
 
Informed Consent for Acupuncture Treatment and Care 

 
 I hereby request and consent the performance of acupuncture treatment and other Oriental Medicine 
procedures by the below named licensed acupuncturist and/or other licensed acupuncturists to now or in the 
future treat me while employed by working or associated with or serving as a back-up for the treating 
acupuncturist named below including those working at the office or any other office or clinic. 
 
 I understand that: Acupuncture therapy is not a substitute for medical examination and diagnosis. It is 
recommended that I see a medical doctor for any physical ailment for which I may seek acupuncture treatment. 
 
 I fully understand that: The acupuncture therapy is a safe method of treatment. I have been informed that 
acupuncture therapy may involve the insertion of several sterile and disposable needles into the skin and realize 
that some bruising, soreness and superficial bleeding are on occasional occurrence near the needle sites that last 
for a few days. 
 
Cupping bodywork therapy is an adaptation of an ancient technique; the purpose of this technique to promote 
health and healing by: loosening soft tissue and connective tissue, scarring and adhesion moving stagnation and 
increasing lymphatic flow and circulation. This therapy utilizes silicone or plastic cups and a vacuum pistol to 
create suction on the body surface. These cups are moved over the skin using gliding, shaking, popping and 
rotating techniques while gently pulling up on the cup or may be parked for a short time to facilitate joint 
mobilization or soft tissue release. Suction reaches deep into the soft tissue, attachments and organs. Another 
benefit is to pull toxins and inflammation from the body to the surface of the skin where the lymphatic system 
can more readily eliminate them. 
 
Potential Reactions to Cupping are temporary and may include: 

• Discoloration due to toxins and old blood being brought to the surface 
• Post tenderness: usually less than experienced from deep tissue work 
• Redness and Itching: increased vaso-dilation and/or inflammation brought to the surface 
• Decreased Blood Pressure: due to vaso-dilation and/or nervous system sedation 

 
I understand that: The clinical and administrative staff can review my medical records and all reports, 

but all my records will be kept confidential and will not be released without my written consent. 
I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions 

about its content, and by signing below I agree in the above-named procedures. 
I intend this consent form to cover the entire course of treatment for my present condition and any future 

condition(s) for which I may seek treatment.  
 
 
 
 
_______________________________        ________________________      ________________ 
Patient’s Name (or guarantor) Witness                          Signature        Date 
 
 
 
 
Time & Signature of Treating Acupuncturist:  ______________________________ 


