
DATE: 

PATIENT INFORMATION CONTACT INFORMATION 

Name Telephone 
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Informed Consent to Acupuncture Treatment 
I, the undersigned, hereby request and consent to treatment by acupuncture. I am hereby informed 
that the treatment methods are all generally safe, but there may be some side effects or risks. There 
are some risks to treatment, including bruising of the skin and/or slight bleeding, weakness, fainting 
and aggravation of symptoms existing prior to acupuncture treatment. As with any invasive 
procedure there is a risk of puncturing organs (extremely rare). At the site of the needle insertion 
there may be soreness, numbness, tingling, or swelling. There is a small risk of infection at the 
needle site.  The acupuncturist uses one-time use, sterile disposable needles. In no case is a 
needle ever reused. 
 
I understand that acupuncture received at the IVF clinic is Independent contract work and is in no 
way affiliated with any clinic or acupuncture office that the acupuncturist is affiliated with or referred 
from.  I also understand the acupuncturist is an independent contractor and is no way affiliated with 
the IVF clinic where the acupuncture is performed.  I will in no way hold the acupuncturist 
responsible for the conditions of the IVF clinic where the acupuncture is performed.  This includes 
any procedures that occur before/after acupuncture, physical conditions of the clinic that may cause 
discomfort or physical harm, any slip/fall occurrences, or sanitary conditions of the clinic.  
 
If I have a bleeding disorder, pacemaker, high blood pressure, local infection or have been 
prescribed anticoagulant medications. By signing below I state that I have informed my 
acupuncturist of such conditions. 
 
I understand that I have the right to refuse any part of treatment. I do not expect my practitioner to 
be able to anticipate and explain all the possible complications of treatment. I rely on the practitioner 
to exercise his or her judgment in my best interest during course of treatment, based upon the facts 
then known. I understand that no guarantee of cure or improvement in my condition is given or 



implied. I have read or have had read to me, this informed consent form. I have also had the 
opportunity to ask questions about its content, and by signing below, I agree to a course of 
treatment. I intend this consent form to cover my entire course of treatment for my present condition 
and for any future condition(s) I seek treatment for which I seek treatment with this practitioner. I 
understand that the treatment here is not a replacement for medical care. 
 
I understand that this treatment is in no way a guarantee of positive pregnancy results and that any 
fees paid are non-refundable.  
 
With this knowledge, I voluntarily consent to the above procedures.  
 
 
 
 
______________________________________                                ___________________ 
Patient’s Signature  Date 
 
 
 
 
_______________________________________                              ____________________ 
L.Ac. Signature                                                                                   Date 
 
 


