
NORTHEAST CHIROPRACTIC 

 

Northeast Chiropractic, Dr. Thomas Morison, 187 Waterman St. Providence RI 02906   (401) 861-1300 

 

 

Informed Consent to Chiropractic Treatment 

 
The nature of chiropractic treatment:  The doctor will use his hands or a mechanical device in order to 

move your joints. You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and you 

may feel movement of the joint. Various ancillary procedures, such as cold packs, muscle therapy, 

exercises, or traction therapy may also be used. 

 

Possible Risks: As with any health care procedure, complications are possible following a chiropractic 

manipulation. Complications could include fractures of bone, muscular strain, ligament sprain, dislocation 

of a joint, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could 

occur upon severe injury to arteries of the neck. A minority of patients may notice stiffness or soreness after 

the first few days of treatment. 

 

Probability of risks occurring: The risk of complications due to chiropractic treatment have been 

described as “rare”, about as often as complications from ingesting a single aspirin tablet. The risk of 

cerebrovascular injury or stroke has been estimated at one in one million to one in twenty million. 

 

Other treatment options which you might have considered could 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, 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.  There is also a real 

probability of poor outcome. 

 

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 possible that delay of treatment will complicate the condition and make future rehabilitation more 

difficult. 

 

Agreement: 

I have read the explanation above of chiropractic treatment. I have had the opportunity to have any 

questions answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing 

treatment. I have freely decided to undergo the recommended treatment and herby give my full 

consent to treatment. 

 

Printed Name:_______________________ Signature:_________________________ Date:_________ 

 

WITNESS: (required) 

 
Dr Thomas Morison, DC Signature:_________________________ Date:_________ 
 
 



NORTHEAST CHIROPRACTIC 

 

Northeast Chiropractic, Dr. Thomas Morison, 187 Waterman St. Providence RI 02906   (401) 861-1300 

 

HIPAA PRIVACY NOTICE 
 
THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. In the 
course of your care as a patient at Northeast Chiropractic 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, an 
HMO, a PPO, or your employer, if they are or may responsible for the payment of services provided to you. *Your name, 
address, phone number, and your health care 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. You 
have a right to request restrictions 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 an appointment reminder or other related information, a message may be left on your 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 use 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 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. We are required by state and federal law to maintain the privacy of your patient 
file and the health 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 or amend 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: If you would like further information about our privacy 
policies and practices please contact: 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 your care will 
continue and you will not be disadvantaged by this office or our staff in any manner whatsoever.  
 
This office utilizes an “open-adjusting” environment for ongoing patient care. “Open adjusting” involves several patients 
being seen in the same adjusting room at the same time. Patients are within sight of one another and some ongoing 
routine details of care are discussed within earshot of other patients and staff. This environment is used for ongoing care 
and this is NOT the environment used for taking patient histories, providing examinations or presenting reports of findings. 
These procedures are completed in a private, confidential setting. The use of this format is intended to make your 
experience with our office more efficient and productive as well as to enhance your access to quality health care and 
health information. If you choose not to be adjusted in an open-adjusting environment other arrangements will be made for 
you.  
 
This notice is effective as of Dec. 1

st
 2006. This notice, and any alterations or amendments made hereto will expire seven 

years after the date upon which the record was created. My signature acknowledges that I have received a copy of this 
notice.  
 
 
 
_________________________________       ______________________________                             ________  
Name (Printed please)                                     Signature                                                                          Date        
 
If you are a minor , or if you are being represented by another party 
 
_________________________________       _______________________________                             ________ 
Personal Representative     Printed                   Personal Representative Signature                                   Date  
 
_____________________________________________________________________________ 
Description of the authority to act on behalf of the patient.  

 


