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Burlington, ON L7T 2E1 
 

Fee Schedule 
Payment is due at the time services are rendered.  This policy applies to all of our patients.  Patients having health care coverage should 
remember that professional services provided are the patient’s responsibility, not the insurance company.   
We require 24 hours notice if you are unable to make your scheduled appointment. After an initial warning there is a charge of $20.00 for a 
second missed appointment. All subsequent missed appointments will then be billed at the regular fee. 
I have read the Integrative Touch chiropractic financial policy and understand my financial responsibility and agree to the terms stated in the 
Financial Policy.  I HEREBY AGREE TO PAY ANY AND ALL CHARGES FOR SERVICES RENDERED AND ITEMS PURCHASED AT INTEGRATIVE 
TOUCH INC. 
 

Patient Signature: __________________________________________________ Date: ________________ 

Privacy Policy 
Privacy of personal information is important to Integrative Touch.  We are committed to the collection, use and disclosure of this 
information in a responsible way.  We will also try to be an open and transparent as to how we handle personal information. 
Personal Information 
Personal information is information about an identifiable individual.  Generally, the information we collect is limited to your name, 
home contact information, gender, and age.  As part of your patient file we retain your health history; health measurements and 
examination results; health conditions, assessment results and diagnoses; health services provided to you or received by you; your 
prognosis and other opinions formed; compliance with treatment; and the reasons for your discharge and discharge 
recommendations.  We also maintain records for payment and billing purposes.  Only necessary information is collected about you.  
We only share your information with your consent; the use, retention and privacy protection protocols.  Privacy protocols comply 
with the privacy legislation, standards of our regulatory body, the College of Chiropractors of Ontario and the law. 
Staff Members 
Staff members who come into contact with your personal information are aware of the sensitive nature of the information you have 
disclosed to us.  They are all trained in the appropriate uses and protection of your information.  These individuals include the clinic 
records personnel that control access to your patient file, therapists, clinic administration, and, when necessary, authorized 
individuals who may inspect our records as part of the regulatory activities in the public interest. 
Disclosure of Personal Information 
Our clinic understands the importance of protecting your personal information.  To help you understand how we are doing that, we 
outline below how our clinics use and disclose this information: 

• To deliver safe and effective patient care 
• To enable us to contact you 
• To communicate with other health care providers 
• For teaching and demonstrating on an anonymous basis 
• To complete and submit claims on your behalf to third party payers 
• To comply with legal and regulatory requirements under the Chiropractic Act and the Regulated Health Professions Act 
• To process payments and collect unpaid accounts 
• For research purposes 

Please do not hesitate to discuss our privacy policy with any member of our clinic staff. 
By signing the consent section of this form, you have agreed that you have given your informed consent to the collection, use, 
and/or disclosure of your personal information for the purposes that are listed.  If a new purpose arises for the use and/or disclosure 
of your personal information, we will seek your approval in advance. 
Patient Consent 
I have reviewed the above information that explains how our clinic will use my personal information.   
 
I agree that Integrative Touch can collect, use, and disclose my personal information as set out above in the College’s privacy code. 
 
 
_________________________________________________ 
(Signature) 
 
 
______________________________________________________________ 
(Print name) 
 
 
______________________________________________________________ 
(Date) 
 
 
______________________________________________________________ 
(Signature of Witness)



 

  
 
 
 
 
 
 

 
     Informed Consent to Chiropractic Treatment 

 
Doctors of chiropractic, medical doctors and physiotherapists who use manual therapy techniques such as spinal adjustments are 
required to advise patients that there are or may be some risks associated with treatment.  In particular, you should note: 
 

• While rare, some patients have experienced rib fractures or muscle and ligament strains following spinal adjustments 
 

• There have been reported cases of injury to a vertebral artery following cervical spinal adjustments.  Vertebral artery 
injuries have been known to cause strokes, sometimes with serious neurological impairment, and may on rare occasion 
result in serious injury.  The possibility of such injuries resulting from cervical spinal adjustments is extremely remote 
 

• There have been reported cases of disc injuries following cervical and lumbar spinal adjustments, although no scientific 
study has ever demonstrated such injuries may be caused by spinal adjustments or chiropractic treatments 
 

• There are infrequent reported cases of burns or skin irritation in association with the use of some types of electrical therapy 
offered by some doctors of chiropractic. 

 
Chiropractic treatment, including spinal adjustment, has been the subject of government reports and multidisciplinary studies 
conducted over many years and have been demonstrated to be highly effective treatment for spinal pain, headaches, and other 
similar symptoms.  Chiropractic care contributes to your overall wellbeing.  The risk of injuries or complications from chiropractic 
treatment is substantially lower than those associated with many medical treatments, medications, and procedures given for the 
same symptoms. 
 
I acknowledge I have discussed, or have had the opportunity to discuss, with Dr. Ryan Broddick the nature and purpose of 
chiropractic treatment in general and my treatment in particular (including spinal adjustment) as well as the contents of this consent. 
I consent to the chiropractic treatments offered or recommended to me by my chiropractor including spinal adjustment.  I intend this 
consent to apply to all my present and future chiropractic care. 

 
 
 

Dated this ______ day of _____________, 20_____  
 
 
 
 
 
Patient Name: (print) _____________________________________   (Signature) ________________________________________ 
 
 
 
 
Dr. Ryan Broddick (witness)   (Signature) ________________________________________ 
 
 
 
 
 
 
 


