X-RAY PREGNANCY CONSENT FORM

DEAR PATIENT, IN ORDER FOR GIBBONS HOLISTIC CHIROPRACTIC &
WELLNESS CENTER TO FULLY EVALUATE AND PROVIDE PROPER
TREATMENT X-RAYS MAY BE NEEDED. THE RADIATION USED IN X-
RAY MAY BE HARMFUL TO AN UNBORN CHILD/ DEVELOPING FETUS,
ESPECIALLY IN THE FIRST TRIMESTER. TO HELP PREVENT THE
ACCIDENTAL IRRADIATION OF AN UNRECOGNIZED PREGNANCY AND IN
ACCORDANCE WITH NATIONAL STANDARDS, WE REQUIRE THE
FOLLOWING INFORMATION OF FEMALE PATIENTS OF CHILD BEARING
AGE.

NAME:

DATE OF YOUR LAST MENSTRUAL CYCLE:

BIRTH CONTROL MEASURES:

IS THERE A CHANCE YOU MAY BE PREGNANT?

| HAVE BEEN FULLY INFORMED OF THE RISKS INVOLVED IN
RADIATION OF A FIRST TRIMESTER PREGNANCY AND ASSUME THE
RESPONSIBILITY FOR ANY CONSEQUENCES FROM THE PROCEDURES |
AM ABOUT TO HAVE. | UNDERSTAND THAT | WILL NOT HOLD
GIBBONS HOLISTIC RESPONSIBLE FOR ANY POTENTIAL HARM TO
MYSELF OR MY UNBORN CHILD. BY SIGNING BELOW | CONSENT TO
THE NECESSARY X-RAY PROCEDURES.

SIGNATURE: DATE:




