
Rock River Chiropractic & Acupuncture 

Patient Health Information Informed Consent 

 

I hereby request and consent to the performance of chiropractic procedures and/or acupuncture 

on me by Lori Nelson, D.C. in the Rock River Chiropractic & Acupuncture practice. I state that 

by signing this Consent, I acknowledge and agree as follows: 

 

1. The Practice’s Privacy Notice has been provided to me prior to my signing this Consent.  The 

Privacy Notice includes a complete description of the uses and/or disclosures of my protected 

health information (“PHI”) necessary for the Practice to provide treatment to me, and also 

necessary for the Practice to obtain payment for that treatment and to carry out is health care 

operations. The Practice explained to me that the Privacy Notice will be available to me in 

the future at my request. The Practice has further explained my right to obtain a copy of the 

Privacy Notice prior to signing this Consent, and has encouraged me to read the Privacy 

Notice carefully prior to my signing this Consent.  

 

2. The Practice may use and/or disclose my PHI (which includes information about my health 

or condition and the treatment provided to me) in order for the Practice to treat me and obtain 

payment for that treatment, and as necessary for the Practice to conduct its specific health 

care operations. 

 

3. I understand that I have the right to revoke this Consent, in writing, at any time for all future 

transactions, with the understanding that any such revocation shall not apply to the extent 

that the Practice has already taken action in reliance on this consent. 

 

4. I have also been advised that although the incidence of complications associated with 

chiropractic care services is very low, anyone undergoing adjusting or manipulative 

procedures should know of possible complications which have been alleged.  These include 

but are not limited to fractures, disk injuries, strokes, dislocations, sprains, and those which 

relate to physical aberrations unknown or reasonably undetectable by the doctor. 

 

5. I understand that if I do not sign this Consent evidencing my consent to the uses and 

disclosures described to me above and contained in the Privacy Notice, then the Practice has 

the right to not treat me. 

 

I have read and understand the foregoing notice, and all of my questions have been 

answered to my full satisfaction in a way that I can understand. 

 

_____________________________  

Name of Individual (Printed) 

  

_____________________________ 

Signature of Legal Representative 
 

 

Date Signed ____/____/____ 

_____________________________ 

Signature of Individual 

 

_____________________________ 

Relationship 
(e.g., Attorney-In-Fact, Guardian): 

 

Witness: __________________________ 


	Rock River Informed Consent Form

