                                                       [image: image1.png]the healing place @X@






Consent to Treatment Form
I, the undersigned, consent to acupuncture treatments, other procedures associated with Traditional Chinese Medicine by Nubian Flunder, L.Ac.  I have discussed the nature and purpose of my treatment with the above practitioner.

I understand that the Traditional Chinese Medicine methods of treatment used in this practice may include, but are not limited to, acupuncture, indirect moxibustion, cupping, infra-red heat therapy, electrical stimulation, Chinese Herbal Medicine, Tui Na, and nutritional counseling.  

Acupuncture/Moxibustion: I understand that acupuncture is performed by the insertion of needles through the skin or by the application of heat to the skin (or both) at certain points on or near the surface of the body in an attempt to treat bodily dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions.  I am aware that certain adverse side effects may result.  These could include, but are not limited to: local bruising, minor bleeding, fainting, pain or discomfort, and the possible aggravation of symptoms existing prior to acupuncture treatment.  I understand that no guarantees concerning its use and effects are given to me and that I am free to stop acupuncture treatment at any time.

Chinese Herbs: I understand that substances from the Oriental Materia Medica may be recommended to me to treat bodily dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions. I understand that I am not required to take these substances but must follow the directions for administration and dosage if I do decide to take them. I am aware that certain adverse side effect may result from taking these substances. These could include, but are not limited to: changes in bowel movement, abdominal pain or discomfort, and the possible aggravation of symptoms existing prior to herbal treatment.  Should I experience any problems, which I associate with these substances, I should suspend taking them and call the Chinese Medical Clinic as soon as possible.
Acupressure/Tui-Na Massage: I understand that I may also be given acupressure/tui-na massage as part of my treatment to modify or prevent pain perception and to normalize the body’s physiological functions.  I am aware that certain adverse side effects may result from this treatment.  These could include, but are not limited to: bruising, sore muscles or aches, and the possible aggravation of symptoms existing prior to treatment.  I understand that I may stop the treatment if it is too uncomfortable.

Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered with the acupuncture. I am aware that certain adverse side effects may result. These may include, but are not limited to: electrical shock, pain or discomfort, and the possible aggravation of symptoms existing prior to treatment. I understand that I may refuse this treatment.

I will notify my practitioner should I become pregnant or if I am in the process of trying to get pregnant so that my practitioner can avoid acupuncture points and herbal formulas that could induce miscarriage.  Otherwise, Traditional Chinese Medicine treatments can be very beneficial in the pregnancy and birthing process.

I understand that I can discuss risks and benefits further with my practitioner before signing if I so choose.  However, I do not expect my practitioner to be able to anticipate and explain all possible risks and complications of treatment. I rely on the practitioner to exercise his or her judgment in my best interest during the course of treatment, based upon the facts then known. I fully understand that there is no implied or stated guarantee of success or effectiveness of a specific treatment or series of treatments.

I understand that my practitioner may review my medical records and lab reports, but all my records will be kept confidential.  If it becomes necessary to share my health information, this will be handled in accordance with the stipulations detailed in the HIPAA Notice of Privacy Practices document that has been provided to me, and of which I have acknowledged receipt.

I hereby release Nubian Flunder, L.Ac. and The Healing Place from all liability that may occur in connection with the abovementioned procedures, except for failure to perform the procedures as outlined in the California legal scope of practice.  I understand that I am free to withdraw my consent and discontinue participation at any time.  

I have read, or have had read to me, the above Informed Consent to Treatment.  I have also had and opportunity to ask questions about its content, and by voluntarily signing this form. I acknowledge any inherent treatment risks, give my consent for treatment, and will issue payment for all healthcare received at this practice.  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.

Signature: ________________________________________________________
Date: ________________________

Printed Name: ____________________________________________________
Date of Birth: _________________;
2929 Summit Street, Suite 206 Oakland, CA 94609 (510) 459-8682 yourhealingplace@mac.com 
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