
INFORMED  CONSENT TO CHIROPRACTIC CARE 

You are the decision maker for your health care. Part of our role is to provide you with information to assist 

you in making informed choices. This process is often referred to as “informed consent” and involves your 

understanding and agreement regarding the care we recommend, the benefits and risks associated with the 

care, alternatives, and the potential effect on your health if you choose not to receive the care. Any 

examinations or tests we conduct will be carefully performed but may be uncomfortable. As a patient, you 

give the doctor permission and authority to care for you in accordance with the chiropractic tests and analyses.  

CHIROPRACTIC CARE 

The chiropractic adjustment or other clinical procedures are usually beneficial and seldom cause any 

problems. In rare cases, underlying physical defects or pathologies may render a patient susceptible to injury. 

The doctor will not provide healthcare, if he is aware that such care may be contraindicated. Again, it is your 

responsibility to tell the doctor everything you know about your health conditions, which would otherwise not 

come to the attention of the doctor. The chiropractic adjustment involves the precise use of our hands or an 

instrument to reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include 

restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and 

improving neurological functioning and overall well-being. Dr. Kirk Eriksen utilizes the Orthospinology 

Procedure, which is a low force (no twisting or popping) upper cervical (neck) technique. If this method is to 

be used on you then he will provide you with a copy and review a study he published in BMC 

Musculoskeletal Disorders, which evaluated the effectiveness and safety of upper cervical chiropractic care. 

This includes possible reactions that may or may not be experienced.  

If adjustments to the lower spine are required, the doctor will usually utilize a low force, drop table, hand-held 

instrument or flexion-distraction adjustment technique. The doctor wants it understood that although he does 

not utilize rotary manipulation, he is in no way indicating that his procedures are superior to other 

chiropractors. It is important that you understand, as with all health care approaches, results are not 

guaranteed, and there is no promise to cure. As with all types of health care interventions, there are some risks 

to care, including, but not limited to: muscle spasms, aggravating and/or temporary increase in symptoms, lack 

of improvement of symptoms, stroke, burns and/or scarring from electrical stimulation and from hot or cold 
therapies.  

It is also important that you understand there are treatment options available for your condition other than 

chiropractic procedures. These options may include, but are not limited to: self-administered care, over-the-

counter pain relievers, physical measures and rest, medical care with prescription drugs, physical therapy, 

bracing, injections, and surgery. Keep in mind that Dr. Eriksen cannot advise you on the use of medications. 

Lastly, you have the right to a second opinion and to secure other opinions about your circumstances and 

health care as you see fit. As a patient, you are giving the doctor permission to use his best judgment for when 

to allow an observer in the room, although you have the right to refuse this rare occurrence.  

I have read, or have had read to me, the above consent, and I appreciate that it is not possible to consider every 

possible complication to care. I have also had an opportunity to ask questions about its content, and by signing 

below, I agree with the current or future recommendation to receive chiropractic care as is deemed appropriate 

for my circumstance. I intend this consent to cover the entire course of care from all providers in this office for 

my present condition and for any future condition(s) for which I seek chiropractic care from this office.  

Patient Name: _________________________Signature: __________________________ Date: ___________ 

Parent or Guardian: ____________________ Signature: __________________________ Date: ___________ 


