






Informed Consent 
Dear PaƟent: 

Every type of health care is associated with some risk of a potenƟal problem. This includes chiropracƟc 
health care. We want you to be informed about potenƟal problems associated with chiropracƟc health care 
before consenƟng to treatment. This is call informed consent. 

ChiropracƟc adjustments are the moving of bones with the doctor’s hands or with the use of a mechanical 
device of machine. Frequently adjustments create a “pop” or “click” sound/sensaƟon in the area being treat-
ed. 

In this office we use trained staff personnel to assist the doctor with porƟons of your consultaƟon, examina-
Ɵon, x-ray taking, physical therapy applicaƟon, tracƟon, massage therapy, exercise instrucƟon, etc. 

Stroke: Stroke means that a porƟon of the brain or spinal cord does not receive enough oxygen from the 
blood stream. The results can be temporary or permanent dysfuncƟon of the brain, with a very rare compli-
caƟon of death. The literature is mixed or uncertain as to whether chiropracƟc adjustments are associated 
with stroke or not. Recent evidence suggests that it is not (2008, 2015, 2016), although the same evidence 
suggests that the paƟent may be entering the chiropracƟc office for neck pain/headaches or other symptoms 
that may in fact be a spontaneous dissecƟon of the vertebral artery. If we think this is happening, you will be 
immediately referred to emergency services. 

Anecdotal stories suggest that chiropracƟc adjustments may be associated with strokes that arise from the 
vertebral artery; this is because the vertebral artery is actually located inside the neck vertebrae. The adjust-
ment that is suggested to increase the strain on the vertebral artery is called the “extension-rotaƟon-thrust 
atlas adjustment.” We do not do this type adjustment on paƟents. 

Other types of neck adjustments may also potenƟally be related to vertebral artery strokes, but no one is 
certain. It is esƟmated that the incidence of this type of stroke ranges between 1 per every 400,000-
3,000,000 upper neck adjustments.  This means that an average chiropractor would have to be in pracƟce for 
hundreds of years before they would staƟsƟcally be associated with a single paƟent stroke.  

Two other potenƟal problems that are not quanƟfiable because they are extremely rare and may have no 
associaƟon with chiropracƟc adjusƟng are caroƟd artery injury and spina dural tear resulƟng in a leak of cer-
ebral spinal fluid. 

Disc HerniaƟons: Disc herniaƟons that create pressure on the spinal nerve or on the spinal cord are fre-
quently successfully treated by chiropractors and chiropracƟc adjustments, tracƟon, etc. This includes both 
in the neck and back. Yet, occasionally chiropracƟc treatment (adjustments, tracƟon, etc.) will aggravate the 
problem and rarely surgery may become necessary for correcƟon. These problems occur so rarely that ther 
are no available staƟsƟcs to quanƟfy their incidence. 

Cauda Equina Syndrome: Cauda Equina Syndrome occurs when a low back disc problem puts pressure on 
the nerves that control bowel, bladder, and sexual funcƟon. RepresentaƟve symptoms include leaky bladder, 
or leaky bowels, or loss of sensaƟon (numbness) around the pelvic sexual organs (the saddle area), or the 
inability to urinate or to start a bowel movement. Cauda Equina Syndrome is a medical emergency because 
the nerves that control these funcƟons can permanently die, and those funcƟons may be lost or compro-
mised forever. The standard approach is to surgically decompress the nerves, and the window to do so may 
be as short as 12-72 hours, depending. If you have any of these symptoms, tell us immediately, and if we 
can’t be reached, go to the emergency department. 

 



SoŌ Tissue Injury: SoŌ Ɵssues primarily refer to muscles and ligaments. Muscles move bones and ligaments 
limit joint movement. Rarely a chiropracƟc adjustment, tracƟon, massage therapy, etc. may overstretch 
some muscle or ligament fibers. The result is a temporary increase in pain and necessary treatments for reso-
luƟon but there are no long term effects for the paƟent. These problems occur so rarely that there are no 
available staƟsƟcs to quanƟfy their incidence. 

Rib and other Fractures: The ribs are found only in the thoracic spine or middle back. They extend from your 
back to your front chest area. Rarely a chiropracƟc adjustment will crack a rib bone, and this is referred to as 
a fracture. This occurs only on paƟents who have weakened bones from such things as osteoporosis. Osteo-
porosis can be noted on your x-rays. We adjust all paƟents very carefully, and especially those who have os-
teoporosis on their x-rays. These problems occur so rarely that there are no available staƟsƟcs to quanƟfy 
their incidence. 

