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informed consent to chiropractic care

Changes in the law now require all practitioners who adjust the spine to warn clients of material risks.
Chiropractic care is recognised as being an effective and safe method of care for many condifions.
However, you must recognise that there are risks associated with all health care procedures including
assessment and freatment, which you should be informed about.

In extremely rare circumstances, chiropractic care of the neck may damage blood vessels and give rise
to stroke or stroke-like symptoms (current statistics less than 1 in 2 million to 1 in 5.85 million-Halderman, et
al. Spine vol 24-8 1999). Other very slight risks including strain/injury to a ligament or disc in the neck (less
than 1in 139,000) or the low back (1 in 62,000-Dvorak study in Principles Practice of Chiropractic,
Haldeman. 2nd Ed.). For some clients with bone weakening diseases, a fracture of a bone although rare is
possible.

Chiropractic adjustments of the spine are internationally recognised as being far safer in dealing with
neck and low back pain than medication and many other alternatives (A Risk Assessment of Cervical
Manipulation, JMPT, 1994. Manga Report, Ontario Ministry of Health, 1993).

I have been given the opportunity to discuss the proposed care and the above information with the
Chiropractor and ask questions and give my consent to chiropractic care. | hereby acknowledge my
consent to the performance of the proposed chiropractic care by any chiropractor working in this clinic.
In understand | can withdraw consent at any time.

| acknowledge that | am aware of and understand the potential risks which include but are not limited to
muscle and joint soreness or strains, nausea and dizziness, fracture, disc injuries including disc
encroachments/ruptures causing nerve irritation and referred symptoms, stokes or like episodes and
exacerbation and/or aggravation of my underlying condition. Such risks may result in outcomes such as
referral, further tests, surgery, incapacity and the like. | appreciate that results are not guaranteed. | do
not expect the practitioner to be able to anticipate all potential risks and complications associated with
the proposed care.

Client’s signature Chiropractor’s signature

Child’s name (print please) Date

Consent for use and disclosure of personal health information

We collect information (which may include photographs/video) from you so we can assess, diagnose
and manage your health properly and be proactive in your care. We use the information in the following
ways:

Administration purposes and billing in compliance with Health Insurance, Medicare and DVA as and if
required. Disclosure to others involved in your health care, including Doctors/Allied Health Professionals
outside this practice whom may be involved in treating you. Disclosure to other Doctors in the practice,
locums and students efc. attached to the practice for the purpose of client care and teaching. For
research and quality assurance activities (this does not identify you in any way) to improve individual,
community health care and practice management. Disclosure to others for medical defence or legal
purposes, if necessary.

| have read the above and understand why information collection is necessary. | am aware that is
Practice has a privacy policy on handing client information.

Signature:

Child's Name: Date:




Chiropractic
Current Health Condition:
Present Complaint (be brief, reason for your visit today):

Major:

Other reason:

Symptoms are: O getting better O getting worse O staying the same

Is the condition getting progressively worse?

Please tick (V') other symptoms:

[] headache O pins & needles - arms [ ears ring O hay fever

O neck pain O pins & needles - legs O fever O reflux/colic

O fatigue [ diarrhoea O fainting O fatigue

[ back pain O constipation [ loss of smell [ ear infections

[ nervousness [ stomach upsets [ joss of taste O hay fever

[ tension [ shortness of breath [ loss of balance [ sinus

O irritability O learning difficulties O poor co-ordination[] breastfeeding issues
L] anxiety L] ADD/ADHD ] hands/feet cold ] bottle fed

O growing pains O Autism spectrum disorder [ flushed face [ breast fed

L] stiff neck L] frequent colds/flu ] asthma [ combination fed

O sleeping problems

Allergies, conditions or problems not listed

Have you been under drug/medical care/antibiotic history? Clno O ves
What medications are you taking?

Have you had surgery/major accidents: what and when?

Other issues not already covered




TONGUE & LIP TIE - History

Poor/Shallow Latch

Sliding off nipple after latching
Gumming/chewing

Clicking when feeding

Gags easily

Reflux symptoms

Vomiting

Colic symptoms/excess gas
Extended nursing

Falling asleep while nursing
Short sleep episodes

Green faeces

Pulls body off breast during feed
Challenges with solid foods
Dribbles/messy eater

Congested breathing/snoring
Poor weight gain

History tonsils/adenoids/grommet
Bruised/Bleeding/Cracked/Creased Nipples
Pain during latching/feeding

Use of nipple shield
Poor/incomplete breast drainage
Infected nipples/Mastitis

Low milk supply
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Yes
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No
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