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ACUPUNCTURE INFORMED CONSENT TO TREAT

[bookmark: _gjdgxs][bookmark: _GoBack]I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist indicated below and/or other licensed acupuncturists who now or in the future treat me while employed by, working or associated with or serving as back-up for the acupuncturist named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not.

I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling.  I understand that the herbs may need to be prepared and the teas consumed according to the instructions provided orally and in writing.  I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising, numbness or tingling near the needling sites that may last a few days, and dizziness or fainting.  Burns and/or scarring are a potential risk of moxibustion and cupping, or when treatment involves the use of heat lamps.  Bruising is a common side effect of cupping.  Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax).  Infection is another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment.

While I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, I wish to rely on the clinical staff to exercise judgement during the course of the treatment which the clinical staff thinks at the time, based upon the facts then known, is in my best interest.  I understand that results are not guaranteed.

I understand the clinical and administrative staff may review my patient records and lab reports, but all records will be kept confidential and will not be released without my written consent.

By voluntarily signing below, I show that I read, or have had read to me, the above 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.



	ACUPUNCTURIST NAME:




	PATIENT SIGNATURE                           
X                                                                                                                                           (Date)


(Or Patient Representative)                                                                           (Indicate relationship if signing for patient)




HIPAA Notice of Privacy Practices
Acupuncture

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

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health condition and related health care services. 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law. 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party. For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you. 

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission. 

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your physician’s practice. These activities include, but are not limited to, quality assessment, employee review, training of medical students, licensing, fundraising, and conducting or arranging for other business activities. For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. 

We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment, and inform you about treatment alternatives or 2 other health-related benefits and services that may be of interest to you. We may use or disclose your protected health information in the following situations without your authorization. These situations include: as required by law, public health issues as required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military activity and national security, workers’ compensation, inmates, and other required uses and disclosures. Under the law, we must make disclosures to you upon your request. Under the law, 




we must also disclose your protected health information when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500. 

Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to object unless required by law. 

You may revoke the authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization. 

YOUR RIGHTS 
The following are statements of your rights with respect to your protected health information. 

You have the right to inspect and copy your protected health information.  Under federal law, however, you may not inspect or copy the following records: Psychotherapy notes, information compiled in reasonable anticipation of, or used in, a civil, criminal, or administrative action or proceeding, protected health information that is subject to law that prohibits access to protected health information. You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the right to obtain paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically. 

You may have the right to have your physician amend your protected health information. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.  

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided in this notice. 

COMPLAINTS
You may complain to us or the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint. 

This notice was published and becomes effective on/or before April 14, 2003. 




We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number. 


Signature below is only acknowledgement that you have received this Notice of our Privacy Practices: 

Print Name:_____________________________ Signature:______________________________ 

Date:_______________






































                       Date:  ________________________


Personal Information:

Name:  _________________________________________________ 	DOB:  _________________ 	Age: _____  

Address:  _________________________________________________________________________________________________  

City/State/Zip: __________________________________________________________________________________________

Phone: ____________________________________________________________________________________________________  

Email:  ____________________________________________________________________________________________________  

Employer: ________________________________________________________________________________________________

Primary Doctor Name & Contact: ______________________________________________________________________

Emergency Contact (Name, Relation, Phone): ________________________________________________________

____________________________________________________________________________________________________________



Financial Information:

I understand that payment is expected at the time of services. An itemized statement can be provided to enable collection on an insurance claim.


Signature:  ___________________________________________________________  	Date: ____________________














      Date:  _________________
Patient Health History Questionnaire

Primary Health Concern (Why are you coming to the clinic today?): _____________________________________________________ ____________________________________________________________________________________________________________
Family Medical History:  ________________________________________________________________________________________ ____________________________________________________________________________________________________________

Please circle only those symptoms or conditions that apply to you below.
 
	ADDICTION ISSUES/ ALCOHOLISM
	HEADACHES/ MIGRAINES

	ALLERGIES
	HEARING LOSS

	ANXIETY
	HEART DISEASE

	ARTHRITIS
	HIGH BLOOD PRESSURE

	ASTHMA
	INSOMNIA

	BLACK STOOL
	JOINT PAIN/INFLAMMATION

	BLOOD IN URINE
	LIVER PROBLEMS

	BLOODY STOOL
	LOW BLOOD PRESSURE

	BREAST LUMP
	MEN’S HEALTH 

	CANCER
	MENSTRUAL PROBLEMS

	CHEST PAIN
	MUSCLE PAIN

	CHRONIC COUGH
	NAUSEA

	CONFUSION
	NOSE PROBLEMS

	CONSTIPATION
	NUMBNESS/ TINGLING

	COUGHING UP BLOOD
	PAIN ON URINATION

	DEPRESSION
	PALPITATIONS

	DIABETES
	POOR APPETITE

	DIARRHEA
	RAPID HEART RATE/ PALPITATIONS

	DIZZINESS
	SCANTY URINATION

	EAR PAIN
	SHORTNESS OF BREATH

	EXCESSIVE THIRST
	SKIN PROBLEMS

	EYE PROBLEMS
	SINUS PROBLEMS

	FAINTING
	SORE THROAT

	FATIGUE/ LOW ENERGY
	VAGINAL DISCHARGE

	FREQUENT COLDS
	VISION LOSS

	FREQUENT URINATION
	VOMITING

	GALLBLADDER PROBLEMS
	WEIGHT PROBLEMS

	HEADACHES/ MIGRAINES
	WOMEN’S HEALTH


Female: Are you currently pregnant? ☐  Yes	, ____ months     ☐  No	
Do you smoke tobacco (if so how many packs/day)?  ☐  Yes, ____ packs/day    ☐  No	Alcohol Consumption /day, /week: _______
Past Surgeries\Injuries & Dates: __________________________________________________________________________________
Known Allergies: ______________________________________________________________________________________________
Current Medications & Dosages: _________________________________________________________________________________
Height: ______ Weight: ______ Exercise: __________________________________________________________________________ 
Other health problems:  ________________________________________________________________________________________ 
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