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Informed Consent Document

Patient Name:

Please read this entire document prior to signing it. It is important that you understand the information contained in this
document. Please ask questions before you sign if there is anything that is unclear.

The nature of the chiropractic adjustment.

The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy. I will use that procedure to
treat you. I may use my hands or a mechanical instrument upon your body in such a way as to move your joints. That may
cause as audible "pop" or "click," much as you have experienced when you "crack'' your knuckles. You may feel a sense of
movement.

Analysis / Examination / Treatment
As a part of the analysis, examination, and treatment, you are consenting to the following  procedures:

* spinal manipulative therapy * palpation

* range of motion testing * orthopedic testing

* muscle strength testing * postural analysis

* radiographic studies * hot/cold therapy

* vital signs * basic neurological testing
* intersegmental traction * EMS

* rehabilitation * homeopathy

The material risks inherent in chiropractic adjustment.

As with any healthcare procedure, there are certain complications which may arise during chiropractic manipulation
and therapy. These complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, cervical
myelopathy, costovertebral strains and separations, and burns. Some types of manipulation of the neck have been associated
with injuries to the arteries in the neck leading or contributing to serious complications including stroke. Some patients will
feel some stiffness and soreness following the first few days of treatment. I 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 my
attention; it is your responsibility to inform me.

The probability of those risks occurring.

Fractures are rare occurrences and generally result from some underlying weakness of the bone, which I check for
during the taking of your history and during examination and X-ray. Stroke has been the subject of tremendous disagreement.
The incidences of stroke are exceedingly rare and are estimated to occur between one in one million and one in five million
cervical adjustments. The other complications are also generally described as rare.

SIGN BACKSIDE




[image: image2.png]The availability and nature of other treatment options.
Other treatment options for your condition may include:
e Self-administered, over-the-counter analgesics and rest
e Maedical care and prescription drugs such as anti-inflammatory, muscle relaxants and pain killers
e Hospitalization
e Surgery
If you chose to use one of the above noted "other treatment" options, you should be aware that there are risks and
benefits of such options and you may wish to discuss these with your primary medical physician.

The risks and dangers attendant to remaining untreated.

Remaining untreated may allow the formation of adhesions and reduce mobility which my set up a pain reaction
further reducing mobility. Over time this process may complicate treatment making it more difficult and less effective the
longer it is postponed. The above stated information is provided by Dr. Wade Parkhill, his staff and professionals under his
supervision.

Release of Information:

By signing this form, you are granting consent to Parkhill Chiropractic & Wellness Center, P.C. disclose your
protected health information for the purpose of treatment, payment and health care operations. Our Notice of Privacy
Practices provides more detailed information about how we may use and disclose this protected health information. You have
a legal right to review our Notice of Privacy Practices before you sign this consent, and we encourage you to read it in full.

Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain a copy of the revised
notice by telephoning our office at 817-337-5199. You have a right to request us to restrict how we use and disclose your
protected health information for the purposes of treatment, payment or health care operations. We are not required by law to
grant your request. However, if we do decide to grant your request, we are bound by our agreement.

You have the right to revoke this consent in writing, except to the extent we already have used to disclose your
protected health information in reliance on your consent.

Medicare and Medicaid Consent to Release Information:

I certify that the information given by me in applying for payment under Title XVIII and or Title XI of the Social
Security Act is correct. I authorize and holder of medical or other information about me, to release to the Social Security
Administration or its intermediary carriers, any information needed for this or related Medicare or Medicaid claim.

I have reviewed the '"Notice of Privacy Practices" of Wade Parkhill D.C. and have had all
questions answered by this office.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.

Patient's Signature and/or Guardian Date




[image: image3.png]Assignment, Lien and Authorization
Insurance Benefits and Attorney
Parkhill Chiropractic & Wellness Center, PC

I hereby authorize and direct you, my insurance company, and / or my attorney, to pay
directly to Parkhill Chiropractic and Wellness Center such sums as may be due to owing
this office for services rendered by me, both by reason of accident of illness, and by
reason of any other bills that are due this office, and to withhold such sums from any
disability benefits, medical payment benefits, No-fault benefits, health and accident
benefits, workman’s compensation benefits, or any other insurance benefits obligated to
reimburse me or from any settlement, judgment or verdict on my behalf as may be
necessary to adequately protect said office. I hereby further give a lien to said office
against any and all insurance benefits named herein, and any and all proceeds of any
settlement judge or verdict which may be paid to me as a result of the injuries of illnesses
for which I have been treated by said office. This is to act as an assignment of my rights
and benefits to the extent of the office’s services provided.

In the event my insurance company obligated to make payments to me upon the charges
made by this office for their services refuses to make such payments, upon demand by
me, or this office. I hereby assign and transfer to this office any and all causes of action
that I might have or that might exist in my favor against such company ad authorize this
office to prosecute said cause to action either in my name or in the office’s name and
further I authorize this office to compromise, settle or otherwise resolve said claim or
cause of action as they see fit.

I understand that I remain personally responsible for the total amount due this office for
their services. I further understand and agree that this Assignment, Lien and
Authorization do not constitute and consideration for the office to await payments and

they may demand payments from me immediately upon rendering services at their
option.

[ authorize the office to release and information pertinent to my case to any insurance
company, adjuster to attorney to facilitate collection under this Assignment, Lien and
Authorization. I agree that the above mentioned office be given power of Attorney to
endorse/ sign my name on any and all checks for payment of my doctor bill.
Signature: Date:
Insurance Information:

Patient: Insured:

Patient DOB: Insured DOB:

Subscriber ID# Group #




