
Informed Consent To Chiropractic Adjustment and Care 

Bodyworks Chiropractic Center , 3630 W. South Jordan Parkway, Suite 102 

South Jordan, UT 84095   801- 302-0301  FAX: 801- 302-0311 

 

 

Potential risks associated with receiving care:  
As in the practice of medicine, in the practice of chiropractic care there are some risks to including, but not limited to: 

sprain/strain, dislocation, fractures, stroke, disc injuries, and bruising. Present medical and scientific evidence does not 

establish a definite cause and effect relationship between upper cervical spine adjustment and the occurrence of stroke, 

but there are reported cases of stroke associated with many common neck movements, in sports, exercise, and even in 

everyday activities.  Furthermore, the apparent association is noted very infrequently.  However, in the rare case of 

possible stroke being caused by an adjustment it may cause serious neurological impairment, including paralysis.  The 

possibility of such injuries resulting from upper cervical spinal adjustment is extremely remote. Various studies estimate 

the incident of this type of stroke being associated with an adjustment between 1:3,000,000 and 1: 38,000,000.  

 

Prior to receiving chiropractic care at Bodyworks Chiropractic a health history and physical examination will be 

completed. These procedures are performed to assess your specific condition, your overall health and in particular, your 

spinal health.  These procedures will assist us in determining if chiropractic care is needed, or if any further examinations 

or studies are needed.  In addition, they will help us determine if there is any reason to modify your care or provide you 

with a referral to another health care provider.  

 

It is not reasonable to expect the doctor to be able to anticipate and explain all risks and complications of a given 

procedure on any particular visit, and I wish to rely on the doctor to exercise judgment during the course of the procedure 

which the doctor feels at the time, based upon the facts then known, is in my best interests.  

 

Treatments offered in this office include:  

 chiropractic adjustments, mechanical traction, electric stimulation, manual therapy,  

 massage therapy, ice or heat therapy, K-laser therapy, rehab   

 

Potential risks associated with NOT receiving chiropractic care, or choosing alternative 

treatment:  
If you choose not to receive conservative chiropractic care for your condition, you may experience:  

 possible worsening of symptoms 

 musculoskeletal degeneration  

 increased scar tissue, stiffness, reduced range of motion, and increased pain  

 higher probability of developing a chronic condition that may require more aggressive treatment later on 

 you may take over the counter or prescription medication for your condition, and be subject to the side effects and 

risks inherent to those substances.  Please consult your medical doctor regarding those risks and side effects.  It is a 

well-known fact that NSAID drugs such as ibuprofen, aspirin, and acetaminophen have possible serious risks and 

side effects.  

 

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including 

various modes of physical therapy and diagnostic x-rays and testing, on me (and on the patient(s) named below, for whom 

I am legally responsible) by the doctor of chiropractic named below and/or his preceptor and/or other trained chiropractic 

assistants who now or in the future treat me while employed by, working or associated with, or serving as a back-up for 

doctor of chiropractic named below.   

 

I have read, the Informed Consent to Chiropractic Adjustments and Care. I have also had an opportunity to ask questions 

about its content, and by signing below I agree to the above-named procedures. I intend this consent form to cover the 

entire course of treatment for my present condition (or that of my dependent) and any future condition (s) for which I seek 

treatment in this clinic.  

 

 
 

X______________________________________     _______________________________________ 

Patient Signature (or Legal Guardian)            Date Signed 

 

________________________________________      _______________________________________ 

Patient Name (print)         Guardian Name (print)  

          


