
Consent to a Chiropractic Initial Assessment 
at Infinite Healing Chiropractic & Wellness Centre with Dr. Aly Shariff, D.C. 

I hereby request and consent to the performance of a Chiropractic health history, computerized 
spinal scan and physical examination, which may include orthopedic/muscle/reflex testing or 
any other diagnostic procedures that the doctor deems relevant to my case.  These procedures 
will be performed by the Chiropractor, Dr. Aly Shariff.  I understand that this is not consent to 
treatment, but just to the above mentioned procedures.  I have read the above consent, and 
had the opportunity to ask questions about its content. By signing below, I agree to the above 
mentioned Chiropractic procedures being performed.      

Name __________________________ Signature of Patient ______________________ 

Date ___________________________ Witness ______________________________ 

X-Ray Consent
Is there any chance that you are pregnant? Yes No Not Sure 

Height_______________________ 
Weight______________________ 

Date of Birth________________________ 
Age______Sex: Male Female         Other

I also consent to having diagnostic X-rays taken by Dr. Aly Shariff at Infinite Healing Chiropractic 
& Wellness Centre. 

Name ___________________________ Signature____________________________ 

Date____________________________ Witness______________________________ 

------------------------------------------------------------------------------------------------------------ 
CHIROPRACTOR’S USE ONLY 

X-Ray Parameters

 Cervical A/P 
Measurement: ______ 

KVP:    70
MA:    120

Time: ______    

Distance: 40inches/100cm 

Thoracic A/P
Measurement: ______ 
KVP:  85       90
MA:   300
Time: ______    
Distance: 40inches/100cm 

Cervical Lateral 
Measurement: ______ 
KVP:    70 
MA:    240
Time: ______  
Distance: 
40inches/100cm 

Lumbar Lateral 
Measurement: ______ 
KVP: 90       95       100 
MA:   240        300
Time: ______  
Distance: 
40inches/100cm 

Thoracic Lateral 
Measurement: ______ 
KVP: 85       90
MA:   300
Time: ______  
Distance: 
40inches/100cm 

Base Posterior 
Measurement: ______ 
KVP:  70        85       90
MA:   120       240
Time: ______  
Distance: 
40inches/100cm 

Lumbar A/P 
Measurement: ______ 
KVP:    90       95       100
MA:    240       300
Time: ______    
Distance: 40inches/100cm 
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