
Informed Consent for Chiropractic Care 

 
Patient______________________________________ Case #____________________ 

I hereby request and consent to the performance of chiropractic adjustments and 

other chiropractic procedures including x-rays on me (or on the patient named 

below, for whom I am legally responsible) at Kruger Chiropractic Center P.L.L.C. 

 
1. The purpose of chiropractic care is to contribute to health by the location, analysis and 

correction of vertebral subluxations for the restoration of normal nerve functioning. 

2. I understand that I will be examined and cared for by licensed doctors of chiropractic 

who are employed by Kruger Chiropractic Center P.L.L.C. 

3. The Kruger Chiropractic Center uses only chiropractic methods that are taught in 

accredited chiropractic colleges, and appropriate techniques will be selected for my spine 

care based upon standard professional protocols. 

4. Chiropractic adjustments are exceedingly safe when applied properly.  However, I 

understand there are some risks to care including, but not limited to, fractures, disk 

injuries, strokes, dislocations and sprains.  I do not expect the doctor to anticipate and 

explain all of the risks and complications, and I wish to rely on the doctor to exercise 

judgment during the course of the procedure that the doctor feels at the time, based on 

the facts known, and in my best interests. 

5. There is a small force introduced into the spine during an adjustment that may lead to 

temporary minor musculoskeletal discomfort. 

6. The doctor will discuss any further risks inherent for my particular case during a report 

of findings procedure and document this discussion in my case record.  Any questions 

that I may have will also be addressed at this time.  I am an active participant in my 

chiropractic care, and am therefore invited to ask any questions or express any concerns 

that I may have. 

7. I understand that my doctor may communicate by telephone call regarding 

appointments, care information or other details related to my care. 

8. I understand that it is my responsibility to inform my doctor should I have a concern 

regarding the privacy of the area in which I receive care, my patient record or other 

communications related to my care; and that otherwise, Kruger Chiropractic Center 

P.L.L.C. personnel will make every reasonable effort to ensure my privacy.  I understand a 

portion of my treatment may be performed in an open treatment area, though I may request care 

in a private room. 

9. I have read, or have had read to me, the above consent.  By signing below, I agree to the 

above-named procedures.  I intend this consent form to cover the entire course of care 

now and in the future.  I am free to withdraw my consent and discontinue care at any 

time. 

 

 

 

______________________________________________                             _______/________/_________ 

Patient/ Guardian Signature                                                                      Date 

 


