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While rare, some patients have experienced muscle and ligament sprains or strains, 
or rib fractures following spinal manipulation therapy.   
There are reported cases of stroke associated with visits to medical doctors and 
chiropractors. Research and scientific evidence does not establish a cause and 
effect relationship between chiropractic treatment and the occurrence of stroke; 
rather, recent studies indicate that patients may be consulting medical doctors and 
chiropractors when they are in the early stages of a stroke. 
In essence, there is a stoke already in process. However, you are being informed 
of this reported association, because a stroke may cause serious neurological 
impairment or even death. The possibility of such injuries occurring in association 
with upper cervical adjustment is extremely remote.   
There have been reported cases of disc injuries following spinal manual therapy, 
although no scientific study has ever demonstrated that such injuries are caused, or 
may be caused, by adjustment or manipulative techniques and such cases are also 
very rare.   

Treatments provided at this clinic, including spinal adjustment and/or mobilization, 
have been the subject of much research over many years and have been 
demonstrated to be appropriate and effective treatments for many common forms 
of spinal pain, pain in the shoulders/arms/legs, headaches and other similar 
symptoms. 

Treatment provided at this clinic may also contribute to your overall well-being. 
The risk of injury or complication from manual treatment is substantially lower 
than the risk associated with many medications, other treatments and procedures 
frequently given as alternative treatments for the same forms of musculoskeletal 
pain and other associated syndromes. 

Your clinician will evaluate your individual case, provide an explanation of care and a 
suggested treatment plan, or alternatively a referral for consultation and/or further if 
deemed necessary. 

Clinicians who use spinal manipulation techniques, such as for 
example joint adjustment or manipulation or mobilization, are 
required to inform patients that there are or may be some risks 

associated with such treatment.; 



Acknowledgement: I acknowledge I have discussed, or have been given the 
opportunity to discuss, with my clinician the nature of chiropractic treatment and my 
treatment in particular, as well as, the contents of this consent. 

Consent: I consent to the chiropractic treatment(s) offered or recommended to me 
by my clinician, including joint adjustment or manipulation or mobilization to the 
joints of my spine (neck and back), pelvis and extremities (shoulder, upper limbs and 
lower limbs). I intend this consent to apply to all my present and future treatments 
at this clinic. 
Prior to receiving chiropractic treatment at London Back Pain Clinic, a health history 
will be established and physical examination will be completed. 
These procedures are performed to assess your specific condition, determining 
if chiropractic treatment is needed, or if any further examinations or studies are 
needed before treatment. 
In addition, they will help us to determine if there is any reason to modify your 
treatment or provide you with a referral to another health care provider. 
All relevant findings will be reported to you along with a treatment plan of your 
options and our best recommendation for your recovery. 
During your chiropractic visit, it is often necessary to expose and touch the area 
in need of treatment. Every effort is made to preserve modesty and keep you 
comfortable. Please communicate to your Chiropractor if you have any concerns 
during treatment. 
The physical response to treatment varies and cannot always be predicted as every 
individual is different. 
There is no guarantee that the treatment will help the condition you are seeking 
treatment for and there is a risk that treatment will cause some discomfort or 
aggravation of the existing condition. 
One of the most important factors in recovering and reaching your objectives 
through chiropractic treatment is the regularity of your sessions. The muscles, 
ligaments, tendons, and joints take time to heal. 
We request you make it a priority to follow your treatment plan.



Health Insurance
Your treatment may be provided on the understanding that it is to be covered by a 
Private Health Insurance Company or Third Party. 
I understand that I am responsible for securing a referral, pre-authorisation and 
claim number from my Private Health Insurance Company or Third Party. 
I understand that it is my responsibility to be aware of the benefits available to me 
through my Private Health Insurance Company or Third Party. 

Should payment be refused, delayed (beyond 30 days from invoice), or in any other 
manner not forthcoming to London Back Pain Clinic, you (the patient) become 
immediately liable for all outstanding monies and undertake to settle such invoices 
in full within 7 working days of notice being given. 
Charges may be applied to your account in the event of late or non-payment. These 
charges will be incurred where unusual administration costs (letters/calls) are 
needed to recover monies. 
In the event that your account is passed to a debt collection agency, further charges 
will apply. Interest chargeable under the Late Payment Act 1998 is due from date of 
invoice. 
A 30-day credit period does not exist unless this has been agreed in writing with 
London Back Pain Clinic. In the event that treatment is not conducted for any 
reason, I agree to pay a consultancy charge equivalent to a full appointment. 
If you do not give London Back Pain Clinic 24 hours’ notice when cancelling a 
booking, arrive too late for an appointment to be conducted or do not show for an 
appointment, you agree to pay up to the full cost of your treatment session. 
In the event of an insurance claim, should the insurance company or third party not 
pay for a late cancellation or non-attendance, you are responsible for the fee at your 
next scheduled appointment or within 7 working days of the cancelled or missed 
appointment. I understand that I have the right to dispute any billing. 

I understand that errors can occur and it is my responsibility to bring it to the clinic’s 
attention if I feel an error has been made.

Failure to provide complete insurance information may result in 
your responsibility to settle the invoice. 



(Female Patients Only): 
I do hereby state that I have told my chiropractor my status in respect to 
pregnancy, and understand my role in telling the chiropractor should I 
suspect I am pregnant. 

I understand and accept that there are risks associated with chiropractic treatment 
and give my consent to the examinations that the chiropractor deems necessary, 
and to the chiropractic treatment including spinal manipulation and other 
modalities, as reported following my assessment. 
I intend this consent to apply to all my present and future chiropractic treatments 
unless I withdraw this in writing. 
I understand liability lies with the practitioner and that should be any unexpected 
changes in symptoms that I should contact the practitioner at the earliest 
opportunity. 
I agree to the Terms and Conditions associated with my treatment at London Back 
Pain Clinic and make note of the Cancellation Policy. 
I consent for London Back Pain Clinic to use my contact information to send 
appointment reminders by telephone, email or SMS. I agree to my General 
Practitioner or Consultant being contacted in relation to my care at London Back 
Pain Clinic. through my Private Health Insurance Company or Third Party. 

Patient Signature:   .....................................................      Signature of Guardian:    .................................................
                                                                                                                                                (Where applicable)

Name:   ...............................................................                  Name:   ........................................................
                         (Please Print Name of Patient)                                                  (Please Print Name of Guardian)

Name:   ...............................................................                  Name:   ........................................................
               (Please Print Name of Witness/Translator)                                      (Signature of Witness/Translator)
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