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CHIROPRACTIC: My signature below is my authorization for Elite Spine and Sports to provide Chiropractic 
services for me. Chiropractic examination and therapeutic procedures (including spinal adjustment, 
ultrasound, heat application, electrotherapy, and manual muscle therapy) are considered safe and effective 
methods of care.  
 
ACUPUNCTURE: I hereby authorize Elite Spine and Sports to provide Acupuncture services for me. 
Acupuncture examination and therapeutic procedures (including needle treatments, ultrasound, heat 
application, electrotherapy, and manual muscle therapy) are considered safe and effective methods of care.  
 
MASSAGE THERAPY: I hereby authorize Elite Spine and Sports to provide Massage Therapy services for me. 
Massage therapy is intended to enhance relaxation, reduce pain caused by muscle tension, increase 
mobility, improve circulation, and offer a positive experience of touch. 
 
The general benefits of massage, possible massage contraindications and the treatment procedure have 
been provided to me. I understand that massage therapy is not a substitute for medical treatment or 
medication, and that it is recommended that I concurrently work with my primary caregiver for any 
condition I may have.  I am aware that a massage therapist does not diagnose illness or disease, does not 
prescribe medications, and that spinal manipulations are not part of massage therapy. 
 
COMPLICATIONS: Occasionally, however, complications may arise. Any procedure intended to help may 
have complications. While the chances of experiencing complications are small, it is the practice of this 
clinic to inform our patients about them. Side effects include, but are not limited to, soreness, inflammation, 
soft tissue injury, dizziness, burns, and temporary worsening of symptoms. Additional information on side-
effects, complications and effectiveness of spinal adjustments is available upon request. 
 
INITIAL BELOW 
 
______    I understand that if I have any prosthetics or surgical implants (including breast implants, an 
artificial joint, etc.), I should discuss this with the supervising physician because it may affect care.  

______   I have included all my known physical conditions, medical conditions, and medications on my intake 
form, and I will keep my providers at Elite Spine and Sports updated of any changes 

______    I understand that I play an important role in my own health care. Just as a patient can choose to 
discontinue care at any time, Elite Spine and Sports reserves the right to terminate a doctor-patient 
relationship if a patient is continually unable to comply with reasonable treatment plans. 
I have read and understand the above statements regarding treatment side-effects. I also understand 
that there is no guarantee or warranty for a specific cure or result. 
 
 
 

Patient or Parent/Guardian Signature       Date    
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ACKNOWLEDGEMENT AND UNDERSTANDING 
 
I understand and agree that regardless of insurance coverage, I am liable for any charges incurred as a 
result of services rendered to me at Elite Spine and Sports.  If this account is assigned to an attorney for 
collection and/or suit, the prevailing party shall be entitled to reasonable attorney’s fees and cost of 
collections.  I hereby assign all chiropractic, acupuncture, massage therapy and physical therapy benefits, 
including major medical benefits to which I am entitled, Medicare, private insurance and all other health 
plans, to Elite Spine and Sports, 21887 SW Sherwood Blvd. STE A, Sherwood OR 97140 
 
I authorize release of my patient records to third parties requiring these records for determination of 
financial liability. 
 
By signing this form I affirm under penalty that I have given true complete information. 
 
 

Patient signature          Date    
 
 
 

AUTHORIZATION TO TREAT A MINOR 
 

As a parent or legal guardian, I hereby authorize treatment for any chiropractic, acupuncture, or 
massage therapy treatment deemed advisable, if a parent or legal guardian is not available when the child 
is brought in for treatment. 
 
_____________________________________________ DOB _____________________ 
              Patient’s full name 
 
This authorization will be effective as of _______________ and does not expire until the above-named patient 
turns 18 or this authorization is rescinded verbally or in writing.    
 
Signature_____________________________________(parent/guardian)    Printed Name________________________ 
 
 

 
                       


