Routley Chiropractic Care Center, PC
Dr. David B Routley, III
6604 Nine Mile Road			Chiropractor				(231) 972-4141
Mecosta, MI 49332					 				Fax: 972-7507


Patient Name: 							 Date of Birth: 			

Patient Privacy Notice
I hereby acknowledge that a copy of this office’s Patient Privacy Policy was made available to me to review. I understand that I have the right to obtain a paper copy of this notice should I request one and that this notice is available online at www.routleychiropractic.com. I understand and agree to allow this office to use the patient health information (PHI) for treatment, payment and healthcare operations. I understand that I may request a restriction on the use of PHI or revoke this consent, in writing, at anytime and that my request will be reviewed by this office. Any agreements to such a request will be binding with this office.

Patient signature: 								 Date: 				


Informed Consent for Chiropractic Care
I hereby request and consent to chiropractic treatments by Dr David Routley, DC or any future associates of this office. I intend this consent form to cover the entire course of treatment for my present condition as well as any future condition(s) for which I seek treatment. I affirm that I have stated all my known medical conditions and answered all questions honestly. I agree to keep this office updated as to any changes in my medical history and understand that there is no liability on the doctor’s part should I fail to do so.

Patient signature: 								 Date: 				


Informed Consent to Massage Therapy
I hereby request and consent to massage therapy performed by a licensed massage therapist employed by this office. I understand that the massage I receive is provided for the basic purpose of relaxation and relief from muscular tension. I understand that massage therapists are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe or treat any physical or mental illness; nothing said in the course of the sessions should be construed as such. Suggestions may be given and the client may or may not choose to follow these suggestions. I understand that I should seek medical advice from a physician, chiropractor or other qualified medical specialist. I affirm that I have stated all my known medical conditions and answered all questions honestly. I agree to keep this office updated as to any changes in my medical history and understand that there is no liability on the massage therapist’s part should I fail to do so.

Patient signature: 								 Date: 				


Consent to treatment a Minor (if applicable)
I, (full name) 						, am the parent or legal guardian of the above patient and hereby give consent to chiropractic treatment at Routley Chiropractic Care Center.

Parent or Guardian signature: 						 Date: 				
