- Emergency Contact (Name, Relationship & Phone):
.- Family Physician:

Terms of Acceptance
We want you to know how your Patient Health Information (PHI) is going to be used in this office and
your rights conceming those records. Before we will begin any health care operations we must require
you to read and sign this consent form stating that you understand and agree with how your records will
be used. If you would like to have a more detailed account of our policies and procedures concerning the
privacy of your Patient Health Information we encourage you to read the HIPPA NOTICE that is
available to you at the front desk before signing this consent.

Consent to Evaluate and Treat a Minor: I, being the parent or legal guardian of
, have read and fully understand the above terms of acceptance and hereby grant permission for
my child to receive chiropractic care.

Women Only: To the best of my knowledge (I am / am NOT pregnant) and (give my permission / don’t give my permission) to

* x-ray me for diagnostic interpretation. (Please circle one) {Please circle one)

Communications:
In the event that we would need to communicate your healthcare information, to whom may we do so?

Spouse: \ Others:
Children: None:

May we mail postcards or leave messages on any answering device, i.e.
home answering machines or voicemails? Yes[] No[]

. Missed Appointments: There is a possible 520 fee charged for all appointments that are not canceled prior to
scheduled visit.

I have read and fully understand the above statements.

Signature: Date:




