
 

 

 

  



 

 



 

  



 

 



 

 



 

Communication 
Appointment Notifications and Reminders 

Email 

You can opt to receive emails to keep you informed of new bookings, changes to your bookings, and 
reminders for upcoming appointments. 

I would like email notifications of new, cancelled, and rescheduled appointments 

Email 24 hours before appointment 

Text Message (SMS) 

Standard messaging & data rates may apply, messaging frequency can vary and you can update 
your preferences anytime. 

Text Message (SMS) 24 hours before appointment 

 

Consents 

Accuracy of Information 

I certify that the above medical information is correct to my knowledge. Required 

Privacy and Sharing of Information 

I authorize the clinic and its associated health professionals to collect my personal and medical 
information as documented above. In addition, I authorize the clinic and its associated health 
professionals to communicate with my family doctor and/or referring doctor as deemed necessary for 
my beneficial treatment. I also understand that my personal and medical information is confidential 
and will only be disclosed to third parties with my permission. 

I agree Required 

Cancellation Policy 

Your appointment time is reserved just for you. A late cancellation or missed visit leaves a hole in 
the doctor’s day that could have been filled by another patient. As such, we require 4 hours notice 
for any cancellations or changes to your appointment. Patients who provide less than 4 hours 
notice, or miss their appointment, will be charged a cancellation fee of $50.00 at each occurrence. 

I am aware of the Cancellation Policy. Required 

 



 

Consent to Treat 

I hereby authorize and consent to chiropractic treatments and procedures, including but not limited 
to: chiropractic adjustments, examinations, x-rays, and various modes of manual/physical therapies, 
stretching, massage, therapeutic ultrasound, electric muscle stimulation, hot or cold packs, traction, 
decompression, and exercise. I do not expect the doctor to be able to anticipate and explain all risks 
and complications. I wish to rely on the doctor to exercise judgement during the course of the 
procedure, which the doctor feels, based upon the facts known, are in my best interest. Chiropractic 
treatment, including spinal manipulation, according to government reports and multi-disciplinary 
studies conducted over many years, has been demonstrated to be a highly effective treatment for 
back pain and musculoskeletal pain. I acknowledge that I have discussed, or had the opportunity to 
discuss, with either the doctor or staff, the risks and benefits of undergoing treatment; I have freely 
decided to undergo treatment, and hereby give my full consent to treatment. I intend this consent to 
cover the entire course of treatment for my present condition and for any future condition(s) for 
which I seek treatment.  

I agree Required 

 
 

Consent for Minor: 
 

 I acknowledge that I have read and understand the above consent to treat information and 
authorize and give consent to the doctor(s), staff, and doctor’s assistance of Bjorlie Chiropractic to 
treat my minor child. As of today’s date, I have the legal right to select and authorize health care 
service for the minor child named below.  
If applicable, under the terms and conditions of my divorce, separation, or other legal authorization, 
the consent of the spouse, former spouse, or other parent is not required. If my authority to select 
and authorize this care should be revoked or modified in condition in any way, I will immediately 
notify this office.  

I agree 

 
Signatures 

 

 
Patient or Guardian Signature        Date 

 

 

 

Patient or Guardian Printed Name 

 

 

 

Witness Signature          Date 

 

 

 

Witness Printed Name        


