
CHIROPRACTIC INFORMED CONSENT TO TREAT

I give my consent to be treated by Dr. Gary Saito, DC. I understand that all chiropractic
procedures will be performed according to the prevailing standard of practice, including spinal
manipulative treatment, orthopedic and neurologic testing, functionality testing, various modes
of physical therapy and electrical modalities, other supportive procedures, and diet, nutrition,
and exercise counseling when necessary.

I understand that, as with all healthcare practices, results are not guaranteed and there could be
some risks of treatment. Although incidences of fracture, stroke, disc injuries, dislocations,
sprains, and other problems are rare, they may occur and I will inform my doctor of any adverse
reactions to treatments. I rely on my doctor to exercise good judgement during the course of
treatment which he feels at the time, based on the facts then known, is in my best interest.

I am aware that there are other options for treatment of my condition such as

 Traditional medical care
 Drug medications (muscle relaxers, pain medication, anti-inflammatory drugs, etc.)
 Self-administered over-the-counter analgesics (aspirin, Tylenol, Advil, etc.)
 Hospital care
 Surgery, steroid injections, and bracing
 Specialty care (orthopedics, neurology, physical therapy, etc.)

My doctor and I will have open discussions about my condition and his recommended course of
treatment. I am free to ask questions about the procedures used and their possible benefits. I
have a responsibility to give my doctor sufficient information to arrive at a reasonable diagnosis
and plan of treatment.

I further understand that delay in seeking care or not following my doctor’s recommendations
and instructions could result in less than desired outcomes, because a condition left untreated
can become complicated or chronic. I have a right to a second opinion at any time during
treatment.

I have read and understand this informed consent and agree to be treated according to my
doctor’s recommendations.

Patient Name _____________________________________

Patient Signature ___________________________________ Date ________________

____________________________________________________
Signature of parent or guardian (if a minor)


