Carc For A Minor

SPine and Sport R ehabilitation
15545 West 87" Street
| enexa, KS 66219
Tel(913) 8944428 * Fax(913) 8944427

www.kcspincandsport.com

] herebg request and consent to the PerFormances of clﬁiropractic acﬁustments and other
chiropractic Procedures, inclucling various modes of Physica] therapg and cliagnostic x-rays, on me (or
on the Patient named below, for whom ] am Iega!lg resPonsibIe> bg the doctor of chiropractic names
above and/or otherlicensed doctors of cl‘airoPractic who now or in the future work at the clinic. ] have
had an oPPortunitg to discuss with the doctor of chiroprac’cic named above and/or with other office
or clinic Personnei the nature and purpose of cl’airopractic adjustments and other Proceclures‘ ]
understand that results are not guaranteed. | understand and am informed that, as in the Practice of
medicine, in the Practicc of chiroPractic there are some risks to treatment, including but not limited to
fractures, disc injuries, strokes, dislocation and sPrains‘ | do not expect the doctor to be able to
anticipate and cxplain all risks and complications} and | wish to relﬂ upon the doctor to exercise
Juc!gment during the course of the Proceclure which the doctor feels at the time, based upon the facts
then known to him or l’zer, is my best interest. ] have read, or have had read to me the above consent. l
have also had the oPPortunitH to ask ques’cions about its content, and 133 signing below | agree to the
above named Proceclures. ] intend this consent form to cover the entire course of treatment for my

present condition and for any future condition(s) for which | seek treatment.

Patient’s Name: DOB

Patient/(Guardian Signaturc: Date:

Ryan Schell, D.C. Tyler Schel, D.C.


http://www.healingartscenterlenexa.com/

