Date  

X____________________________________________ 

Date: ________________________ 

Date of Birth: _________________ 

    Patient’s Signature  

    Explained by me and signed in my presence     Date 

Lifegate Acupuncture, Inc. 

Consent to Treatment Form 

By signing below, I do hereby voluntarily consent to be treated with acupuncture and/or substances from the Oriental Materia 

Medica by a licensed acupuncturist at Lifegate Acupuncture.  I understand that regular primary care by a medical doctor is an important choice that is strongly recommended by this clinic’s practitioners. 

Acupuncture/AIT/Moxibustion: I understand that acupuncture is performed by the insertion of needles through the skin or by the 

application of heat to the skin (or both) at certain points on or near the surface of the body in an attempt to treat bodily 

dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions.  I am aware 

that certain adverse side effects may result.  These could include, but are not limited to: local bruising, minor bleeding, 

fainting, pain or discomfort, and the possible aggravation of symptoms existing prior to acupuncture treatment.  I understand 

that no guarantees concerning its use and effects are given to me and that I am free to stop acupuncture treatment at any time. 

Chinese Herbs: I understand that substances from the Oriental Materia Medica may be recommended to me to treat bodily 

dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions. I 

understand that I am not required to take these substances but must follow the directions for administration and dosage if I do 

decide to take them. I am aware that certain adverse side effect may result from taking these substances. These are rare and 

could include, but are not limited to: changes in bowel movement, abdominal pain or discomfort, and the possible aggravation 

of symptoms existing prior to herbal treatment.  Should I experience any problems, which I associate with these substances, I 

should suspend taking them and call the Lifegate Acupuncture as soon as possible. 

Acupressure/Cupping/Massage: I understand that I may also be given acupressure/tui-na/massage as part of my treatment to modify or prevent pain perception and to normalize the body’s physiological functions.  I am aware that certain adverse side effects may 

result from this treatment.  These could include, but are not limited to: bruising, sore muscles or aches, and the possible 

aggravation of symptoms existing prior to treatment.  I understand that I may stop the treatment if it is too uncomfortable. 

Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered with the acupuncture. I am 

aware that certain adverse side effects may result. These may include, but are not limited to: electrical shock, pain or 

discomfort, and the possible aggravation of symptoms existing prior to treatment. I understand that I may refuse this treatment. 

I understand that there may be other treatment alternatives, including treatment offered by a licensed physician. 

I have carefully read and understand all of the above information and am fully aware of what I am signing.  I understand that I 

may ask my practitioner for a more detailed explanation.  I give my permission and consent to treatment. 

Signature: ________________________________________________________ 

Printed Name: ____________________________________________________ 

Address: _____________________________________________________________________________________________ 

City: ________________________         State: ____________     Zip Code: _____________     Phone: ________________ 

SIGN BELOW ONLY IF YOU REQUESTED AND RECEIVED MORE DETAILED INFORMATION  

I requested and received, in substantial detail, further explanation of the procedure or treatment, other alternative 

procedures or methods of treatment, and information about the material risks of the procedure or treatment.  I give 

my permission and consent to treatment. 

X_______________________________________ 

Appointment Cancellation Policy

A scheduled appointment at our clinic is viewed as a commitment and connection between the practitioner and the patient. 

Fees for missed appointments:

We understand that life gets hectic and there is sometimes a need to cancel or change an appointment. Should you need to cancel or change an appointment please call at least 24 hours in advance. 48 hour advance cancellation is preferred and 24 hour advance notice is required. It is your responsibility to remember your appointment and mark it in your calendar. We do not provide confirmation reminder calls at this time.

There is a full visit fee for missed appointments without a 24 hour notice. Missed appointment fees will be collected at the time of your next treatment. My intention is not to collect missed appointment fees but to be able to properly allocate time for all my clients.

If you are unable to keep your appointment, please notify us as soon as possible. If no one is available to answer your call please be sure to leave a message. 

Because we do not double-book appointments, when you break your appointment without proper notice, we are not able to fill the empty spot to serve other patients in need of healing. 

We recommended to arrive 5-10 minutes before your appointment so you can relax and not feel rushed.

Our clinic in turn will do our best to minimize your waiting time. Those who are late will have a shorter session so the next patient won't have to wait. If you are more than 20 minutes late this will be considered a cancellation. The cancellation fee must be collected at that time and your appointment will need to be rescheduled.

We value your time, so please value ours as well. We are committed to providing you top quality care. Your cooperation and consideration are greatly appreciated.

Please sign below to acknowledge that you have read and understand our cancellation policy and will abide by the terms set forth herein.

X____________________________________________
 

   Patient's Signature



Date

Consent to the Use and Disclosure of Health Information  

for Treatment, Payment, or Healthcare Operations 

I understand that as part of my healthcare, Lifegate Acupuncture originates and maintains 

health records describing my health history, symptoms, examination and test results, 

diagnoses, treatment, and any plans for future care or treatment. I understand that this 

information serves as: 

 a basis for planning my care and treatment  

 a means of communication among the many health professionals who contribute to my care  

 a source of information for applying my diagnosis and treatment information to 

my bill  

 a means by which a third-party payer can verify that services billed were actually provided  

 and a tool for routine healthcare operations such as assessing quality and 

reviewing the competence of healthcare professionals  

I understand and have been provided with a Notice of Information Practices that 

provides a more complete description of information uses and disclosures. I understand 

that I have the right to review the notice prior to signing this consent. I understand that 

the organization reserves the right to change their notice and practices and prior to 

implementation will mail a copy of any revised notice to the address I’ve provided. I 

understand that I have the right to object to the use of my health information for directory 

purposes. I understand that I have the right to request restrictions as to how my health 

information may be used or disclosed to carry out treatment, payment, or healthcare 

operations and that the organization is not required to agree to the restrictions 

requested. I understand that I may revoke this consent in writing, except to the extent 

that the organization has already take action in reliance thereon. 

 I request the following restrictions to the use or disclosure of my health information: 

 ______________________________________________________________

_______________________________________________________________

Signature of Patient or Legal Representative Witness 

Date Notice Effective Date or Version 

 ____Accepted ______ Denied 

Signature______________________________ 

Date: _________________________________ 

