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Patient Authorization for Open Adjusting

Environmental and contact regarding

Chiropractic care, Related Health Services

And/or related Health Products
It is our desire for our staff to use your name, address, email and/or telephone number for the purpose of contacting you to advise you about health related meetings, workshops, and products.  In addition this information may be used to remind you about scheduled appointments, re-evaluation or other appointment related issues.  

The use of this information is intended to make your experience with our office more efficient, productive and to further enhance you access to quality health care.

This office utilizes an “open-adjusting” environment for ongoing patient care.  “Open-adjusting” involves several patients being seen in the same adjusting area.  Patients are within sight of one another and some ongoing routine details of care are discussed within earshot of other patients and staff.  This environment is used for ongoing care and this is NOT the environment used for taking patient histories, or providing examinations. These procedures are completed in a private, confidential setting.  The use of this format is intended to make your experience with our office more efficient and productive as well as to enhance your access to quality health care and health information.  If you choose not to be adjusted in and open-adjusting environment we have a private room available. 

It is the desire of this office to utilize any picture or written testimonial offered for the promotion of chiropractic and our office.  We may use these in the office in testimonial books, website, as well as on open display boards for other patients and visitors to view.  From time to time we utilize these in our office advertising as well.

You understand that in using our sign in sheets other chiropractic patients may see your name.

If you choose not to authorize this use, your decision will have no adverse effect on your care from this office or on your relationship with our staff.

Your signature on the lines provided below indicates your authorization for open adjusting only.


Patient Name (please print) 


Patient Signature or Authorized representative

          Date

