
GLOBAL CHIROPRACTIC + REHAB CENTER  
 

PATIENT CONSENT 
FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH 

INFORMATION TO CARRY OUT TREATMENT, PAYMENT AND 
HEALTHCARE OPERATIONS 

 
_______________________________, hereby states that by signing this Consent, I 
acknowledge and agree as follows: 
 

1. Global Chiropractic Care, Ltd.’s Privacy Notice has been provided to me prior to my 
signing this Consent.  The Privacy Notice includes a complete description of the uses 
and/ or disclosures of my protected health information (“PHI”) necessary for 
Global Chiropractic + Rehab Center to provide treatment to me, and also necessary 
for Global Chiropractic + Rehab Center to obtain payment for that treatment and to 
carry out is health care operations.  Global Chiropractic + Rehab Center explained to 
me that the Privacy Notice will be available to me in the future at my request.  
Global Chiropractic + Rehab Center has further explained my right to obtain a copy 
of the Privacy Notice prior to signing this Consent, and has encouraged me to read 
the Privacy Notice carefully prior to my signing this Consent. 

 
2. Global Chiropractic + Rehab Center reserves the right to change its privacy practices 

that are described in its Privacy Notice, in accordance with applicable law. 
 

 
3. I understand that, and consent to, the following appointment reminders that will be 

used by Global Chiropractic Care, Ltd.: a) a postcard mailed to me at the address 
provided by me; and b) telephoning my home and leaving a message on my 
answering machine or with the individual answering the phone. 

 
4. Global Chiropractic + Rehab Center may use and/ or disclose my PHI (which 

includes information about my health or condition and the treatment provided to 
me) in order for Global Chiropractic + Rehab Center to treat me and obtain 
payment for that treatment, and as necessary for Global Chiropractic + Rehab 
Center to conduct its specific healthcare operations. 

 
5. I understand that I have a right to request that Global Chiropractic + Rehab Center 

restrict how my PHI is used and/ or disclose to carry out treatment, payment and/ 
or healthcare operations.  However, Global Chiropractic + Rehab Center is not 
required to agree to any restrictions that I have requested.  If Global Chiropractic + 
Rehab Center agrees to a requested restriction, then the restriction is binding on 
Global Chiropractic Care, Ltd. 

 
6. I understand that this Consent is valid for seven years.  I further understand that I 

have the right to revoke this Consent, in writing, at any time for all future 
transactions, with the understanding that any such revocation shall not apply to the 
extent that Global Chiropractic + Rehab Center has already taken action in reliance 
on this consent. 



 
7. I understand that if I revoke this consent at any time, Global Chiropractic + Rehab 

Center has the right to refuse to treat me. 
 

8. I understand that if I do not sign this Consent evidencing my consent to the uses 
and disclosures described to me above and contained in the Privacy Notice, then 
Global Chiropractic + Rehab Center will not treat me. 

 
I have read and understand the foregoing notice, and all of my questions have been 
answered to my full satisfaction in a way that I can understand. 
 
 
 
________________________________________ 
Name of Individual (Printed) 
 
 
 
________________________________________ 
Signature of Individual 
 
 
 
________________________________________ __________________ 
Signature of Legal Representative Relationship 
(e.g., Attorney-In-Fact, Guardian, Parent if a minor) 
 
 
 
Date Signed_____/_____/_____ 



 
 
 
 

INFORMED CONSENT TO CHIROPRACTIC TREATMENT 
 

I hereby request and consent to the performance of chiropractic manipulations and any 
other chiropractic procedures, including examination tests, diagnostic x-rays, blood tests, 
acupuncture, and physical therapy techniques, on me (or on the patient named below for 
which I am legally responsible) which are recommended by Dr. Mehran Sorouri and/or 
other licensed doctors of chiropractic who now or in the future render treatment to me 
while employed by, working for or associated with, or serving as back-up for Dr. Mehran 
Sorouri. 
I understand that, as with any health care procedure, there are certain complications which 
may arise during a chiropractic manipulation.  Those complications include but are not 
limited to; fractures, disc injuries, dislocations, muscle strain, Horner’s syndrome, 
diaphragmatic paralysis, cervical myelopathy, and costovertebral strains and separations.  
Some types of manipulation of the neck have been associated with injuries to the arteries in 
the neck leading to or contributing to serious complications including stroke.  I do not 
expect the doctor to be able to anticipate all risks and complications and I wish to rely on 
the doctor to exercise judgment during the course of the procedure(s) which the doctor feels 
at the time, based upon the facts then known, are in my best interest. 
I have read, or have had read to me, the above explanation of the chiropractic manipulation 
and related treatment.  By signing below I state that I have weighed the risks involved in 
undergoing treatment and have myself decided that it is in my best interest to undergo the 
treatment recommended.  Having been informed of the risks, I hereby give my consent to 
that treatment.  I intend this consent form to cover the entire course of treatment for my 
present condition and for any future condition(s) for which I seek treatment 
 
 
 
 
DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTOOD THE ABOVE 
 
 
 
__________________________________________ 
Printed Name of Patient 
 
 
__________________________________________________   _____________________ 
Signature of Patient       Date 
 
 
___________________________________________________  _____________________ 
Signature of Patient’s Representative (if minor or physically incapacitated)  Date 
 
 
 






