Comfort Chiropractic and Wellness Center
670 Monterey Pass Road, Suite 100 Monterey Park, CA 91754 = Phone: 626-551-5155 @ Fax: 626-551-5156

INFORMED CONSENT

By signing below, | do hereby voluntarily consent to be treated by a licensed chiropractor, acupuncturist, naturopathic
doctor and/or a massage therapist at CC Wellness Center with the various modalities listed below.

Acupuncture/Moxibustion: | understand that acupuncture is performed by the insertion of needles through the skin or by
the application of heat to the skin (or both) at certain points on or near the surface of the body in an attempt to treat bodily
dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions. | am
aware that certain adverse side effects may result. These could include, but are not limited to: local bruising, minor
bleeding, fainting, pain or discomfort, and the possible aggravation of symptoms existing prior to acupuncture treatment. |
understand that no guarantees concerning its use and effects are given to me and that | am free to stop acupuncture
treatment at any time.

Chiropractic: | hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures, including various modes of physical therapy and diagnostic X-rays, on me (or on the patient named below, for
whom | am legally responsible) by the doctor of chiropractic named below and/or other licensed doctors of chiropractic
who now or in the future work at the clinic or office listed below or any other office or clinic.

| have had an opportunity to discuss with the doctor of chiropractic hamed below and/or with other office or clinic
personnel the nature and purpose of chiropractic adjustments and other procedures. | understand that results are not
guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to
treatment, including but not limited to fractures, disc injuries, strokes, dislocations and sprains. | do not expect the doctor
to be able to anticipate and explain all risks and complications, and | wish to rely upon the doctor to exercise judgment
during the course of the procedure which the doctor feels at the time, based upon the facts then known to him or her, is in
my best interest.

Massage: | understand that | may also be given massage as part of my treatment to modify or prevent pain perception
and to normalize the body’s physiological functions. | am aware that certain adverse side effects may result from this
treatment. These could include, but are not limited to: bruising, sore muscles or aches, and the possible aggravation of
symptoms existing prior to treatment. | understand that | may stop the treatment if it is too uncomfortable.

Naturopathic: Naturopathic Medicine is the treatment and prevention of diseases by natural means. Naturopathic
Doctors assess the whole person, taking into consideration physical, mental, emotional and spiritual aspects of the
individual. Gentle, non-invasive techniques are generally used in order to stimulate the body’s inherent capacity. Your
Naturopathic Doctor will take a thorough case history, perform a pertinent physical exam and may suggest labwork or
request copies of labwork previously completed by your family doctor or specialist. As with any form of medical
intervention, there can be risks associated with treatment by naturopathic medicine.

| understand that results are not guaranteed. | do not expect naturopathic doctors to be able to anticipate and explain all
risks and complications. With this knowledge, | voluntarily consent to Naturopathic care | intend this consent form to cover
the entire course of treatment for my present condition. | understand that | am free to withdraw my consent at any time.

| understand that there may be other treatment alternatives, including treatment offered by a licensed physician.

| have carefully read and understand all of the above information and am fully aware of what | am signing. | understand

that | may ask my practitioner for a more detailed explanation. | give my permission and consent to treatment.

Signature: Date:




