






Grant Chiropractic Life Center, P. C.
2510 W. Chandler Blvd., Suite #3

Chandler, AZ 85224 

I, ____________________________, authorize the performance upon myself of 
the following procedures:  Chiropractic manipulation, hot/cold packs, electrical muscle 
stimulation, exercise therapy, stretching, spinal traction, massage, infrared, nutritional 
advice and prescription to be performed by or under Daniel Grant, D.C.’s supervision, or 
his designated employees, as clinically indicated. 
 I consent to the performance of other diagnostic and therapeutic procedures in 
addition to or different from those stated above, whether or not arising from presently 
unforeseen conditions that Dr. Grant may consider necessary or advisable in the course 
of my health care. 
 Dr. Grant and/ or his associates and assistants have explained the nature and 
purpose of the procedures, possible alternatives, the risks involved, the possible 
alternatives, the risks involved, the possible consequence, and the possibility of 
complications to me. 
 This office utilizes an “open-adjusting” environment for ongoing patient care.  
“Open adjusting” involves several patients being seen in the same adjusting room at the 
same time.  Patients are within sight of one another and some ongoing routine details of 
care are discussed within earshot of other patients and staff.  This environment is used 
for ongoing care and this is NOT the environment used for taking patient histories, 
providing examinations or presenting report of findings.  These procedures are 
completed in a private, confidential setting. The use of this format is intended to make 
your experience with our office more efficient and productive as well as to enhance your 
access to quality health care and health information.  If you choose not to be adjusted in 
an open-adjusting environment, please inform Dr. Grant or his staff and other 
accommodations will be made for you. 

I acknowledge that no guarantee or assurance of the results that may be obtained from 
the procedure has been given by Dr. Grant, his associates and assistants. 

Patient Signature: ________________________________ Date: ____/_____/______ 

Witness: _______________________________ Relationship: ___________________ 



PRIVACY PRACTICES ACKNOWLEDGEMENT

I have received the Notice of Privacy Practices and I have been provided an 
opportunity to review it. 

 Name ___________________________  Birthdate _____________ 

 Signature ___________________________________________________

 Date _______________________________________________________

If you are a minor, or if you are being represented by another party: 

___________________________ ________________________________
 Personal Rep (Print)    Personal Rep (Signature) 

_______________________________________________           __________ 
Description of the authority to act on behalf of the patient   Date 

The patient named below has chosen not to sign the Privacy Practices 
Acknowledgement.  This does not affect the type of treatment or quality of care 
the patient will receive in our office.  We have attempted, to the best of our ability, 
to provide this patient with a copy of our Notice of Privacy Practices. 

_______________________________________  ________________ 
 Name of Patient (Print)     Date 

_______________________________________  ________________ 
 Office Employee      Title 
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