
ACUPUNCTURE
INFORMED CONSENT

Please initial at each of the following points and sign at the bottom:

_____ I agree to receive treatments by Julie Suarez Cormier, Matt Stone, and Julie Bibleheimer, 
licensed acupuncturists at Vermont Community Acupuncture.  Treatments may include, but are 
not limited to, the insertion of sterilized, disposable acupuncture needles into my body, the use of 
moxa, (a therapeutic herb), pressballs, gua sha, cupping, a heat lamp, electro-acupuncture, laser 
acupuncture, or the insertion of intradermal needles. I understand that each of these therapies will 
be explained to me before they are performed, and that I may verbally revoke my consent to 
receive any of these therapies at any time.

_____I understand that acupuncture is a safe method of treatment, but occasionally there may be 
some bruising, numbness, or tingling near the treatment site that lasts a few days. I understand 
that gua sha and cupping may cause bruising that will subside after a few days.

_____I understand that certain types of therapies are contraindicated if I become pregnant, and I 
will inform the staff if I am or become pregnant.
  
_____I agree to remain lying down or sitting down in the position decided upon by myself and 
the acupuncturist for the duration of my treatment and not to remove, manipulate, or reinsert any 
of the needles used for my treatment. I understand that if any of my needles cause me discomfort 
I may ask the acupuncturist to remove them.

_____I agree not to come to the clinic under the influence of alcohol or recreational drugs.

_____I understand that I am expected to arrive at my appointment at the scheduled time, and that 
if I am unable to come in for my treatment I am expected to call the clinic 24 hours before my 
treatment is scheduled to begin or pay $25 for the time that was reserved.

_____I understand that my medical record will not be released without my written consent.

_____I agree to maintain the confidentiality of all other patients in the clinic.

_____I understand that if my behavior does not comply with the policy of the clinic that I may be 
refused treatment, suspended from treatment, or asked not to return to the clinic.

I have read, or have had read to me, the above consent to treatment and clinic policy. I have had 
an opportunity to ask questions, and by signing below I agree to the above.

Name (Print)______________________________ Signature_____________________________

          Date_________________________________
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