Chongxue Zhu, O.M.D., L. Ac., M.S.

Licensed Acupuncturist  of PA ;       Medical Doctor in China;        Medical Researcher in UPMC              

New Harmony Oriental Medicine

8001 Rowan Road, Suite 203

Cranberry Township, PA 16066

Tel: (724) 772-8048;Fax: (724) 934-1867

                         CONSENT FOR ACUPUNCTURE

I, ______________________, hereby request and consent to acupuncture treatment and/or herbal supplement recommendations for me provided by the provider of acupuncture services named above. I understand the acupuncture provider will explain all known risks and complications and I wish to rely on the acupuncture provider to exercise judgment during the course of the procedure. I have read the information below and understand the possible risk involved. I agree to the provider’s use of this treatment (if indicated).

· Acupuncture is a safe and effective method of treatment. However, it can occasionally cause slight bleeding that usually resolves with pressing dry cotton on the spot where the skin is bleeding. It is also normal for the patient to have a temporary warm, tight, sore or tingling sensation at the acupuncture site. Only single-use needles are used in these procedures.

· Electrical Stimulation/TENS uses microcurrent electricity to stimulate acupuncture points. A mild tingling sensation of electricity will be felt.

· Cupping involves a localized suction produced by heating a small glass cup. There is a possibility of local bruising from the suction and slight burning or blistering due to the heat involved in the technique. 

· Acupressure/TuiNa involves rubbing, kneading, pressing and stroking, etc., which may result in muscle soreness at the massage site that can last several days. This technique may require disrobing. I understand all attempts will be make to assure my privacy.

I consent to the treatment that involves the above procedures for my present condition(s) and any future conditions. I also understand and agree the health and accident insurance policies are an arrangement between and insurance carrier and myself. Furthermore, I understand this business entity will assist me in making collection form the insurance company and all amount paid will be credited to my account on receipt. However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. 

Patient signature_________________________________Date___________________________

Witness signature________________________________Date___________________________


