






INFORMED CONSENT TO CHIROPRACTIC TREATMENT   

I hereby request and consent to the performance of Chiropractic adjustments and any other Chiropractic 
procedures including examination teses, diagnostic x-rays and physical therapy techniques, on me (of on the 
patient named below for which I am legally responsible) which are recommended by the doctor of Chiropractic 
named below and/or other licenses doctors of Chiropractic who now, or in the future, render treatment to me 
while employed by, working for, or associated with, or serving as back up for the doctor of Chiropractic named 
below.  

I understand that as with any health care procedures, there are certain complications which may arise during 
Chiropractic adjustment. Those complications include, but are not limited to; fractures, disk injuries or 
dislocations, muscle strain, Homer's syndrome, diaphragmatic paralysis, cervical myelopathy and costovertebral 
strains and separations. Some types of manipulation of the neck have been associated with injuries to the arteries 
in the neck, leading to, or contributing to serious complications including stroke. I do not expect the doctor to be 
able to anticipate all risks and complications, and I wish to rely on the doctor to exercise judgment during the 
course of the procedures which the doctor feels at the time, based upon the facts then, known, are in my best 
interest.  

I have had an opportunity to discuss with the doctor named below and/or with office personnel the natural 
purpose and risks of Chiropractic adjustments and other recommended procedures and have had my questions 
answered to my satisfaction. I understand that the results are not guaranteed.  

I have read, or have had read to me, the above explanation of the Chiropractic adjustments and related treatment. 
By signing below I state that I have weighed the risks involved in undergoing treatment and have myself decided 
that it is in my best interest to undergo the Chiropractic treatment recommended. Having been informed of the 
risks, I hereby give my consent to that treatment. I intend this consent form to cover the entire course of treatment 
for my present condition and for any future conditions for which I seek treatment.  

Name(s) of Doctor(s) Treating Patient:                    James Baranski, D.C.  
         Advanced Spine & Sport Chiropractic  
         4601 Telephone Rd., Suite 110  
         Ventura, CA 93003  
         (805) 642-4061  
  

 DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE  

  

_________________________________________________                   _________________________  
Printed Name of Patient                                                                          Date  
  
_________________________________________________                   _________________________  
Signature of Patient                                                                                 Date  
  
_________________________________________________                   _________________________  
Witness to Patient's Signature                                                                  Date  
  
_________________________________________________                   _________________________  
Translated By                                                                                         Date  





  

MISSED APPOINTMENT AND CANCELLATION POLICY  

  

  

Advanced Spine and Sport Chiropractic has implemented such a policy our of respect for emergency 
patients, patients who are waiting for appointments, and for the doctor or massage therapist who is 
treating you. Please contact Advanced Spine and Sport Chiropractic 24 hours before your scheduled 
chiropractic or massage appointment to prevent a missed appointment charge. Advanced Spine and Sport 
Chiropractic reserves the right to bill for appointments not cancelled within 24 hours.  

It is in my best interest to attend all appointments. I understand that failure to attend appointments without 
sufficient notice will result in missed appointment charges of $50 per missed appointment.  

I fully understand the cancellation policy enforced by Advanced Spine and Sport Chiropractic.  

  

Signature______________________________                   Date_____________________  



  

  

Privacy Practices Acknowledgement  

  

I have been given the opportunity to review the Notice of Privacy Practices and understand my rights 
contained in the notice.  

By way of my signature, I provide Advanced Spine & Sport Chiropractic with my authorization and 
consent to use and disclose my protected health care information for the purposes of treatment, payment, 
and health care operations as described in the Notice of Privacy Practices.  

  

_______________________________________  

Printed Name of Patient  

  

_______________________________________                                ___________________  

Patient Signature                                                                             Date  
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Electronic Health Records Intake Form 

In compliance with requirements for the government EHR incentive program 

First Name: __________________________    Last Name: _____________________________ 

Email Address: ________________________________________________________________ 

Preferred method of communication for patient reminders (Circle one): Email / Call / Text 

DOB: ___________ Gender (Circle one): M / F     Preferred Language: _________________ 

Smoking Status: ___ Everyday   ___Occasional   ___Former   ___Never 

Smoking State Date (Optional): ______________ 

CMS requires providers to report both race and ethnicity 

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American /     
  White (Caucasian) / Native Hawaiian or Pacific Islander / Decline to Answer 

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / I Decline to Answer 

Are you currently taking any medications? (Please include regularly used over the counter medications) 

Medication Name Dosage and Frequency (i.e. 5mg once a day) 

  

  

  

 

Do you have any medication allergies? 

Medication Name Reaction Onset Date Additional Comments 

    

    

    

 

_______ I  choose to decline receipt of my clinical summary after every visit (These summaries 
are often blank as a result of the nature and frequency of chiropractic care.) 

Patient Signature: _______________________________________ Date: _______________ 


