
Inspire Chiropractic   
Consent to Receive Chiropractic Care  

 
Patient Name: ___________________________________________________________ 
 
Please review this information carefully before signing so that you have an understanding of the services 
provided in this office and how they will affect your health and well-being. 
 

• Chiropractic care is about health, life, and healing. Medicine is about diagnosis and treatment of 
disease.  Chiropractic is not medicine. Chiropractic does not attempt to diagnose or cure any 
mental, emotional, or physical disease or condition.   

 
• The purpose of chiropractic care is to detect and remove tension patterns, called subluxations, 

which are stored in your spine and nerve system. By removing subluxations, your brain can 
communicate with your body better, and you can enjoy improved function, and express optimal 
health.  

 
• Benefits of regular chiropractic care may include but are not limited to: less pain and/or resolution 

of symptoms, better sleep, improved energy levels, improved flexibility and/or range of motion, 
better regulation of emotions, improved digestion, clearer thinking, more joy, and less frequent 
illness. Children who are adjusted experience better coordination, more resiliency after illness or 
injury, improved immune function, fewer health symtpoms, and more organized thinking and 
behavior. Please ask how we can help your children grow and develop optimally, starting from 
birth. 

 
• Risks of chiropractic care may include: stiffness or soreness after an adjustment, increased or 

decreased energy levels, or feeling of general lethargy after an adjustment. While chiropractic is 
considered a conservative form of health care, the following are risks that are extremely rare: 
muscle sprain/strain, bone fracture, joint dislocation, disc injury, or arterial injury in the neck, 
which could lead to a stroke. 

 
• The probability of these risks occurring: Fractures are rare occurrences and generally result from 

some underlying weakness of the bone, which we check for during your health history and during 
examination. X-rays will be ordered when deemed necessary based on history or exam findings. 
Stroke and/or arterial dissection caused by chiropractic manipulation of the neck has been the 
subject of ongoing medical research and debate. The most current research on the topic is 
inconclusive as to the specific incident of this complication occurring. If there is a causal 
relationship at all, it is extremely rare and remote. Unfortunately, there is no recognized screening 
procedure to identify patients with neck pain who are at risk of arterial stroke. 

 
• The doctor will make every reasonable effort during the examination to screen for 

contraindications to care; however if you have a condition that would otherwise not come to the 
doctor’s attention it is your responsibility to inform the Doctor. 

 
• Dr. Stephanie will check your spine and nervous system for subluxation, which might include 

postural analysis, active or passive range of motion, orthopedic tests, and neurological tests. She 
will perform an adjustment to address the subluxation patterns found in your spine and nervous 
system. Your symptoms may get worse before they get better.  This is a normal part of healing.  

 
•  Your symptoms may or may not resolve as a result of receiving chiropractic care. 

 



• If, during the course of your treatment, any unusual or non-chiropractic findings are detected, then 
you will be referred to the appropriate medical practitioner for further evaluation and treatment of 
such findings. 

 
 
All questions regarding the doctor’s objective pertaining to my care in this office have been answered to 
my complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to 
me to my satisfaction. I have read and fully understand the above statements and therefore accept 
chiropractic care on this basis.  
 
 
Printed Name____________________________________ 
 
 
Signed__________________________________________ 
 
 
Date______________________ 
 
 
 
Consent to evaluate and adjust a minor child:   I, _________________________ being the parent or  
 
legal guardian of _______________________________ have read and fully understand the above 
 
Informed Consent and hereby grant permission for my child to receive chiropractic care. 
   
 
                     X________________________________ 
 


