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PERFORM AND RECOVER
Chris Sullivan, D.C., M.S. Nikki Tukdarian, D.C., M.S

1315 Allaire Ave.
Suite 2

Ocean, NJ 07712

INFORMED CONSENT

I (the patienUguardian) hereby request and consent to the performance of chiropractic
adjustments and other chiropractic procedures, including various modes of athletic recovery,
physical therapy and massage or soft tissue therapy on myself (or on the patient named below,

for whom I am legally responsible) by the Doctor of Chiropractic named below and/or other
licensed Doctors of Chiropractic who now or in the future work at Perform and Recover. ln the

event of emergency, the parenUguardian will be notified as soon as possible.

I have had an opportunity to discuss with the Doctor of Chiropractic and/or with other
office or clinic personnel the nature and purpose of Chiropractic adjustments and other
procedures. I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice of
chiropractic there are some risks to treatment, including but not limited to fractures, disc injuries,

strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain

all risks and complications, and I wish to rely upon the doctor to exercise judgment during the

course of the procedure which the doctor feels at the time, based upon the facts then known to
him or her, is in my best interest.

I have read, or have had read to me, the above consent. I have also had an opportunity
to ask questions about its content, and by signing below I agree to the above-named
procedures. 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.

PatienUAthlete Signature_ Date _
ParenUGuardian Signature Date_



PERFOR'I'I AND RECOVER
Chris Sullivan, D.C., M.S Nikki Tukdarian, D.C., M.S

1315 Allaire Ave.
Suite 2

Ocean, NJ 07712

CANCELLATION POL'CY

We understand that life happens and sometimes you have to miss your scheduled appointment.
ln order to assure we can best utilize our time and accommodate patients in the event of a
cancellation, our policy is as follows:

1) Please cancel your scheduled appointment within 12 hours of the start of theshiftso
we can attempt to fill the vacant time slot.

2) lf you are going to be more than l5 minutes late for your appointment, please call, text
or message to reschedule the appointment.

3) lf you miss an appointment without calling, messaging or texting to inform us or cancel
within the window mentioned above and we cannot fill the spot, you get one miss no

charge. After the first miss, we will ask to keep a card on file and charge a full office
visit price as a cancellation fee . lf you do not have a card, payment of fee will be due at
your next appointment. lf you do not reschedule within a month of your missed
appointment, you will be billed for the fee.

4) lf you have a standing appointment and do not cancel within the parameters set above,
you will get one free miss. On the second miss, your standing appointment will be
removed.

I, (print patient name) have read and understood the above
policy and agree to the terms and conditions set forth above

Patient or Parenucuardian Signature Date


