


 

Dr. David E. Kemp, DC, DACNB, FABBIR 

4169 University Blvd. S.  

Jacksonville, FL 32216  

Patient Name: ___________________________________ ID # _________________  

1. Request and Consent for Treatment 

I hereby request and consent to the performance of functional neurology assessments, chiropractic adjustments (spinal and extra-spinal), and 

various neurological rehabilitation procedures on me (or on the patient named above, for whom I am legally responsible). These services may be 

performed by Dr. Kemp and/or other licensed providers who now or in the future work at Kemp Chiropractic PA dba Kemp Functional Neurology 

or its affiliated locations. 

The procedures may include, but are not limited to: 

●​ Manual or instrument-assisted chiropractic adjustments. 

●​ Vestibular rehabilitation and ocular-motor training. 

●​ Neuromuscular re-education and physical therapy modalities. 

●​ Diagnostic imaging (X-rays) and functional neurological testing. 

2. Nature and Purpose of Care 

I understand that Functional Neurology is a specialized branch of healthcare focused on the assessment and rehabilitation of the nervous system. 

I have had the opportunity to discuss the nature and purpose of these treatments with clinic personnel. I understand that while these procedures 

are designed to optimize neurological function, results are not guaranteed. 

3. Understanding Risks 

I am informed that, as in the practice of any healthcare discipline, there are certain risks associated with treatment. These risks include, but are 

not limited to: 

●​ Chiropractic/Manual Therapy: Fractures, disc injuries, dislocations, sprains, or, in rare instances, cerebrovascular injury (stroke). 

●​ Neurological Rehabilitation: Temporary dizziness, nausea, fatigue, or a short-term exacerbation of current symptoms as the nervous 

system adapts to therapy. 

I do not expect the doctor to be able to anticipate and explain all possible risks and complications. I wish to rely on the doctor to exercise 

professional judgment during the course of treatment, based on the facts then known, to act in my best interest. 

4. Voluntary Participation and Communication 

I understand that I have the right to ask questions about my care at any time. I am encouraged to report any new symptoms or concerns 

immediately. I understand that I may withdraw my consent and discontinue treatment at any time. 

5. Financial Policy and Insurance Disclaimer 

I understand and acknowledge that Kemp Chiropractic PA dba Kemp Functional Neurology is not a provider for any insurance company and does 

not accept or participate in any private insurance, Medicare, or Medicaid programs. 

●​ Payment Responsibility: I understand that I am fully responsible for the total cost of all services at the time they are rendered. The 

clinic will not bill my insurance company on my behalf. 

●​ Third-Party Reimbursement: Upon request, the clinic will provide me with a specialized receipt (often called a "superbill") containing the 

necessary codes and information. I may choose to submit this document to my insurance carrier to seek out-of-network 

reimbursement. 

●​ No Guarantee of Coverage: I understand that the clinic makes no representations or guarantees that my insurance company will 

provide any reimbursement for the services provided. 

 

6. Acknowledgement and Signature 

I have read, or have had read to me, the above consent. I have had the opportunity to ask questions and have had them answered to my 

satisfaction. By signing below, I agree to the procedures named above and accept the financial terms stated in Section 5. I intend this consent 

form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment at this clinic. 

Patient/Guardian Signature: _________________________________ Date: _______________ 

Witness Signature: ___________________________________________ Date: _______________ 

 



 

1. Please list/describe any traumatic events you have suffered even if you  feel it 
was small, I.E. Loss of consciousness, if so how long and was there  any ringing 
in ears, seeing stars, light sensitivity, double vision, etc.  

2. Please list/describe any surgeries you have had in your life.  

3. Please list/describe any medical conditions you have been diagnosed  with.  

4. Please list any medications, vitamins, minerals, herbal supplements you  are 
taking and what they are taken for.  

5. Please list if you had any birth traumas, I.E. C-Section, Forceps usage,  
suction cup use, cord wrapped around neck, long or difficult birth, etc.  

6. Please list any family history of neurological disorders, I.E. Multiple  
Sclerosis, Parkinsons, Lou Gehrig's disease, etc.  

7. Please list any family history of major medical conditions, I.E. Diabetes,  
Stroke, Heart Attack, etc.  
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