Dr. Roland Evans - Dr. Rhys Evans
122 West Mission Street
   Strawberry Point, IA 52076
               Phone/Fax: 563-933-2004

“A Family Tradition of Natural Healthcare”

    Informed Consent
I hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures, including various modes of physical therapy, on me (or on the patient named
below, for whom I am legally responsible) by the doctor of chiropractic in this office.
I have had an opportunity to discuss with the doctor of chiropractic named below and/or with
other office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures. I
understand that results are not guaranteed.
I understand and am informed that, as in the practice of medicine, in the practice of chiropractic
there are some risks to treatment, including but not limited to fractures, disc injuries, dislocations and
sprains. Rare complication include, but are not limited to stroke.  The most common complication
following chiropractic adjustments is an ache or stiffness. I do not expect the doctor to be able to
anticipate and explain all risks and complications, and I wish to rely upon the doctor to exercise judgment
during the course of the procedure which the doctor feels at the time, based upon the facts then known to
him or her, is in my best interest.
I have read, or have had read to me, the above consent. I have also had an opportunity to ask
questions about its content, and by signing below I agree to the above-named procedures. I intend this
consent form to cover the entire course of treatment for my present condition and for any future
condition(s) for which I seek treatment.
To set clear expectations, improve communications and help you get the best results in the
shortest amount of time, please read and initial your agreement.
(Initials)_____I grant permission to be called to confirm or reschedule an appointment and to be sent

occasional cards, letters, emails or health information to me as an extension of my care in this office.
(Initials)_____To the best of my ability, the information I have supplied is complete and truthful.  I have not

misrepresented the presence, severity or cause of my health concern.

Patient Printed Name:__________________________________________
Patient Signature_____________________________________
     (parent or guardian if patient is a minor)

  Date: ____________________

