
The Healthpraxis – Faversham Chiropractic Child Patient Consent and Intake Form 

Parent / Person with Parental Responsibility 

I confirm that I have parental responsibility for the child named below, or that I have legal authority to 
consent to their examination and treatment. 

Consent for Examination and Treatment 

I understand that my child will first receive an age-appropriate history and examination. Any 
recommended treatment will be explained before it is carried out. 
 
Treatment may include observation, postural or movement assessment, gentle chiropractic 
techniques, mobilisation where appropriate, soft tissue techniques, rehabilitation exercises, 
movement advice, breathing strategies and lifestyle education. 
 
Following examination or treatment, some children may experience temporary soreness, stiffness or 
tiredness. These effects are usually mild and resolve within 24–48 hours. Serious complications are 
rare. Any material risks relevant to my child's individual circumstances will be discussed before 
treatment. 
 
The  chiropractor may recommend referral to my child's GP or another suitably qualified healthcare 
professional where appropriate. 
 
I understand that I may ask questions at any time, decline any examination or treatment, or withdraw 
consent without affecting my child's future care. 
 
I understand that my child will be involved in discussions about their care in a way that is appropriate 
for their age and understanding. Treatment will only proceed if my child is comfortable and willing to 
participate, unless immediate treatment is clinically necessary. 

Digital Assessment Consent 

I consent to my child participating in a thermography, or movement assessment where clinically 
appropriate. Information will be processed in accordance with UK data protection legislation and the 
clinic Privacy Notice. 

Declaration 

I confirm that the information provided is true and complete to the best of my knowledge. I have had 
the opportunity to ask questions and consent to my child receiving care. 
 
Parent/Guardian Signature: ______________________ 
 
Printed Name: _________________________________ 
 
Date: ___________________ 
 



The Healthpraxis - Faversham Chiropractic

Mobile PhoneummuMa

m



The Healthpraxis - Faversham Chiropractic


