Premier Health Care, L.L.C.
Sean K. Branham D.C.

AUTHORIZATION FOR TREATMENT/ INFORMED CONSENT

I authorize the above named Dr. to administer treatment to me and to perform therapy and manipulation and I authorize such additional procedures, as the above named Dr. may consider desirable, on the basis of findings and determinations made during the course of my treatment.  I authorize the above named Dr. to consult with other professionals concerning my care and treatment.

I understand that certain risks and possible complications can accompany spinal manipulation including but not limited to disc injury, fractured ribs, cerebrovascular accidents, and musculotendinous-ligamentous injury and that these have been explained to me and that I understand them.

Date_________________ Patient Signature__________________________
                                           Print Signature____________________________