Physical Therapy Burns: Some of the machines we use generate heat. We also use both heat and ice and rec-
ommend them for home care on occasion. Everyone’s skin has different sensiƟvity to these modaliƟes, and 
rarely, both heat or ice can burn or irritate the skin. The result is a temporary increase in pain, and there may 
even be some blistering of the skin. These problems occur so rarely that there are no available staƟsƟcs to 
quanƟfy their incidence. Never put a home ice pack directly on the skin, always have an insulaƟng towel be-
tween the ice pack and the skin. 

Soreness: It is common for chiropracƟc adjustments, tracƟon, massage therapy, exercise, etc. to result in a 
temporary increase in soreness in the region being treated. This is nearly always a temporary symptom that 
occurs while your body is undergoing therapeuƟc change. It is not dangerous, but please do tell your doctor 
about it. 

Other Problems: There may be other problems or complicaƟons that might arise from chiropracƟc treatment 
other than those noted above. These other problems or complicaƟons occur so rarely that it is not possible 
to anƟcipate and/or explain them all in advance of treatment. ChiropracƟc is a system of health care deliv-
ery, and, therefore, as with any health care delivery system we cannot promise a cure for any symptom, dis-
ease, or condiƟon as a result of treatment in this clinic. We will always give you our best care, and if results 
are not acceptable, we will refer you to another provider whom we feel will assist your situaƟon.  

If you have any quesƟons on the above, please ask your doctor. When you have full understanding, please 
sign and date below. 

 

 _________________________________________________________   _________________________  
   PaƟent name (printed)              Today’s date 

 

 ________________________________________________________    
   PaƟent’s signature or Guardian’s signature for a minor 



 

Back to Health Chiropractic financial Policy 

 

Non-covered services– Your insurance is an agreement between you and your insurance 
company. It is not an agreement between your insurance company and this office. The cash price 
for an adjustment is $50. If, for some reason, your insurance does not pay for your services, you 
will be responsible for payment and will receive a bill for the balance due. This applies to any 
insurance you may have, including Medicare and Medicaid.  

 

Co-pays and Co-insurance- All copays, co-insurance, and deductible payments are due at the 
time of service.  

 

Cancellations- This clinic requires a 24-hour notice of cancellations. We ask that you respect 
our time, and the needs of other patients by adhering to this cancellation policy. Any last-minute 
cancellations or no-shows will be charged a mandatory fee of $25. After 3 no-shows, we reserve 
the right to not schedule any more appointments for you. This cancellation policy applies to any 
missed appointments including, but not limited to massage and stretch appointments.  

 

Non-payment- Please be advised that if your account remains past due for more than 90 days, 
we will refer your account to a collection agency, and you will be responsible for all fees 
associated with the collections process.  

 

I fully understand and agree that should my account become 60 days past due, a 2% 
monthly account administrative late charge will be added to my account balance 
each month until my balance is brought current. 

 

Print Name _______________________  Signature ________________________ Date ____________ 



Rogers Back To Health Chiropractic 
HIPAA Privacy Policy and Patient Consent Form 

 
 
 
Our Promise to You our Valued Patient: We want to assure you that we take the Federal HIPAA 
(Health Insurance Portability and Accountability Act) laws seriously. These laws were written to 
protect the confidentiality of your health information. We trust you will never delay treatment 
in our office because of fear that your personal health information might be unnecessarily 
disclosed to others outside our office. 
Why A Privacy Policy? The most significant variable that has motivated the Federal government 
to legally enforce the privacy of health information is the rapid evolution of the use of 
electronic technology in the administration of health care business. The government has 
appropriately sought to standardize and protect the electronic exchange of your health 
information. This has challenged us to review not only how your information is used within our 
computers but also with the Internet, phones, fax machines and any device used to copy or 
transfer this data. We want to advise you that we have developed policies and procedures for 
our practice to assure that your personal or health information will be shared only as required 
and only for the purpose of administering your case. Our office is subject to State and Federal 
laws regarding the confidentiality of your health information. We will assure our office 
adherence to those laws and we want you to understand our procedures and your rights as a 
valued patient. Your health information will be communicated only for the purpose of 
conducting health care business and obtaining payment for services. Be assured that without 
your written permission, your health information will not be used for any other purpose.  
How Your Health Information May Be Used to Provide Treatment:  Within our office, your 
health information will be used to provide you the best care and services possible. This may 
include administrative and clinical procedures designed to optimize scheduling and 
coordination between you and all office personnel. In addition, we may share this information 
with referring physicians, clinical pathology laboratories or other health professionals providing 
you treatment.  
To Obtain Payment: Your health information may be included with an invoice for the purpose 
of collecting payment for services provided to you in this office. We may do this with insurance 
forms filed for you by mail or electronically. We will make every effort to work with companies 
with a similar commitment to the security of your health information.  
To Conduct Health Care Operations: Your health information may be used during performance 
evaluations of our staff. Some of our best teaching opportunities use clinical situations 
experienced by patients receiving care in our office. As a result, your health information may be 
included in the training programs for students, interns, and associates, as well as business and 
clinical employees. It is also possible that your health information will be disclosed during audits 
by insurance companies or government appointed agencies as part of their quality assurance 
and compliance reviews. Your health information may be reviewed during the routine process 
of certification, licensing, or credentialing activities.  



