




X-ray examination of the abdomen and pelvis expose the uterus to radiation. The ten days following onset of last menstrual cycle 

are generally considered safe for X-ray examination.

If pregnant, X-rays will not be performed.

Patient Signature: _____________________________________________________________________________________________ Date: __________________

Guardian Signature: ___________________________________________________________________________________________ Date: __________________

X-RAY CONSENT FOR WOMEN OF CHILDBEARING AGE

I hereby grant Blossom Family Chiropractic permission to take photographs of myself and/or my children, and to publish those 

photographs on our website, social media accounts, and promotional materials.

Patient Signature: ______________________________________________________________________________________________ Date: __________________

CONSENT TO PHOTOGRAPHY 

INTEGRATIVE CARE CONSENT

Name & Location of Primary Care Physician:_______________________________________________________

Name & Location of OB/GYN and/or Midwife:______________________________________________________

Signature: ______________________________________________________

We love integrative care. Do we have permission to share your progress with your OB/GYN, Midwife and/or PCP?          Yes         No
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