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: I GIVE MY CONSENT FOR THE CHIROPRACTOR TO TREAT THE FOLLOWING, AND TO USE
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THE FOLLOWING TECHNIQUES:-
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ACUPUNCTURE [JDATE. ..o SIGNED... DATE SIGNED......ccoosemeerrrreennea. i
NECK [] DATE.cooen.e. SIGNED... DATE SIGNED....ooeoorereeerreeeend L
THORACIC AREA ] DATE......... SIGNED... DATE SIGNED.......ooooocere...
(MID BACK) ;

LUMBAR AREA [] PATE....cco... SIGNED... DATE SIGNED......oomeerrrrreereme. L
(LOW BACK)

LEFT AND / OR RIGHT UPPER LIMB [ ] DATE............. SIGNED... DATE SIGNED.......coomvrvesrresrrrne.
(ARM AND HAND) ;

LEFT AND / OR RIGHT LOWER LIMB [ ] DATE............ SIGNED... DATE SIGNED.....ccoomremcrrerrrerene. ;
(LEG AND FOOT)
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Do you experience any of the following: - Please Tick

NEURO Fits Dizziness Shaking Weakness Pins+Needles Headaches Fainting Incoordination Paralysis
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i Has any member of your family ever suffered from any of the following:- Please Tick

FAM HIST Diabetes
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Cancer Heart BP Epilepsy Nervous
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Stroke
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Arthritis
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Blood Disorder
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i HOW DO YOU RATE YOUR PAIN, ON ASCALE OF 0-10? 0=No pain & 10 = Severe pain.
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