CHIRO-FITNESS, INC. 

Dr. Shawnie Lamborn

CONSENT TO CHIROPRACTIC SERVICES

· I, ____________________________, authorize the performance upon myself of the following procedure (s) :

___Exam

___Manipulation

___X-ray

___Physical therapies

       to be performed by or under the direction of Dr. Lamborn.

· I also consent to the performance of other diagnostic and therapeutic procedures in addition to or different from those stated above; whether or not arising from presently unforeseen conditions, that the above-named doctor, associates or assistants, may consider necessary or advisable in the course of my health care.  

· The nature and purpose of the procedures, possible alternatives, the risks  involved, the possible consequences, and the possibility of complications have been explained to me by the above-named doctor and/or his (her) associates and assistants.

· I acknowledge that no guarantee or assurance as to the results that may be obtained from the procedure has been given by the above-named doctor, his (her) associates or assistants.

Date: ____________________
Signed: _________________________

Witness: ___________________________

Relationship: _______________________

FEMALE PATIENTS ONLY

This is to certify that to the best of my knowledge I am NOT pregnant and the Chiro-Fitness has my permission to take x-rays.

Date of last menstrual period ________________________

_________________________ 
__________________________

Patient Signature              Date         Witness Signature               Date

