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TERMS OF ACCEFTANCE
CHIROPRACTIC INFORMED CONSENT

For Patient: __

When a patient seeks chiropractic health care and w/e agree to provide this cae, it is
essential for both to be working toward the same objective.

Chiropractic has only one goal. It is important that each patient understand both the
objzctive and the methoc with which it vrill be obtzined. This prevents zny confusion or
disappointment.

Adjustment: An adjustment is the specific application of forces te facilitate the body’s
correction of vertebral subluxation. Our chirodractic merhod of correction is by specific
adjustment of the spine.

Health: A state of optimal physical, mental, end social well-being, not merely the
absence of disease or infirmity.

Vertebral Subluxation: A misalignment of cne or more of the 24 vertebrae in the spinal
column which causes alteration of nerve funcion and interference to the transmission of
mental impulses. This misalignment results ir a lessening of the body’s God-given,
inpate ability to express its maximum health potenzial.

We do not offer to diagnose or treat any diseases or conditior other than vertebral
subluxation; however, if during the course of a chiropractic spinal examination we
encounter non-chiropractic or unusual findings, we: will advise you. If you desire advice,
dizgnosis, or reatment for those findings, we will recommend tha: you seek the services
of another health care provider.

Regardless of what the disease is called, we co not offer to treat it. Nor do we offer
advice regarding treatment prescribed by others. Cur ONLY PRACTICE OBJECTIVE is
to eliminate a major interference to the expression of the body’s Giod-given, innate
wisdom. Our only method is specific adjusting to correct vertebra! subluxation.

Y our orthopedist, family practitiorer, or past chiropractor may have discussed with you
various modalities of pain relief: drugs, surgery, physical therapy, manipulation, ctc. We
want to make you aware of how care works in this office anc what is available today
thanks to progress in spinal health care.

Adults: Chiropractic treatment can be successful 2t any age. The longer the subluxation
has been there and the more damage that has been done, the longer it will take to correct
and stabilize, and the more often you will necd ad justments in orcer to maintain & healthy
spine and nervous system.

Kids: Children’s spines are very fragile. and improper alignroent as a child can lead to



permancnt spinal impairment as they grow. Children get quick and profounc results fora
number of conditions clearly related to subluxation; therefore, it iss best to check children
for subluxation and begin any necessary treaiment as young as possible.

Duration of Care: While pain relicf may take only a few visits, getting well takes time.
Depending on the patient’s age, subluxation severity and lifestyle, adjustment and
rehabilitative schedules for correction can range from six months to two years. Following
correction, the doctor will make a reconxmendation for retainer care and lifetime
mainterance.

As a rule, informed and cooperative patients can achieve positive Chiroprac tic results.
Thus, the fol.owing information is routinely supplied to all who consider Chiropractic
treatment. While recognizing the benefits of a healthy riervous system, you should also be
aware that, like all areas of the healing arts, response to treatment and results cannot be
guaranteed.

Family check-up: Spinal conditions arc often silent and can go unnoticed by family and
doctors for years. While we do not ask anyone to get care agains: their will, we do ask
that all families receive a spinal check-up to discover whether significant spinal health
issues exist.

Corrective care: Tremendous progzress has been raade in the rehabilitating and correction
of spinal problems. Where in the past, chronic spinal st ructural problems could not be
reversed or corrected, today they can. Your doctor will outline a cours: of teatment that
goes beyond simple pain relief and into what it will take to actually correct or optimize
the normal positicn of your spine and central nervous systera.

Wellness care: Spinal neglect is so common. It has become an epidemic in our society—
despite the fact that your spine and nervous system control all function and healing ir.
your body. Getting back to raaintenance is the ultimate goal of Chiropractic. The gold
standard for health care is to ensure the reduction of subluxation in the spine and then to
maintain this for a lifetime.



L __, have read and fully understand the above statements.
(Print name)

All questions regarding the doctor’s objectives periaining to my care in this office have

been answered to my complete satisfaction. I, therefore, accent chiropractic care on this

basis.

Signature Date
Consent to evaluate and adjust a minor child

L . being the parent or legal
guardian of , have read and fully
understand the above terms of acceptance anc hereby grant parmission for my child to
receive chiropractic care.

Signature of parent/legal guardian Date

Pregnancy Release

This is to certify that to the best of my kaowledge, I am not pregnant. The above doctor
and his/her associates heve my permission to perform an x-rey evaluation. 1have been
advised that x-ray can be hazardous to aa untorn child.

Date of last menstrual period:

Signature " Date



Lightheitss Spize and Rshab Chirenractic (omire

Policies

1. All 1* adjustment charges are payable when services are rendered.
2. X-ray film is the property of this office. Once films are wsed for treatment
purposes, they cannct be released. Copies can be made if necessary.

I understand and agree that health and accident insurance policies are an arrangeraent
between an insurance carrier znd myself. Furthermore, | understand Dr. Jeffery
LaGrec, D.C. will prepare any necessary reports and forms to assist in rnaking
collections from the: insurance company and that any amount authorized to be paid
directly 1o Lighthouse Spine and Rehab Chiropractic Centre and will be credited to
my account upon receipt. However, I clearly understand and agree that all my
services rendered me are charped directly to rae and thar] am personally responsible

for payment.

[ also understend that if ] suspend or terrainat: my care at this office, any outstanding
charges for professional services readered to e will be immediately due and
payable. I agree that I will be respoasible for all attorney and legal fees if legal action
becomes necessary to collect this armount. I authorize Lighthouse S$pine and Rehab
hiropractic Centre to obtain a credit report if decmed necessary.

Patient Signatire Date -
Guardiar. Sigoature Autborizing Care Date

In Case of Emergency Notfy_

Relationship Address

Phene #




Lighthouse Spine and Rehab
Chiropractic Centre
Dr. Jeff LaGree, D.C.
Dr. Jeff Fortes, D.C.
31922 DuPont Square South Suite D
Louisville, KY 40207
Office (502) 899-9540 Fax (£02) 899-9541

Assinmcnt of Dnsnanc: Benclits

I hensby aathorize piymeat to be mnde directly to Lighthouse: Spine aml Rehiab
Chiropractic Cemitre, of all bepufits which may be due and payable under insance
covemge for th above named jpaticast. I suthosize utilization of this application or copics
thereof fir: the parpose of proc:ssing clains and efiecting peymecisis. 1 forther
acknowicdge that this sssignoxnt of benefits dlocs not in any ‘way reliove me of Liabilily
and that I -will remsin financially responsible to Lighthouse Bypinc and Rchab Chiopractic
Cennce.
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paragraph: and is the paticnt or responsible party with the power exeute this
docunent and accept: thes: texis.

Signsdure of Witness:
Signature of Paticat or Responsible Party:




