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2 months to 2 years
GROWTH AND DEVELOPMENT
Yes No
D E:] Can your child sit unsupported? At what age did your child start to sit-up? mths
Yes No
D D Is your child cravding yet? At what age did your chifd start crawling? mihs
Yes No .
D I:l Is your child walking yet? At what age did your child start to walk? miths
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HEALTH HISTORY
Yes MNo
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Yes No
D D Is your child presently receiving any medications ?
Yes No
D D Has your child gver been to a hospital or emergancy room for evaluation or treatment? -
Yes No
E] D Has your child recently hean vaccinated?
Yag No
D D Do you have any other concerns about your child's heatth?
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RESULTS CHIROPRACTIC
A Family Wellness Center

John 8, Urban X1 D.C.

Minor Consent Form

. 7 has my permission to be
treated withount parental presence.

Sigpature (Parent or Guardian) Date

Witness Date



- Results Chiropractic Inc.
A Family Wellness Center
Terms of Acceptance/Informed Ceonsent

When we accept you as a patient into our practice, it is important that
you wnderstand the objectives of our care.

Chiropractors provide a unique servics that other healthcare providers do not offer: the
location and correction of vertebral subluxations (spinal nerve stress in your body.)

A vertebral subluxation is a misalignment or distortion of your spinal column or related
structures that can affect your brain, mervous system and overalt body function.
Subluxations can cause dis-ease or loss of proper body function. ‘

Chiropractors spend years studying how to locate and eorrect this destructive condition,
first by analyzing your body structure (especially your spine) using various methods.
Second, we correct or adjust your subluxations by using specialized techniques (spinal
adjustment) When your spine and nervous system are free from the deep stress of
vertebral subluxations you function more efficiently and your natural bealing ability, your
inner healer, will better commimicate through your body.

We do not medically diagnose or treat any disease, symptom or condition. No matter
what condition(s) you may have been diagnosed with and no matter what symptoms(s)
your body is expressing, you always need a body free from subluxations. '

If, during the course of our chiropractic spinal examination, we encounter unusual
findings, we will let you know of them. You may then decide whether you wish to
investigate further and discuss your healthcare options with other healthcare
professionals. We will cooperate with you and with them in your goals.

To summarize: the purpose of chiropractic care is not to treat the diseases or conditions,
not to suppress symptoms, nor to perform surgery, but rather to make your body.function
better by removing spinal nerve stress (subluxations). Therefore we don not prescribe
surgery or medications. If you wish to decrease or stop medications you should discuss

that with your MD.

Our objective is to eliminate a major interference to the expression of your
physical/emotional health and healing-vertebral subluxations — so that your natural
healing ability and your inner healer may function without this severe form of stress.

Date

Signature



RESULTS CHIROPRACTIC INC,
A Family Wellness Center

Terms of Acceptance/Informed Consent

When we accept you as a patient into our practice, it is important that you understand the objectives of our care:

Chiropraciors provide an unique service that other healthcare providers do not offer: the location and correction of vertebral subluxations
(spinel nerve stress in your body). A vertebral subluxation is a misalignment or distortion of your spinal column or related structures that can
atfect your brain, nervous system and overall body function, Subluxations can cause disease or losa of proper body function,

Chiropractors spend years studying how to locate and correct this destructive condition, first by analyzing your body structure (especially
your spine) using various methods, Second, we correct or adjust your subluxations by using specialized techniques (spinal adjustment).
When your spine and nervous system are free from the deep stress of vertebral subluxations you function mote efficiently and your natural
healing ability, your inner healer, will better communicate through your body.

We do not medjcally diagnose or treat any disease, symptom or condition. No matter what condition(s) you may have been diagnosed with
and no matter what symptom(s) your body is expressing, you always need a body free from subluxations.

1f, during the course of our chiropractic spinal examination, we encounter unusual findings, we will let you know of them. You may then
decide whether you wish to investigate further and discuss your healthoare options with other healtheare professionals, We will cooperate

with you and with them in your goals.

To summarize: the purpose of chiropractic care is not fo treat the diseases or conditions, not to suppress symptoms, nor to perform surgery,
but rather to make your body function better by removing spinal nerve stress (subluxations), Therefore, we do not prescribe surgery or
medications. If you wish ¢o decrease or stop medications you shonld discuss that with your medical doctor.

Our objective is to eliminate a mafor Interference to the expression of your physicallemotional health and healing vertebral subluxations so
that your natural healing ability and your inner healer may function without this severe form of stress.

We invite you to discuss with us any questions regarding our services, The best health services are based on a fifendly and mutual
understanding between the provider and patient.

Tauthorize the performance of any necessary diagnostic tests and treatments, which usually include chiropractic manipulation (CMT) for my
condition(s), Like most health care procedures, CMT carries with it some risks. Unlike other medica treatments, the serious risks associated
with CMT are extremely rate. Included are soreness or initial increased pain symptoms. More rare is dizziness, nausea or flushing,
susceptibility of fracture with conditions like osteoporosis. Herniated or bulged discs may worsen even with CMT it is Importent to notify
the doctor of changes in symptoms. Extremely rare is a risk of & certain type of stroke, although this risk is the same with primary medical
care and is associated with the nature of neck pain and headache presented by the patient.

Notice to Medicare Patient
Relative Contraindications: Do you have any of the following conditions?

D Joint Hypermobility, 0 Osteoporosis/Osteopenia, [J Benign Bone Tumors, O Bleeding Disorders, O Blood Thinners, 0 Progressive
Radiculopathy
NOTE: If you cuirently have, or have had, one of the above listed conditions, Medicare requires that we advise yon that spinel manipulation

and other forms of dynamic thrust may be contraindicated in your condition. By signing below, you consent to care and agree to inform this
office if another healthcare provider tells you that you have one of these conditions.

Absolute Contraindications of given area: Do you have any of the following conditions?

O Rheumatoid Arthritis, 0 Spinal Cancer, O Ankylosing Spondyiitis, O Ligament Laxity, O Joint Dislocation, 0 Recent/Unstable Joints,
O Unstable/Missing Dens at C2, O Spinal/Joint Infection, [ Myelopathy/Cauda Equina Syndrome, O Vertebrobasilar Insufficiency
Syndrome, O Arterial Aneurysm .

NOTE: Ifyou curtently have, or have had, one of the above listed conditions, Medicare requires that we advise you that spinal manipulation
and other forms of dynamic thrust is absolutely contraindicated in the region of the spine that Is affected. By signing below, you agree to
inform this office if another healthcare provider tells you that you have one of these conditions,

I understand the above information and guarantee this form was completed correctly to the best of my knowledge.

Signature: Date:-







