
Consent to Treatment

Total Body Chiropractic offers a natural and alternative health approach when addressing your health concerns.
We do so without the use of drugs or surgery. If you feel you need drugs, surgery, or medical intervention, we
encourage you to seek that type of care. If, at any time, we feel that medical intervention is necessary, we will
refer you to a medical facility.

We do not attempt to diagnose, treat, or cure any diseases. Our goal is to assist your body's natural abilities to
heal itself. This may be done through chiropractic care, Graston Technique™, MRT soft tissue therapy, herbal
remedies, nutritional supplementation, or lifestyle changes.

We do everything possible to detect the underlying causes of your body's state of health. It is only through
eliminating these underlying causes that optimal health can be achieved.

Regarding chiropractic care, certain risks must be disclosed. Complications include, but are not limited to
fractures, disc injuries, dislocations, and muscle or ligament strain. There have been reported cases of injury to
the vertebral artery following osseous spinal manipulation. Vertebral artery injuries have been known to cause a
stroke, sometimes with serious neurological impairment, and may, on rare occasion, result in paralysis or death.
The possibility of such injuries resulting from cervical spine manipulation is extremely remote.

Regarding laboratory testing, we respect patient confidentiality, and do not share your lab results with other
practitioners unless requested to do so by you. However, at times it becomes necessary to consult and discuss
your case with other doctors at the lab itself. This is in your best interest so that we may be fully prepared to
help you achieve your health goals in any way that we can.

I consent to the treatment offered or recommended to me including osseous and soft tissue manipulation. I
intend this consent to apply to all my present and future care with Dr. Bari Liebowitz, D.C.

By signing this form, I state that I have weighed the risks involved with undergoing treatment, and give my
consent to care at Total Body Chiropractic with Dr. Bari Liebowitz, D.C.

________________________________________ ____________________

Signature Date

________________________________________

Signature of Parent or Custodian if under age 18