Patient Reminders: Because we believe regular care is very important to your general health, 
we will remind you of a scheduled appointment or that it is time for you to contact us and make 
an appointment. Additionally, we may contact you to follow up on your care and inform you of 
treatment options or services that may be of interest to you or members of your family. These 
communications are an important part of our philosophy of partnering with our patients to be 
sure they receive the best care chiropractic can provide. They may include postcards, 
newsletters, flyers, and telephone or electronic reminders such as email (unless you tell us that 
you prefer not to receive reminders).  
Public Health and National Security: As permitted or required by State or Federal law, we may 
disclose your health information to proper authorities for the purpose of law enforcement 
including, under certain circumstances, if you are a victim of a crime or in order to report a 
suspected crime.  
Family, Friends and Caregivers: We may share your health information with those you tell us 
will be assisting you with your home care, treatment or payment. We will be certain to obtain 
your permission prior to sharing your information. In the event of an emergency, if you are 
unable to tell us what you want, we will use our very best judgment when sharing your health 
information with anyone participating in your care.  
Medical Research: Advancing health care knowledge often involves learning from the careful 
study of health histories of prior patients. Formal review and study of health histories as a part 
of a research study will happen only under the ethical guidance, requirements, and approval of 
an Institutional Review Board.  
Authorization to Use or Disclose Health Information: Other than what is stated above or 
where Federal, State or Local law requires us, we will not disclose your health information 
other than with your written authorization. You may revoke that authorization in writing at any 
time.  
Patient’s Rights: This law is careful to describe that you have the following rights related to 
your health information. Be assured that our office will make every effort to honor reasonable 
restriction preferences from our patients.  
Confidential Communications: You have the right to request that we communicate with you in 
a specific way. You may request that we only communicate your health information privately 
with or without other family members present or through sealed mail communications. We will 
make all reasonable effort to honor your request.  
Inspect and Copy Your Health Information: You have the right to read, review and copy your 
health information including your complete chart, x-rays and billing records. If you would like a 
copy of your health information, please let us know. We may need to charge you a reasonable 
fee to duplicate and assemble your copy.  
Amend your Health Information: You have the right to ask us to update or modify your records 
if you believe your health information is incorrect or incomplete. We will be happy to 
accommodate you as long as our office maintains this information. In order to standardize our 
process please provide us with your request in writing and describe as completely as possible 
your reason for the request. Your request may be denied if the health information record in 
question was not created by our office, is not part of our records, or if the records containing 
your health information have been requested sealed and or delivered to any authority for 
review.  



Documentation of Health Information: You have the right to request from us a description of 
how and where your health information was used by our office for any reason other than for 
treatment or payment, or health care operations. We are required by law to maintain the 
privacy of your health information, and to provide to you and your representative this Notice of 
our Privacy Practices. We are required to practice the policies and procedures described in this 
notice but we do reserve the right to change the terms of our notice. Patients would be notified 
of any such changes. You have the right to express concerns or complaints to us or the 
Secretary of Health and Human Services if you believe your privacy rights have been 
compromised. We encourage you to express in writing any concerns you may have regarding 
the privacy of your health information. Thank you very much for taking time to review how we 
are carefully using your health information. If you have questions, please let us know. If not, we 
would appreciate your acknowledging by signature that you have received, thoroughly 
reviewed and understand this policy.  
 
______________________________________________________________________ 
PRINT PATIENT NAME                                                                       DATE 
 
______________________________________________________________________ 
PATIENT/LEGALLY AUTHORIZED REPRESENTATIVE SIGNATURE  
 
_______________________________________________________________________ 
PRINT NAME OF REPRESENTATIVE RELATIONSHIP TO PATIENT 
 
I acknowledge that I do not wish to obtain a copy of the HIPAA Privacy Policy.  
 
_____________________________________________________________________ 
PATIENT/LEGALLY AUTHORIZED REPRESENTATIVE SIGNATURE 


