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	date
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INFORMED CONSENT

I have received information about my condition and proposed chiropractic treatment program as well as alternative courses of care, the benefits, risks, and the side effects of the treatment and the consequences of not having the proposed treatment.

I understand and am informed that, as in all health care, in the practice of chiropractic there are some rare risks to treatment, including but not limited to, muscle strains and sprains, fractures, dislocations, disc injuries, and stroke.
My clinician and/or intern have responded to all of my requests for information about the proposed treatment.  I have read, or have had read to me, the above consent. I have also had the opportunity to ask question about its content. By signing below I consent to the chiropractic treatment.
Signature of Chiropractor: Wm Morgan/T. Kearney

                        _________________________________________________   Date_________________

Signature of patient or guardian of minor patient:

                        _________________________________________________   Date_________________
Signature of Witness

                        _________________________________________________   Date_________________

Consent for Email Correspondence

Some NNMC Chiropractic staff members choose to correspond with patients through email if the patient agrees to email communication.  You do not have to sign this section if you do not want to correspond with the NNMC staff members through email. Signing this section does not guarantee you that NNMC providers will contact you via email.

By signing the Consent for Email Correspondence, I grant my consent for NNMC to use email as a form of communication between NNMC and Myself. If an email has not been answered, I understand that it is my option to make an appointment with the health care provider.  I understand that NNMC may stop email communication at any time for any reason. I also understand that I cannot rely on email for my care and under no circumstances should I rely on email in an emergency.

NNMC Chiropractic Department providers may send personal health information to my email address, 
which is:
_______________________________________________________________________________________________
Signature of patient:_______________________________________________Date:__________________
___________________________________________________________________________________________________________
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