












Informed Consent to Treatment  

The nature of  treatment: The doctor(DC) will use his/her hands, mechanical device, or gentle non-force techniques in order to 
perform spinal and extremity manipulations & treatment that involves moving your joints, muscles, and other soft tissues. You 
may feel & hear an audible “click” or “pop”, such as the noise when a knuckle is “cracked”, and you may feel movement of the 
joint. This mechanism is known as tribonucleation and is a very safe treatment. Bones are not popping or cracking during an 
adjustment. Various ancillary procedures, such as hot or cold packs, mechanical traction, cold laser electric muscle stimulation, 
therapeutic ultrasound or dry manual therapy, or therapeutic exercises may also be used. 
Possible Risks: As with any health care procedure, complications are possible, although very rare, following a spinal 
manipulation. Complications could include muscle soreness, fractures of bone, muscular strain, ligamentous sprain, dislocations 
of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke is extremely rare, but could 
occur upon treatment just as with other professional treatments. Severe injuries to arteries of the neck are possible, but 
exceedingly rare. A minority of patients may notice stiffness or soreness after the first few days of treatment. The ancillary 
procedures could produce skin irritation, burns or minor complications. These should dissipate within those few days. 
Probability of risks occurring: The risks of complications due to  treatment have been described as “rare”, about as often as 
complications are seen from the taking of a single aspirin tablet. The risk of cerebrovascular injury or stroke, has been 
estimated at one in one million to one in twenty million, and can be even further reduced by screening procedures. The 
probability of adverse reaction due to ancillary procedures is also considered “rare”. 
Other treatment options, which could be considered, may include the following: Over-the-counter analgesics. The risks of 
these medications include irritation to stomach, liver and kidneys, and other side effects in a significant number of cases. 
Medical care, typically anti-inflammatory drugs, steroid injections, tranquilizers, and analgesics. Risks of these drugs include a 
multitude of undesirable side effects and patient dependence in a significant number of cases. Hospitalization in conjunction 
with medical care adds risk of exposure to virulent communicable disease in a significant number of cases. Surgery in 
conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an extended convalescent period in a 
significant number of cases. 
Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes. 
These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is quite probable that delay of treatment 
will complicate the condition and make future rehabilitation longer and more difficult.  

I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to 
exercise proper judgment during the course of the procedure(s) by which the doctor feels at that time, based on the facts then 
known, are in my best interest. I understand that results are not guaranteed. 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. I have read the explanation above of chiropractic treatment and the associated risks. I 
have fully evaluated the risks and benefits of undergoing treatment. I hereby consent to the performance of conservative non-
surgical treatment including but not limited to spinal manipulations, physical examination, physical therapy, or any clinic 
services they deem necessary in my case, (or on the patient named below, for whom I am legally responsible for) by the doctor 
or intern, affiliated with Nexus Spine & Sport. I have read, or have had this read to me, the above consent. By signing below, I 
agree to the above and allow the doctor or intern, affiliated with Nexus Spine & Sport to perform such. I intend this consent 
form to cover the entire course of treatment for my present condition and for my future condition and for any future 
condition(s) for which I seek treatment. I have freely decided to undergo chiropractic care and herby give my full consent to 
treatment.  

Consent to Treat a Minor (17 years & Under)  

Being the parent or legal guardian of this child, I hereby authorize this office and its doctors to examine and administer care to 
my son/daughter named __________________________________________ as the examining/treating doctor deems 
necessary.  

Patient Name 
(Print)_____________________________________________________________Date_____________________________ 
Patient/Guardian 
Signature________________________________________________________________________________________  

 



Nexus	Spine	&	Sport’s	
						Financial	Policy		

Thank	you	for	choosing	our	office	to	serve	your	needs.	Please	sign	and	date	the	bottom	of	this	form.	
Please	let	us	know	if	you	have	any	questions	before	signing	and	agreeing	to	our	policies.	 

• ü  Payment	of	your	co-pay,	co-insurance,	deductible,	and/or	full	payment	is	due	at	the	
time	of	service.	 

• ü  Your	insurance	benefits	are	an	agreement	between	you	and	your	insurance	company,	
not	between	your	insurance	company	and	our	office.	We	cannot	be	100%	certain	if	your	
insurance	covers	Chiropractic,	although	most	policies	do	provide	coverage.	As	a	courtesy	to	
you,	our	office	will	complete	any	necessary	insurance	forms	at	no	additional	charge,	and	file	
them	with	your	insurance	company.	Insurance	balances	which	are	not	paid	within	60	days	
will	become	your	responsibility	and	will	be	billed	to	you.	 

• ü  If	your	treatment	is	not	covered	by	your	insurance	company,	the	cost	for	such	charges	
will	be	your	responsibility	and	be	due	immediately.	 

• ü  Patients’	accounts	that	go	unpaid	for	45	days	or	more	will	accrue	a	20%	interest	charge	
on	the	TOTAL	account	balance.	 

• ü  Patients’	accounts	that	go	unpaid	for	90	days	or	more	may	be	sent	to	collections.	If	you	
are	sent	to	collections,	you	will	also	be	charged	a	33%	collection	fee	in	addition	to	your	
delinquent	balance.	 

• ü  If	you	agree	to	a	payment	plan	and	suspend	or	terminate	your	schedule	of	care	before	
your	payment	plan	has	been	completed,	you	are	still	responsible	for	the	ENTIRE	amount	you	
originally	agreed	to	pay.	All	payment	plans	are	NONREFUNDABLE.	 

• ü  It	is	the	policy	of	Nexus	Spine	&	Sport	to	assess	a	$45	missed	visit	fee	to	patients	who	
cancel	appointments	with	less	than	a	24-hour	notice.		One	missed	visit	will	not	result	in	the	
assessment	of	a	fee,	but	you	will	be	charged	for	any	additional	missed	visits.		This	clinic	
provides	care	for	many	individuals	and	missed	visits	result	in	time	lost	that	could	have	been	
used	to	provide	care	for	others.		 

By	signing	below,	I	certify	that	I	have	read,	understood,	and	accepted	ALL	the	above	policies	 

___________________________________________________________	__________________________________	 

Signature	of	patient/legal	guardian																																																						Date	 

 


