Informed Consent to Care
[bookmark: _GoBack] 
I hereby request and consent to the performance of acupuncture, East Asian medicine treatments, and medical massage (including Myocytal Re-education therapy). I have discussed the nature and purpose of my treatment with the consulting licensed practitioner. I understand that methods of treatment may include but are not limited to acupuncture, moxibustion, cupping, electrical stimulation, medical massage (including Myocytal Re-education therapy), and Chinese or Western Herbal Medicine. I have been informed that acupuncture and medical massage (including Myocytal Re-education therapy) are  safe methods of treatment but that they may have side effects including, bruising, numbness, soreness, dull achy feelings, stiffness, or tingling near or related to the needling sites that may last a few days, and dizziness or fainting. Bruising is a common side effect of cupping and massage. Unusual risks of acupuncture can include spontaneous miscarriage, nerve damage, and organ puncture, including lung puncture. Infection is another possible risk although this site uses sterile, disposable needles and maintains a clean and safe environment. Burns and/or scarring are a potential risk of moxibustion. I understand that while this document describes the major risks of treatment, other side effects and risks may occur.
The herbs and nutritional supplements which be recommended are traditionally considered safe in the practice of Chinese Medicine, although some may be toxic in large doses. I understand that some herbs may be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, diarrhea, rashes, hives, indigestion, and tingling of the tongue. I understand that the herbs need to be prepared and the decoction consumed according to the instructions provided orally and in writing. The herbs may have an unpleasant smell or taste; I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbal remedies. 
I will notify the clinical staff if I am or become pregnant. I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, and I wish to rely on the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts known to them, and is in my best interests. 
I understand that East Asian medicine has a great deal to offer as a health care system, it cannot totally replace the resources available through biomedical physicians. Consequently, we recommend that you consult a licensed physician regarding any condition or conditions for which are seeking acupuncture treatment. 
I understand that my signature authorizes the release of any medical information necessary to process a claim for insurance benefit coverage. It does not authorize release of medical information for any other purpose.


Patient/Guardian’s Name (print) _________________________________

Patient/Guardian’s Signature   __________________________ Date signed ___________



Authorization for owed balances and Late, Cancel, and No Show Fees:

I hereby authorize Emergent Healing to charge the indicated credit card for services rendered by Emergent Healing in accordance with the Emergent Healing fee schedule. I understand that Emergent Healing will file any insurance claims on my behalf, however if said claim is denied, I acknowledge that I am responsible to pay the balance owing for said service. If Emergent Healing is unable to process my payment, I will be responsible for an alternate payment arrangement and all late fees that occur. Emergent Healing will notify client with an account statement prior to any charges to credit card. I understand that this agreement shall remain in force unless I cancel it in writing. I agree to contact the clinical staff at least 24 hours prior to my appointment to cancel or reschedule it. By signing this form I give Emergent Healing permission to charge me the full amount for my scheduled appointment time if canceling or rescheduling is less than the 24 hours before you appointment. I will not dispute Emergent Healing charges to my credit card so long as the amount in question is for services rendered and/or part of clinic late cancel and no show policy. I guarantee and warrant that I am the legal cardholder for this credit card and that I am legally authorized to enter into this agreement with Emergent Healing. I acknowledge that I have read and agree to all of the above terms and conditions.


Patient/Guardian’s Name (print) _________________________________

Patient/Guardian’s Signature   __________________________ Date signed ___________
