




    Dr. Dan Charnstrom 
    3040 E. Cactus Rd Ste. 5 
    Phoenix, AZ 85032 

INFORMED CONSENT AGREEMENT 

I hereby request and consent to the performance of chiropractic adjustments and other 
chiropractic procedures, including various modes of physiotherapy and/or diagnostic x-
rays if necessary, on me (or on the patient named below, for whom I am legally 
responsible) by Dr. Dan Charnstrom. 

I have had an opportunity to discuss with Dr. Charnstrom and/or his office staff the nature 
and purpose of chiropractic adjustments and procedures. I 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. I do not expect the doctor to be able to 
anticipate and explain all risks and complications. I wish to rely on the doctor to exercise 
his judgment during the course of the procedures which he feels at the time, based upon 
the facts then known, and are in my best interest.  

I have read, or have had read to me, the above consent. I have also had an opportunity to 
ask questions about its content, and by signing below I agree to the procedures referenced 
above. I intend for this consent form to cover the entire course of treatment for my 
present condition and any future condition(s) for which I seek treatment. 

__________________________                                               _____________________ 
Patient Signature                                                                          Date 

_________________________        ______________________ 
Parent Signature (if minor)          Date 

_________________________                                                 ______________________ 
Office Signature                                                                           Date 



Dr. Dan Charnstrom  
3040 E. Cactus Road Ste. 5 

Phoenix, AZ 85032 

Consent For Use or Disclosure of Your Health Care Information and Appointment Reminders  

We are very concerned with protecting your privacy. While the law requires us to give you this 
disclosure, please understand that we have, and always will, respect the privacy of your health 
information. There are circumstances in which we may have to use or disclose your health care 
information, for example: 

• We may have to disclose your health information to another health care provider or a 
hospital if it is necessary to refer you to them for the diagnosis, assessment, or treatment 
of your health condition. 

• We may have to disclose your health information and billing records to another party if 
they are potentially responsible for the payment of your services. 

We have a more complete notice that provides a detailed description of how your health 
information may be used or disclosed. You have the right to review that notice before you sign 
this consent form. You have the right to request that we do not disclose your health information to 
specific individuals, companies, or organizations. If you would like to place restrictions on the 
use or disclosure of your health information, please let us know in writing. 

You may revoke your consent to us at any time; however, your revocation must be in writing. We 
will not be able to honor your revocation request if we have already released your health 
information before we receive your request. If you were required to give your authorization as a 
condition of obtaining insurance, the insurance company may have a right to your health 
information if they decide to contest any of your claims.  

Dr. Charnstrom and his staff may need to use your name, address, phone number, and your 
clinical records to contact you with appointment reminders, information about your treatment, or 
other health-related information that may be of interest to you. If this contact is made by phone 
and you are not at home, a message will be left on your answering machine. By signing this form, 
you are giving us authorization to contact you with these reminders and information. 

This notice is effective immediately. This authorization will expire five years after the date on 
which you last received services from us. From time to time our practice does some direct mail to 
make you aware of products or services that you may have an interest in. We are requesting 
authorization to send you the following: Thank you cards, reactivation postcards, referral 
incentives, and/or special discounts.  

__________________________                                         ____________________________ 
Patient’s Printed Name       Today’s Date 

__________________________                 _____________________________ 
Patient’s Signature                                                              Authorized Provider Representative 



 CANCELLATION POLICY 

DR. DAN CHARNSTROM 
3040 E. Cactus Rd. Ste. 5 

Phoenix, AZ 85032 
(602)788-7777 

IF YOU WILL NOT BE ABLE TO MAKE YOUR SCHEDULED APPOINTMENT, 
YOU WILL BE REQUIRED TO GIVE OUR OFFICE AT LEAST A 24-HR NOTICE. 
THERE WILL BE A $50.00 CHARGE FOR NO SHOW APPOINTMENTS AND 
SAME DAY CANCELLATIONS. 

I, ____________________________ HAVE READ AND UNDERSTAND DR. 
CHARNSTROM’S CANCELLATION POLICY. 

_____________________________                                      __________________ 
PATIENT SIGNATURE     DATE 


