Information Release Form
Name: _____________________________________

Date: _______________

Contact Preferences
By signing below I give permission to Whole Health Chiropractic to leave messages regarding
my appointments, nutrition, or other health information via the following methods unless
otherwise specified (strike through any methods you wish to not receive).
o Voice Message on Home Number / Cell Number / Business Number
o Text Message to provided number
o Email Message to provided email address
o Demand Force – email/text appointment reminders, newsletters, birthday wishes, etc.
o Contact settings can be changed by following the instructions in an email or text.
Sign: _________________________________________ Date: _________________

Digital Contact Release
I understand that Whole Health Chiropractic seeks to be available for questions and further
clarification that may be required through email, texting, Facebook messages, or other digital
outlets. I also understand that many of these forms may not be compliant with HIPAA (health
information portability and accountability act) privacy standards for medical information. By
signing I agree to allow Whole Health Chiropractic staff and doctors to discuss my health
information with me via these non-secure forms. Nothing will be intentionally made public.
Sign: _________________________________________ Date: _________________
*By refusing signature, you are declining contact through these forms and all health
information questions must be addressed by appointment or phone call.

Testimonial Release
Whole Health Chiropractic enjoys using testimonials to aid in patient awareness and education.
I understand that by becoming a patient, my story may be told in written or oral form including
online media. I understand that I have the right to determine the level of information revealed
that connects me to the testimony personally including my name, initials, location, etc.
I am aware that I can request the removal of my identifying information at any time.
By signing below I give Whole Health Chiropractic the authority to use my:
(Please select all that apply)
o My initials
o My name
o Nothing (pseudonym)
o Picture (if provided)
Sign: _________________________________________ Date: _________________

Informed Consent to Chiropractic and Associated Care
SERVICES
–Chiropractic & Manual Therapy: Chiropractic treatment will involve the doctor using their hands or an instrument to
move your joints in order to impact the nervous system, which regulates the entire body. This may or may not result
in a harmless “pop” sound, depending on the various techniques used. Manual therapies, such as myofascial
reconfiguration and trigger point release, will involve the use of hands or tools to break up adhesions and impact the
nervous system. Risks: The risks of Chiropractic and manual therapies include mild skin irritation, soreness or bruising.
Extremely rare risks can include fracture, strain, sprain, stroke, or possible injury to intervertebral discs, nerves, the
spinal cord or arteries in the neck. These risks are diminished by performing a thorough history, risk assessment, and
examination.
–Acupuncture & Meridian Therapy: Acupuncture involves the use of needles to stimulate points on the body known
to produce certain effects. Meridian therapy is the study of the energy systems in the body as it pertains to
Traditional Chinese and other Eastern medicine practices, which includes acupressure, auriculotherapy, and some use
of traditional herbal principles. Risks: The risks of Acupuncture therapy include bruising, numbness or tingling near
needle sites for a few days, dizziness or fainting. Rare risks include organ puncture or infection. These risks are
diminished by using sterile, disposable needles and practicing in a clean and safe environment.
–Functional Nutrition & Supplementation: Nutritional evaluation may include history, signs and symptoms analysis,
laboratory testing (serum, skin, hair, urine, stool, saliva, etc), muscle testing, and bio-resonance testing.
Recommendations may include lifestyle modification, dietary changes, and supplement suggestions. Risks: The risks
of dietary and certain supplemental care may result in diarrhea, constipation, nausea, gas, headache, rashes or
allergic response, toxicities, and deficiencies. These are diminished by taking ownership of the foods eaten and
supplements taken, following general recommendations, and informing my medical and other doctors of any
nutritional supplements or dietary changes. A full history, including medications, family and social history, is taken.
–Bio-resonance Testing: Bio-resonance testing is a form of bio-feedback that allows deeper analysis of the human
body. It is not licensed by the FDA to diagnose or treat any condition and is not employed by most practitioners in this
way. All decisions are ultimately made based on clinical and laboratory information regarding therapies or nutritional
recommendations.
Alternatives: Alternatives to Chiropractic and these associated methods include medical care (including medications
and/or surgical procedures), massage therapy, physical therapy, over-the-counter medication, and other self-care.
Risks of Non-Treatment: Delay of treatment may allow for progression of the current condition or reduction in
healing with greater likelihood of formation of chronic pain or lifestyle limitations.
CONSENT TO TREATMENT
I hereby desire and request care via the methods above from Whole Health Chiropractic for myself or the patient,
named below, for whom I am legally responsible. I have been informed of the risks, benefits and alternatives to
Chiropractic, manual therapy, acupuncture, nutritional and herbal modification, and biofeedback testing. I am aware
it is my sole responsibility to inform my physician to the best of my knowledge any health history or risk information
so that my care plan may be adjusted accordingly. I also accept responsibility for seeking appropriate care for any
conditions that arise before or after beginning care, including but not limited to pregnancy, diabetes, and any
communicable diseases.
I understand that my doctor at Whole Health Chiropractic cannot make any promises or guarantees regarding a cure
or improvement of my condition. I understand they will share their professional opinion regarding potential results
from Chiropractic care and will discuss treatment options with me, but it is my responsibility to remain informed and
in charge of the direction of my care.
I have been given the opportunity to ask pertinent questions regarding the above information. I understand that I am
responsible for payment at time of service. My signature signifies that I have read this document and understand its
purpose. I release Whole Health Chiropractic and its employed or affiliated practitioners from any liability.

Patient Name (print):

Legal Guardian (required to sign if patient under 18):

____________________________________________
Sign:
Date:

____________________________________________
Witness:
Date:

__________________________________ __________ __________________________________ __________

