
 

INFORMED CONSENT FOR CHIROPRACTIC CARE 
INFORMED CONSENT FOR CHIROPRACTIC CARE CHIROPRACTIC CARE, LIKE ALL FORMS OF 
HEALTH CARE WHILE OFFERING CONSIDERABLE BENEFITS MAY ALSO PROVIDE SOME LEVEL OF 
RISK. THIS LEVEL OF RISK IS MOST OFTEN VERY MINIMAL, YET IN RARE CASES, INJURY HAS 
BEEN ASSOCIATED WITH CHIROPRACTIC CARE. THE TYPES OF COMPLICATIONS THAT HAVE 
BEEN REPORTED SECONDARY TO CHIROPRACTIC CARE INCLUDE: SPRAIN/STRAIN INJURIES, 
IRRITATION OF A DISC CONDITION, AND RARELY, FRACTURES. ONE OF THE RAREST 
COMPLICATIONS ASSOCIATED WITH CHIROPRACTIC CARE OCCURRING AT A RATE BETWEEN 
ONE INSTANCE PER ONE MILLION TO ONE PER TWO MILLION CERVICAL SPINE (NECK) 
ADJUSTMENTS MAY BE A VERTEBRAL INJURY THAT COULD LEAD TO A STROKE.  
 
PRIOR TO RECEIVING CHIROPRACTIC CARE IN THIS CHIROPRACTIC OFFICE, A HEALTH HISTORY 
AND PHYSICAL EXAMINATION WILL BE COMPLETED. THESE PROCEDURES ARE PERFORMED TO 
ASSESS YOUR SPECIFIC CONDITIONS, YOUR OVERALL HEALTH AND IN PARTICULAR YOUR 
SPINAL HEALTH. THESE PROCEDURES WILL ASSIST US IN DETERMINING IF CHIROPRACTIC CARE 
IS NEEDED, OR IF ANY FURTHER EXAMINATIONS OR STUDIES ARE NEEDED. IN ADDITION, THEY 
WILL HELP US DETERMINE IF THERE IS ANY REASON TO MODIFY YOUR CARE OR PROVIDE YOU 
WITH A REFERRAL TO ANOTHER HEALTH CARE PROVIDER. ALL RELEVANT FINDINGS WILL BE 
REPORTED TO YOU ALONG WITH A CARE PLAN PRIOR TO BEGINNING CARE.  

 
I UNDERSTAND AND ACCEPT THAT THERE ARE RISKS ASSOCIATED WITH CHIROPRACTIC 
CARE AND GIVE CONSENT TO THE EXAMINATION THAT THE DOCTOR DEEMS NECESSARY 

AND THE CHIROPRACTIC CARE, INCLUDING SPINAL ADJUSTMENTS, AS REPORTED 
FOLLOWING MY ASSESSMENT.  

 
__________________________________________  
PRINT PRACTICE MEMBER’S NAME HERE  

 
_____________________________________________________________        _________________  
PRACTICE MEMBER’S SIGNATURE OR GUARDIAN SIGNATURE DATE  

 
IF THIS HEALTH PROFILE IS FOR A MINOR/CHILD, PLEASE FILL OUT AND SIGN BELOW  

 
WRITTEN CONSENT FOR A CHILD 

NAME OF MINOR/CHILD ____________________________________  
I AUTHORIZE DR. CHARLENE PODEROSO, DC, DR. BRENDEN CALIO, DC AND ANY AND ALL 
HAWAII’S HOUSE CALL CHIROS STAFF TO PERFORM DIAGNOSTIC PROCEDURES, RADIOGRAPHIC 
EVALUATIONS, RENDER CHIROPRACTIC CARE AND PERFORM CHIROPRACTIC ADJUSTMENTS TO 
MY MINOR/CHILD.  
 
AS OF THIS DATE, I HAVE THE LEGAL RIGHT TO SELECT AND AUTHORIZE HEALTH CARE 
SERVICES FOR MY MINOR/CHILD. IF MY AUTHORITY TO SELECT AND AUTHORIZE CARE IS 
REVOKED OR ALTERED, I WILL IMMEDIATELY NOTIFY HAWAII’S HOUSE CALL CHIROS. 
 
____________      ____________________________________________________________  
DATE   GUARDIAN SIGNATURE AND RELATIONSHIP TO MINOR / CHILD  
 

______________________________________           ________________________________  
WITNESS SIGNATURE (OFFICE STAFF)  DATE  



 

TERMS OF ACCEPTANCE 
 In order to provide for the most effective healing environment, most effective application of chiropractic 
procedures, and the strongest possible doctor-patient relationship, it is our wish to provide each patient with a set of 
parameters and declarations that will facilitate the goal of optimum health through chiropractic.  
 
