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Consent to Treatment Form 

By signing below, I do hereby voluntarily consent to be treated with acupuncture and/or substances 
from the Oriental Materia Medica by a licensed acupuncturist at the Three Moons Acupuncture Clinic. I 
understand that acupuncturists practicing in the state of Wisconsin are not primary care providers and 
that regular primary care by a licensed physician is an important choice that is strongly recommended 
by this clinic’s practitioners.  

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 effects 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 stop taking them and call the clinic as soon as possible.  

Acupressure/Tui-Na Massage, Cupping and GuaSha: I understand that I may also be given 
acupressure/tui-na massage, cupping, or guasha 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.  

Liniments/Essential oils and other Topicals: I understand that I may also be given liniments/topicals and 
essential oils as part of my treatment to alleviate pain 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: skin irritation, rash, pruritis and the possible aggravation of symptoms 
existing prior to herbal treatment. I understand that no guarantees concerning its use and effects are 
given to me and that I am free to stop treatment at any time. Should I experience any problems which I 
associate with these substances, I should stop using them and call the clinic as soon as possible.  
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I understand that there may be other treatment alternatives, including treatment offered by a licensed 
physician.  

I have carefully read and understand all of the above information and am fully aware of what I am 
signing. I give my permission and consent to treatment.  

Cancellation Policy: To avoid being billed for a missed appointment, Three Moons Acupuncture requires 
24-hours advance notice if you must change or cancel your appointment.  

Consent To The Use And Disclosure Of Health Information For Treatment, Payment, Or Healthcare 
Operations I understand that as part of my healthcare, this organization originates and maintains health 
records describing my health history, symptoms, examination and test results, diagnoses, treatment and 
any plans for future care of treatment.  

I understand that this information serves as:  
• A basis for planning my care and treatment.  
• A means of communication among the healthcare professionals who contribute to my care.  
• A source of information for applying my diagnosis and treatment information to my bill. I understand 
that I have the right:  
• To request restrictions as to how my health information may be used or disclosed to carry out 
treatment, payment or healthcare operations – and that the organization is not required to agree to the 
restrictions requested.  
• To revoke this consent in writing, except to the extent that the organization has already taken action 
in reliance thereupon.  

 

Signature: _______________________________________________ Date: ________________________  

 

Printed Name: ____________________________________________Date of Birth: _________________  

 

Address:______________________________________________________________________________ 

 

City: ________________________ State: _________Zip Code: ____________Phone: ________________ 

 


