Acupuncture Patient Consent Form

Healing Steps of Acupuncture, 999 Broadway, Suite 101-F, Saugus, MA 01906
________________________________________________________________

I hereby request and consent to the performance of acupuncture treatments and other

Oriental medicine procedures on me by Lisa M. Mackay, Licensed Acupuncturist.

I understand that methods or treatments may include, but are not limited to,

acupuncture, moxibustion, cupping, bloodletting, electrical stimulation, Tui Na (Chinese

massage), Chinese herbal medicine and nutritional counseling.

I understand that acupuncture, with or without herbs, is not meant to replace

conventional medicine, should my case warrant it. I further understand that any

Western diagnosis of my condition must be performed by a licensed physician and that I

shall be responsible for consulting with the necessary physician(s). I further understand

that Healing Steps of Acupuncture makes no claim about curing my condition.

I understand that Healing Steps of Acupuncture will take all possible measures to keep my

personal information confidential. May it be necessary for my practitioner to contact

another one of my health care providers in order to coordinate medical treatment, to

discuss an emergency situation and /or to share appropriate medical information, my

signature gives my practitioner permission to release my medical records for the

reasons listed above.

I agree to have Healing Steps of Acupuncture contact me over the phone or by e-mail about

appointment time(s).

I agree that the full appointment fee could be charged to my account if cancellation or rescheduling is not done 24 hours prior to the date of my appointment, and Healing Steps of Acupuncture is not able to fill that appointment.
I agree to pay full charges incurred for services rendered, above any insurance coverage.

I have read the above consent. I have also had an opportunity to ask questions about its content, and by signing below I agree to the above-named procedures. 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.

____________________________________________                   _______________________
Patient’s signature                                                                           Date
____________________________________________

Patient’s printed name

_____________________________________________________________________________
Patient’s address

_______________________________                    ____________________________________
Patient’s phone number                                         Patient’s email address
