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Informed Consent  
 
By signing this Informed Consent below, I acknowledge that I have been advised that as is the case in any                    
medical procedure, in the performance of treatment associated with spinal manual therapy techniques             
used by chiropractors, such as joint adjustment, manipulation or mobilisation, there are or may be some                
risks associated with such treatment, including, but not limited to, sprains, fractures, strokes, disk injuries               
and dislocation. 
 
I further acknowledge that when my individual case has been evaluated I will be provided with an                 
explanation of care and a suggested treatment plan, including a referral for consultation and/or further               
evaluation if deemed necessary. In connection with such evaluation, I represent that I am aware that full                 
disclosure of all previous diagnoses of my medical conditions is essential to the ability of the chiropractor                 
to evaluate my case and provide a recommended treatment plan and I agree to fully disclose the same,                  
including any suspected diagnosis of a bone weakening disease or condition so that my treatment plan                
can tailored in my best interests to minimize risk based on the facts that are known.  
 
I hereby give my consent to Dr. Kevin Vieser (or any provider working under his supervision) to perform                  
any recommended chiropractic/therapeutic procedures on me as a patient (or on the patient named below,               
for whom I am legally responsible) of the practice known as Dr. Kevin Vieser LLC, including without                 
limitation, joint adjustment or manipulation, or mobilisation to the joints of my spine (neck and back),                
pelvis and extremities (shoulder, upper limbs and lower limbs). I have discussed with my doctor the                
nature of chiropractic treatment in general, my recommended course of treatment in particular, its benefits               
and risks, and to ask any questions with respect thereto or with respect to this consent.  

I understand that I am expected to be an active participant in my care. My chiropractor’s recommended                 
exercises, stretches, ice/heat applications, life style changes, or other active processes must be followed to               
ensure optimum progress. Adherence to my program will be documented, and will be part of my medical                 
record for the duration of my time as a patient at Dr. Kevin E. Vieser, LLC. I further understand that the                     
practice of chiropractic, like the practice of all medical healing arts, is not an exact science, and I                  
acknowledge that no guarantee can be given as to the results or outcome of my care. 

 
 
 
 
This consent applies to all my present and future treatments at Dr. Kevin E. Vieser, LLC. 
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Patient Name         _____________________________________ 
 
Patient Signature   _____________________________________      Date:____________  
 
TO BE COMPLETED BY PATIENT’S REPRESENTATIVE IF PATIENT IS A MINOR OR 
LEGALLY OR PHYSICALLY INCAPABLE:  
 
Patient Name                         _____________________________ 
 
Legal Guardian Name           _____________________________     (Please Print) 
 
Legal Guardian Signature     _____________________________      Date:_____________ 
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