
 

 

INFORMED CONSENT FOR CHIROPRACTIC CARE 
 

 As a patient coming to The Pain Relief Center I give Doctor Stephen Dohoney, and 
his staff authority to treat me in accordance with chiropractic tests, diagnosis, and analysis. 
The chiropractic adjustments and other clinical procedures are, in most cases beneficial and 
rarely cause problems or injury. In these rare cases problem or injury is due to underlying 
physical defects, deformities, illnesses and/or pathologies. As a patient I understand it is my 
responsibility to make such conditions, which would not otherwise be discovered or obvious, 
known to Dr. Dohoney before treatment. I am aware that Dr. Dohoney is a licensed 
chiropractor and any risk involved, regarding treatment will be explained to me upon my 
request. I understand that by being accepted as a patient I am authorizing The Pain Relief 
Center to proceed with any treatment that may be necessary. 
 
 I have read and understood the Informed Consent for Chiropractic Care. 
 
_____________________________________                              __________________ 
Patient signature                                                                                           Date 
 
 

CONSENT TO TREAT A MINOR 
 

As a parent/guardian of ____________________ (name of patient) I have read and 
understood the above consent form and authorize Dr. Stephen Dohoney and his staff to 
examine and treat the minor in my care as they see necessary.  

 

_____________________________                                __________________ 
      Parent/Guardian Signature          Date  
     

 
Email Consent Form 

 



 

 Please sign below if you would like to receive our “Weekly Health Update” via 
email. This update is one page per week of important health facts and up-to-date 
information on common diseases and conditions. It is a helpful and interesting read to 
spice up your week! (For an example of a Weekly Health Update, ask the receptionist.) 
 
I give The Pain Relief Center and its representatives permission to communicate 
to me via the contact information below: 
 
___________________________________ 
Print Name 
 
___________________________________ 
Signature of Patient 
 
___________________________________ 
Email Address 


