A&W CHIROPRACTIC
CONSENT AND AUTHORIZATION AGREEMENT
 
 
PATIENT NAME: ______________________________	FILE #: _____________________
 
TERMS OF ACCEPTANCE
Chiropractic has only one goal: to eliminate misalignments within the spinal column which interfere with the expression of the body’s innate wisdom.  It is important that each patient understand both the objective and the method that will be used to attain our goal.  This will prevent confusion or disappointment.  
 
Vertebral Subluxation:  a misalignment of one or more of the 24 vertebrae in the spinal column which causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential.
 
We do not offer to diagnose or treat any disease or condition other than vertebral subluxation.  However, if during the course of chiropractic spinal examination we encounter non-chiropractic or unusual findings, we will advise you.  If you desire advice, diagnosis, or treatment for those findings, we will recommend that you seek the services of a health care provider who specializes in that area.   
 
Regardless of what the disease is called, we do not offer to treat it.  Nor do we offer advice regarding treatment prescribed by others.  Our only practice objective is to eliminate major interference to the expression of the body’s innate wisdom.  Our only method is specific adjusting to correct vertebral subluxations.  
 
CONSENT FOR TREATMENT
I understand that Chiropractic treatment is necessary.  I hereby consent to and authorize the administration of all diagnostic and chiropractic treatments that may be considered advisable or necessary in the judgment of A&W Family Chiropractic Inc.
 
DOCTOR’S LIEN hereby authorize and direct my attorney to pay directly to A&W Family Chiropractic, Inc such sums as may be due and owing him for services rendered me.  I further give a Lien on my case to said doctor against any and all proceeds of my settlement, judgment or verdict which may be paid to you, my attorney, or myself, as the result of the injuries for which I have been treated or injuries in connection therewith. 
 
RELEASE OF INFORMATION
I hereby authorize A&W Chiropractic Inc, or staff, to release any information acquired in the course of my examination and treatment to my attorney, insurance company, employer (in workmen’s compensation cases), etc., to obtain reimbursement.  I further authorize A&W Chiropractic Inc, or staff, to obtain any information acquired in the course of my examination and treatment from other appropriate health care personnel.  I also authorize any x-rays to be read by a third party in the event it is to my benefit.  
 
 
I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE STATEMENTS
 
 
PATIENT/GUARDIAN SIGNATURE _________________________________DATE _______________ 
 
