology 

  I, ________________________________give the doctor(s) and trained  
  staff assistants of Crosby Chiropractic Center my consent to take any  
  and all x-rays needed to better understand my condition. I acknowledge  
  the inherent radiological risks but also appreciate the regulatory safety  
  standards of state compliance for this office. 

  I also give my consent for x-rays of my child/children for the same  
  reasons, if applicable. 

  For Ladies only: 
  To my best knowledge I am not pregnant and know of no 
  contraindications for x-rays at this time. 

  Patient Signature:_______________________________Date:__________________
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