Sigourney Chiropractic and Wellness
100 E. Washington St
Sigourney, IA 52591
Dr. Kodey Salow
Informed Consent to Chiropractic Adjustment and Care
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, on
me (or the patient named below, for whom I am legally responsible) by the doctor of chiropractic
named below and /or other licensed doctors of chiropractic who now or in the future work at the
clinic or office listed below or any other office or clinic, for myself or my son/daughter.
[(If applicable) As of the date, I have the legal right to select and authorize health care services
for the minor child named above.
Under the terms and conditions of my divorce, separation or other legal authorization, the
consent of a spouse/ former spouse or other parent is not required. If my authority to select and
authorize this care should be revoked or modified in any way, I will immediately notify this
office.]
I've had the opportunity to discuss with the doctor of chiropractic named below and/or with other
office or clinic personnel the nature and purpose of chiropractic adjustments and other
procedures.
As with any healthcare procedure, there are certain complications which may arise during
chiropractic manipulations 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 to or contributing to serious complications including
stroke. These complications are rare. I may feel some stiffness and soreness following the first
few days of treatment. The doctor will make every reasonable effort during the examination to
screen for contraindications to care; however, if I have a condition that would otherwise not
come to the doctor's attention, it is my responsibility to inform him.
I have read, or have had read to me, the above consent. 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 and for
any future condition(s) for which I seek treatment.
Patient Name: ______________________________________________
Pt/Guardian Signature:________________________________________
Date:____________________
Witness: __________________________________________________
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