
 

 

 

Dear Consult: 

 

Please keep in mind that any further treatment, outside of your consultation, that may be provided to 

you at your request, will be provided at rates that are regularly charged by this office. 

 

Thank you for your cooperation. 

 

Yours in health, 

Blue Ribbon Chiropractic 

 

 

______________________________________________________ 

Consult Print Name 

 

_______________________________________________________    Date:________________________ 

Consult Signature 

 


