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Serving the Community Since 1993
Informed Consent to Chiropractic Treatment

Patient Name _________________________  Patient File # ________________

Based on your medical history, physical examination, and diagnostic studies, Dr. Poulin will recommend the proper course of chiropractic therapy. This may include chiropractic manipulation, physical therapy, and traction treatment for your spinal or extremity pain and is expected to last one to three months, on average.

While Dr. Poulin believes this recommended therapy to be reasonable and necessary and the anticipated benefits to far outweigh the risks, some patients understandably wonder what complications might occur. Thus, Dr. Poulin believe that you should be made aware of these risks before you begin your treatment.

For the vast majority of patients, there are few, if any, risks. Most of the risks are minimal, such as spinal or extremity pain. However, in some patients, more serious complications, such as a disc becoming larger by further rupture, paralysis of the legs or organs, or vascular accident, may occur. For your protection, you would be referred immediately to another physician for surgery or other treatment.

Poulin Chiropractic is a two physician clinic and, as such, all of our patients are examined and treated by both doctors so as to facilitate the regularity and consistency of care as well as to render a second opinion of your diagnosis and treatment.
This Consent is designed to inform rather than to frighten you. Thus, if you have any questions, Dr. Poulin will be glad to discuss them with you before beginning treatment. Some patients will feel some stiffness and soreness following the first few days of treatment; this is normal and all part of the healing process

Sincerely,

Dr. Mike M. Poulin, D.C    




 
I have read and understand the above consent form and understand the risks of the recommended treatment as the treatment and risks of treatment have also been fully verbally explained to me by my doctor. I understand and consent to the treatment being delivered by Dr. Poulin, nonetheless, give my consent for Poulin Chiropractic, to provide the recommended chiropractic therapy. No guarantee or assurance of results has been made. Also I certify that I am of sound mind and judgment in order to sign this consent.

Date ____/____/____   
Patient Signature ______________________________________





Witness Signature _____________________________________
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