Informed Consent

HEALTH CLINIC OF SOUTHERN CALIFORNIA
Dr. Neda M. Ladjevardi, D.C. :
16260 Ventura Boalevird, Suite LL-16
Encino, Califormia 91436
Tel: (818) 990-5321
Fax: (818) 990-6953
E-mail: drmedad@imsn.com

Thereby request and consent 1o the performence of chiropractic adjustments and
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rays. on me (or on the patient named below, for whom I am legally responsible) by
doctor of chiropractic at Health Clinic of Southern California.
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risks to trestment. | do not except the doctor to be sbie to anticipate sud explein all risks
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[ have read, or have had read to me, the sbove consént. By sigaing below I agree to the
above-ramed procedures. | imtend this consent form to cover the entire course of
treatment for my prescnt condition and for any fotare condition(s) for which 1 seek
reatment.

Patient’s Name: Diater

Signature of Patient or Guardian if Minor:




