
 
 

Voluntary Informed Consent to Treat 
 
 
I voluntarily consent to participate in therapy performed by or under the supervision of Amy E. 
White, Acupuncture Physician. 
 
I understand that the scope of treatment may include, acupuncture, auricular acupuncture, 
acupressure, acupoint injection therapy, infra-red heat, muscle stimulation, cupping, tuina, gua-
sha, earseeds, reflexology, Chinese herbal and western formulas, supplements, essential oils, 
homeopathic remedies, and Bio Charger NG. 
 
I understand that acupuncture or certain herbal and homeopathic remedies may be 
contraindicated during the following conditions: pregnancy, a prevailing condition of stress, 
fatigue, or a weakened immunitv/state. 
 
I understand that under certain conditions nausea, dizziness or fainting may occur. I also 
understand that bruising, hematomas, bleeding, temporary soreness, or the temporary 
aggravation of symptoms prior to treatment and following treatment may occur. 
 
No guarantees or assurances have been made concerning the results of this treatment or 
procedure. I have not withheld any information regarding my medical history and unless 
otherwise stated, I assert that I am in good health and I am fully aware of what I am signing. 
 
All professional fees are due in full at the time services are rendered. I hereby acknowledge and 
accept full responsibility for any and all costs incurred. 
 
 
Patient Signature _______________________________________________________________ 
 
Date________________ 
 
 

Cancellation Policy 
 
I agree to cancel or reschedule appointments with a minimum of 24 hours' notice. I understand 
that each incident will result in a $95 fee. 
 
Patient Signature _______________________________________________________________ 
 
Date________________ 











HIPAA Compliance Patient Consent Form  
Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.  

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature that you 
have reviewed our notice before signing this consent.  

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.  

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare 
operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Health 
Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or 
healthcare operations.  

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially anonymous 
usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not 
be retroactive.  

By signing this form, I understand that:  

• Protected health information may be disclosed or used for treatment, payment, or healthcare operations.  
• The practice reserves the right to change the privacy policy as allowed by law.  
• practice has the right to restrict the use of the information but the practice does not have to agree to those restrictions.  
• The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.  
• The practice may condition receipt of treatment upon execution of this consent.  

May we phone, email, or send a text to you to confirm appointments?    YES NO 
 
May we leave a message on your answering machine at home or on your cell phone?   YES NO 
 
May we discuss your medical condition with any member of your family?    YES NO 

If YES, please name the members allowed:  

___________________________________________________________________________________________________  

___________________________________________________________________________________________________  

 

 

This consent was signed by: ____________________________________________________  
     (PRINT NAME PLEASE)  
 

Signature: ________________________________________________________________ Date: _________________  

Witness: _________________________________________________________________ Date: _________________  

 
 
 


