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Patient Informed Consent                                            (Consent to Chiropractic Care and Adjustments)

Please initial each statement:

______________
I, the undersigned patient, understand that Dr. Ala has concentrated her chiropractic practice on the analysis and the adjustment of the Atlas Subluxation Complex Syndrome (ASCS), and utilizes the NUCCA technique for treatment.  The ASCS is a stressor to the central nervous system and displaces the patient’s center of gravity from one’s vertical axis causing spinal and body distortion.  This also affects the peripheral nerves that radiate through the body.

______________
I understand that this consent request includes, but is not limited to, permission for Dr. Ala to perform chiropractic examinations and adjustments as may be determined by her and the use of the posture analyzing instrument.  Adjustments will only be given when the stressor at the brain stem level (at the top of the spinal cord) is detected, which may not be at every office visit, even when the patient experiences symptoms or pain.

______________
I understand that the NUCCA technique utilizes a patient’s body, head, and the examination table headrest for maximum leverage so that adjustments require very little depth of pressure or force to achieve a balanced spine.

______________
I am aware and understand that the success of any treatment depends on factors beyond the control of the chiropractor, including compliance by the patient with all instructions and directions.  Each patient’s healing process is unique and although most people experience a change in symptoms after the initial adjustment, some cases require more time.

______________
I understand that Dr. Ala strongly recommends regular examinations from a Medical Doctor for overall diagnosis and care of conditions and ailments that may or may not be due to the ASCS.

______________
I understand that all x-rays taken at Complete Health Chiropractic are the property of this office and will remain here as a part of my case history.

______________
(To be initialed with the doctor) I understand the risks and possible consequences of adjustments, and the possibilities of complications have been explained to me.  I acknowledge that no guarantee or assurance has been given by anyone as to the result of the adjustments.

I have read and understand this Informed Consent form and I have had the opportunity to ask questions concerning this form and possible care.

Patient: ________________________________________________________           Date: _______________

Doctor: ________________________________________________________           Date: _______________
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