To that end, we ask that you acknowledge the following point regarding chiropractic care and the services that are 
offered through HAWAII’S HOUSE CALL CHIROS:  
 
A. Chiropractic is a very specific science, authorized by law to address spinal health concerns and needs. 
Chiropractic is a separate and distinct science, art and practice. It is not the practice of medicine.  
B. Chiropractic seeks to maximize the inherent healing power of the human body by restoring normal nerve 
functions through the adjustment of spinal subluxation(s). Subluxations are deviations from normal spinal structures 
and configurations that interfere with normal nerve processes.  
C. The chiropractic adjustment process, as defined in the law of this jurisdiction, involves the application of a 
specific directional thrust to a region or regions of the spine with the specific intent of re-positioning misaligned 
spinal segments. This is a safe, effective procedure applied over one million times each day by doctors of 
chiropractic in the United States alone.  
D. A thorough chiropractic examination and evaluation is part of the standard chiropractic procedure. The goal of 
this process is to identify any spinal health problems and chiropractic needs. If during this process, any condition or 
question outside the scope of chiropractic is identified, you will receive a prompt referral to an appropriate provider 
or specialist, according to the initial indications of the need.  
E. Chiropractic does not seek to replace or compete with your medical, dental or other type(s) of health 
professionals. They retain responsibility for care and management of medical conditions. We do not offer advice 
regarding treatment prescribed by others.  
 
By my signature below, I have read and fully understand the above statements. All questions regarding the doctor’s 
objectives pertaining to my care have been answered to my satisfaction. I therefore accept chiropractic care on this 
basis.  
 
________________________________________ _________________________  
Signature Date  

 
MEDIA RELEASE FORM 

We love to share pictures of our chiropractic ohana! If you would allow us to share your picture for our business, 
please sign below. For valuable consideration, I hereby irrevocably consent to and authorize the use and 
reproduction by Hawaii’s House Call Chiros, or anyone authorized by Hawaii’s House Call Chiros, of any and all 
photographs/videos which were taken of myself and my child, for the purposes of promotional TV, website, social 
media, and/or print ad whatsoever, without further compensation to me. All negatives and positives, together with 
the prints shall constitute the property of Hawaii’s House Call Chiros, solely and completely. Any information 
voluntarily provided by a patient shall also be used in conjunction with the above listed information for purposes 
previously mentioned. Confidentiality, in regards to any reported conditions, is also waived to the extent of 
information pertinent to the promotion material only. I authorize Hawaii’s House Call Chiros to share this 
information via their website and their social media platforms including but not limited to Facebook and Instagram, 
and for use in the business. All other unrelated patient information shall remain private and protected (according to 
Health Information and Privacy Act laws).  
 
______________________________________ ______________________  
Signature Date 



 

APPOINTMENT AND FINANCIAL POLICY 
Hawaii’s House Call Chiros strives to provide you with the utmost professionalism and excellence of service.  Our 
commitment to your well-being and health is something we take seriously. 
 
We care about you and realize that would be a disservice to you if we did not emphasize the importance of our own 
commitment to the care you need and to the actions we recommend to you. 
 

● Your faithfulness to the recommended number of adjustments is key to ensuring optimum results. 
● With the exception of emergencies, it is vital that you keep all your appointments.  If you need to 

reschedule an appointment, please call our office and arrange for a makeup appointment.  We would prefer 
the make up appointment to be within the same week.  

● Payment for services must be paid in full (cash, check, credit card, debit card, or cryptocurrency) before or 
by the end of the appointment. 

● Hawaii’s House Call Chiros enforces a strict 24 hour cancellation policy.  If you reserved an appointment 
and fail to cancel 24 hours in advance, we reserve the right to charge you a $20.00 fee. 

● Hawaii’s House Call Chiros does not accept insurance. 
 
Thank you for understanding.  We greatly appreciate you as our patient and strongly desire excellent results and 
success for you!  
 
I understand and agree to all the information written above. 
 
______________________________________ ______________________  
Signature Date 

 
 
 

 
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

I understand that I have certain rights of privacy regarding my protected health information, under the Health 
Insurance Portability & Accountability Act of 1996 (HIPAA). I understand that this information can and will be 
used to:  
1. Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be 
involved in that treatment directly and indirectly.  
2. Obtain payment from third-party payers.  
3. Conduct normal healthcare operations, such as quality assessments and physicians certifications.  
 
I acknowledge that I may request your NOTICE OF PRIVACY PRACTICES containing a more complete 
description of the uses and disclosures of my health information. I also understand that I may request, in writing, 
that you restrict how my private information is used to disclosed to carry out treatment, payment, or healthcare 
operation. I also understand you are not required to agree to my requested restrictions, but if you agree, then you are 
bound to abide by such restrictions. 
 
______________________________________ ______________________  
Signature Date 
 
 
 


