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INFORMED CONSENT FORM 
 
 
 
I hereby request and consent to the performance of chiropractic adjustment and other chiropractic 
procedures, including various modes of posture correction and diagnostic X-rays, on me (or on the patient 
named below, for whom I am legally responsible) by the doctor of chiropractic named above and/or other 
licensed doctors of chiropractic who now or in the future work at the clinic or office listed above or any 
other office or clinic. 
 
I have had an opportunity to discuss with the doctor or chiropractic named above and/or with the 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, strokes, dislocations and 
sprains. 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 judgement 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. 
 
 
 
Patient Signature: ___________________________________________ Date: ___________________ 
 
 
Witness Signature: ___________________________________________ Date: __________________ 
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ASSUMPTION OF RISK, 
 RESPONSIBILITY AND LIABILITY WAIVER 

 
 
 

I agree as follows:  
 
 
Assumption of Risks: 
I understand that during chiropractic visit (s) at Abundant Life Chiropractic and Dr. Eric L. Harter, Inc., I 
will be in unfamiliar surroundings and will be exposed to risks to my person and possessions. 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, strokes, dislocations and 
sprains. 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 judgement 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. Accordingly, I 
understand that despite its efforts, Abundant Life Chiropractic and Dr. Eric L. Harter, Inc. may not be able 
to ensure my complete safety at all times from such risks. 
 
 
Assumption of Responsibility: 
I understand that it is my responsibility for payment at the end of service and no insurance will be billed. 
 
 
Liability Waiver:  
I release and hold harmless Abundant Life Chiropractic and Dr. Eric L. Harter, Inc., their employees from 
any and all liability for any loss, damage, injury or expense that I may suffer as a result of my chiropractic 
visit (s) including, but not limited to, accidents, scheduling, sickness, government restrictions or 
regulations, any and all expenses which I may occur while participating in the chiropractic visit (s). 
In the event one or more of the provisions of this waiver is deemed to be invalid, illegal or unenforceable 
in any respect under applicable law; the validity, legality and enforceability of the remaining provisions 
hereof shall not in any way be impaired thereby. 
This waiver is effective while I am a patient and participating in the chiropractic visit (s). I understand that 
this agreement cannot be modified or interpreted except in writing by Abundant Life Chiropractic and Dr. 
Eric L. Harter, Inc. and no oral modification or interpretation shall be valid. 
 
 
I have read this document carefully and acknowledge my responsibility and the effect of this 
liability waiver. 
 

 

 

Patient Signature: ___________________________________________ Date: ___________________ 

 



THIS NOTICE DESCRIBES HOW OUR OFFICE MAY USE AND DISCLOSE YOUR PERSONAL INFORMATION AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION 

In the course of your care as a patient at our office, we may' use or disclose personal and health related information about you in the following 
ways: 

"Your protected health information, including your clinical records, may be disclosed to another health care provider or hospital if it is
necessary to refer you for further diagnosis, assessment, or treatment.”

"Your health care records, as well as your billing records', may be disclosed to another party, such as an insurance carrier, and HMO, a
PPO, or your employer, if they are or may be responsible for the payment or services provided to you. ”

"You have a right to request restriction on our use of your protected health information for treatment, payment, and operations 
purposes. Such requests are not automatic and require the agreement of this office. ”

"Your name, address, telephone number, e-mail address, and health records may be used to contact you regarding appointment 
reminders, information about alternatives to your present care, or other health related information that may be of interest to you. ”

"If you are not home to receive and appointment reminder or other related information, a message may be left on you answering 
machine or with a person in your household. You have a right to confidential communications and to request restrictions relative to such 
contacts. You also have the right to be contacted by alternative means or at alternative locations.” 

We are permitted and may be required to use or disclose your health information without your authorization in these following circumstances: 

"'If we provide health care services to you in an emergency. ”
"If we are required by law to provide care to you, and we are unable to obtain your consent after attempting to do so. ”
"If there are substantial barriers to communicating with you, but in our professional judgment we believe that you intend for us to 

provide care. ”
*If we are ordered by the courts or another appropriate agency. ”

"You have a right to receive an accounting of any such disclosures made by this office. ”

Any us or disclosure of your protected health information, other than as outlined above, will only be made upon your written 
authorization. If you provide an authorization for release of information, you have the right to revoke that authorization at a later date. 

Information that we use or disclose based on this privacy notice may be subject to re-disclosure by the person to whom we provide the
information and may no longer be protected by the federal privacy rules. 

We normally provide information about your health to you in person at the time you receive chiropractic care from us. We may also 
mail and e-mail information to you regarding your health care or about the status of your account. If you would like to receive this information 
at an address other than your home or if you would like the information in a specific form, please advise us in writing as to your preferences. 

You have the right to inspect and! or copy your; health information for as long as the information remains in our files. In addition, you
have the right to request an amendment to your health information. Requests to inspect, copy or amend your health related information should 
be provided to us in writing. : 

We are required by state and federal law to maintain the privacy of your patient file and the protected health information therein. 
We are also required to provide you with this notice of our privacy practices with respect to your health information. We are further 

required by law to abide by the terms of this notice while it is in effect. 
We reserve the right to alter the terms of this privacy notice. If changes are made to our privacy notice, we will notify you in writing 

as soon as possible following the changes. Any change in our privacy notice will apply for all of your health information in our files. 
If you have a complaint regarding our privacy notice, our privacy practices, or any aspect of our privacy activities, you should direct 

your complaint to Dr. Eric Harter. 
If you would like further information about our: privacy policies and practices, please contact Dr. Eric Harter. You also have the right 

to lodge a complaint with the Secretary of the Department of Health and Human Services. If you choose to lodge a complaint with this office or
with the Secretary, you care will continue and you will not be disadvantaged by this office or our staff in any manner whatsoever. Effective as 
of 04/15/03. 

This notice and any alterations of amendments made hereto will expire seven years after the date upon which the record was created. 

____________________________________________________________________________________________________________
Name (printed)                                                                  Signature;                                                                         Date 

If you are a minor, or if you are being represented by another party: 

____________________________________________________________________________________________________________
Personal Representative Name {print}                            Signature                                                                           Date 


