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Informed Consent for Acupuncture Treatment
I hereby request and consent to the performance of acupuncture treatments and other Oriental Medicine
procedures, including various modes of physiotherapy on me (or the patient named below, for whom I am
legally responsible) by the acupuncturist named below and/or other licensed acupuncturists who now or in
the future treat me while working or associated with, or serving as a back-up for the acupuncturist named
below, including those working at this or any other office, whether signatories to this form or not.
I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion,
cupping & gua sha, electrical stimulation, breathing techniques, exercise therapy, Tui-Na (Chinese
massage), Chinese or western herbal medicine, and nutritional counseling.
I have been informed that acupuncture is a safe method of treatment, but that it may have side effects,
including bruising, numbness or tingling near the needling sites that may last a few days, and dizziness or
fainting. I understand that I should not make significant movements while the needles are being inserted,
retained, or removed. Bruising is a common side effect of cupping and gua sha. Unusual risks of
acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture
(pneumothorax). Infection is another possible risk, although the acupuncturist below uses sterile disposable
needles and maintains a clean and safe environment. Burns and/or scarring are a potential risk of
moxibustion. I understand that while this document describes the major risks of treatment other side effects
and risks may occur.
The herbs and nutritional supplements (which are from plant, mineral, and animal sources) that have been
recommended are traditionally considered safe in the practice of Chinese medicine, although some may be
toxic in large doses. I understand that some herbs may be inappropriate during pregnancy. Some possible
side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives and
tingling of the tongue.
I understand that the herbs need to be consumed according to the instructions provided orally and in
writing. I understand that some herbs may have an unpleasant taste or smell. I will immediately notify the
acupuncturist of any unanticipated or unpleasant effects associated with the consumption of the herbs. I
will notify the acupuncturist who is caring for me if I am or become pregnant.
I do not expect the acupuncturist to be able to anticipate and explain all possible risks and complications of
treatment, and I wish to rely on the acupuncturist to exercise judgment during the course of treatment
which the acupuncturist thinks at the time, based upon the facts then known, is in my best interest. I
understand that results are not guaranteed.
By voluntarily signing below I show that I have read, or have had read to me, this consent to
treatment, have been told about the risks and benefits of acupuncture and other procedures, and
have had an opportunity to ask questions. 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.
______________________________________
Print Name of Patient

Mark Fields L.Ac.
Print Name of Acupuncturist

_______________________________________
Signature of Patient (or Representative)

Signature of Acupuncturist

______________________________________
(Print Name of Patient Representative)

Terri Richmond
(Print Name of Witness/Translator)

_______________________________________
Date Consent Completed

(Signature of Witness/Translator)
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Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (“HIPPA”) is a federal program that requires that all
medical records and other individually identifiable health information used or disclosed by us in any form, whether
electronically, on paper, or orally, are kept properly confidential. This Act gives you, the patient, significant new
rights to understand and control how your health information is used. HIPAA proves penalties for covered entities
that misuse personal health information.
As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy of your
health information and how we may use and disclose your health information.
•
•

•

TREATMENT means providing, coordination, or managing health care and related services by one or more
health care providers. An example of this would include a physical examination.
PAYMENT means such activities as obtaining reimbursement for services including third-party payers,
confirming coverage, billing or collection activities, and utilization review. An example of this would be
sending a bill for your visit to your insurance company for payment.
HEALTH CARE OPERATIONS include the business aspects of running our practice, such as conducting
quality assessment and improvement activities, auditing functions, cost-management analysis, and customer
service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to individually
identifiable information.
We may contact you to provide appointment reminders or information about treatment alternatives or other healthrelated benefits and services that may be of interest to you.
Any other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by the written request, except to the extent that we
have already taken actions relying on your authorization.
You have the following rights with respect to your protected health information, which you can exercise by presenting
a written request to the Privacy Officer:
•

•
•
•

The right to request restrictions on certain uses and disclosures of protected health information, including
those related to disclosures to family members, other relatives, close personal friends, or any other person
identified by you. We are, however, not required to agree to a requested restriction. If we do agree to a
restriction, we must abide by it unless you agree in writing to remove it.
The right to reasonable requests to receive confidential communications of protected health information from
us by alternative means or at alternative locations.
The right to inspect and copy your protected health information.
The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to provide you with notice of
our legal duties and privacy practices with respect to protected health information.
I have received, read and understand your NOTICE OF PRIVACY PRACTICES stated above.

PRINT PATIENT’S OR GUARDIAN’S NAME

SIGNATURE OF PATIENT/GUARDIAN

DATE
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Notice to our Patients Regarding Cancelled or
Missed Appointments

Accredited Acupuncture of Sacramento has always had a policy of requesting that our
patients give us at least one day’s notice if they need to cancel an appointment. This has
been a courtesy request so that we may make that time slot available to another patient.
We also have had a long-standing policy that we may charge the patient for a missed or
cancelled appointment without sufficient notice.
At this time we are going to begin to enforce our existing policies:
There will be a $25.00 charge for appointments missed or cancelled with less than
a day’s notice.
The missed/cancelled appointment fee is due directly from the patient, and will
not be billed to any Third Party such as Private Health Insurance, Workers
Compensation, Auto Med-pay, or any other Third Party Payer source.
It is important that you stay with your Treatment Plan in order to get the maximum
benefit from your Acupuncture care. You have come to our office for treatment results,
and if you do not follow through by keeping your appointments, then you have not given
us the chance to best help you.
To summarize, we wish to be understanding and compassionate towards our patients, and
we do expect courtesy and consideration in return.

I have read and understand the clinic’s Policy regarding cancelled or missed
appointments, and agree to the terms stated above.

______________________
Print Patient or Guardian’s Name

_____________________
Signature

___________
Date

