ACUPUNCTURE INFORMED CONSENT TO TREAT

Imwymmmamwmtommdammmmmmmdemmd
acupunctureonme(mmhpaﬁe’tmb&w,wmtmbgwymm)wmmmmmmm
licensed ists who now or in the future treat me while employed by, working or associated with or serving as back-up for the
aoupunduristnamedbelow,immmmMMmmmbememdﬁwwm,Mrmmm
form or not. -

{ understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na
(Chinese massage), Chinese herbal medicine, and nutritional counseling. | understand that the herbs may need to be prepared and the teas
consumed according to the instructions provided orally and in writing. The herbs may be an unpleasant smell or taste. | will immediately
noﬁfyamemberofmedimcaéﬁdmymmﬁdpa&dorunpbasanteﬁectsassodated%hemnsumpﬁmdmemms.

IhavebaenhformedthatwmxeSagmemﬂy&femﬁnddﬁammmmnmymsomesideeﬁmmwuﬁng,
numbness or tingling near the nesding sites that may last a few days, and dizziness or fainting. Bums and/or scarring are a potential risk of
moxibustion and cupping, o” when Teatment involves the use of heat lamps. Bruising is a common side effect of cupping. Unusual risks of
awpuncmreincéudespcrrmm‘swﬁage,navedamagemdoxganpmnhue,hﬁu&&ghngwﬂummmy Infection is
mmmm&mm@xm&mﬁemmmammmm

| understand that while this document describes the major risks of treaiment, other side effects and risks may occur. The herbs and
nutf&ona!suppiements1w@mmmmmmiwawm)mmmmmmmﬁwmmh
mepmdiceofmmhbdm,amsghsommybemxtimagem | understand that some herbs may be inappropriate during
pregnancy. Somp@b%eﬁ%of%g%mmmmmmm.mmm,m
tingling of the tongue. %Mﬁmﬁfya&écaistaﬂnmberwhoism:gformﬁlamampregnam

Idonotexpectthec?im!staﬁtobeaUetoanﬁdeeandexpiainallpossblerisisaMpompﬁwﬁmsofteahnmtmdlwishtnrelyonthe
dinmlstaﬁtoexerc‘sejudgmen‘-.dxingmecourseoftreatnemmthmecrnﬁcalstaﬂﬁmksatmetine,basedwmmmms
in my best interest. | understand that resulis are not guarantesd.

| understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept confidential
and will not be released without my written consent.

By voluntarily signing below, | show that | have read, or have had read to me, the above consent to treatment, have been told about the risks
and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. | intend this consent form to cover the
entire course of treatment for my present condition and for any future condition(s) for which | sesk treaiment.

ACUPUNCTURIST NAME:

(Date)

| PATIENT SIGNATURE x
(Or Patient Representative) {indicate relationship if signing for patient)




