
Informed Consent Form 
PATIENT NAME ________________________________	 	 DATE ______________ 

New York State Education Law | Article 160, Acupuncture | §8211  

a) "Profession of  acupuncture" is the treating, by means of  mechanical, thermal or electrical 
stimulation effected by the insertion of  needles or by the application of  heat, pressure or 
electrical stimulation at a point or combination of  points on the surface of  the body 
predetermined on the basis of  the theory of  the physiological interrelationship of  body 
organs with an associated point or combination of  points for diseases, disorders and 
dysfunctions of  the body for the purpose of  achieving a therapeutic or prophylactic effect. 
The profession of  acupuncture includes recommendation of  dietary supplements and natural 
products including, but not limited to, the recommendation of  diet, herbs and other natural 
products, and their preparation in accordance with traditional and modern practices of  East 
Asian (Chinese, Korean or Japanese) medical theory. 

b) Each acupuncturist licensed pursuant to this article, shall advise each patient as to the 
importance of  consulting with a licensed physician regarding the patient's condition...  

Please Initial

- I understand that acupuncture involves the insertion of  sterilized, single-use filiform 
needles. I understand that, although very rare, acupuncture has the risk of  causing 
unintentional bleeding, bruising, fainting, infection, pneumothorax, miscarriage, organ 
puncture, and nerve damage. I understand that certain acupuncture techniques may 
cause intentional bleeding, based on the theories of  Chinese Medicine and that I will 
be informed and my specific consent will be sought in these cases. I will notify my 
acupuncturist immediately if  anything happens that is painful or unusual. __________

- I hereby request and consent to the performance of  acupuncture treatments on me or 
the patient name listed below, for which I am legally responsible, by licensed 
acupuncturists who are employed or contracted by Golden Light Acupuncture

__________

- I have read and understand the Schedule of  Fees (provided). I agree to pay the full 
charge for each visit I am scheduled as stipulated in the Schedule of  Fees. __________

- I understand that moxibustion and/or infrared therapy (“application of  heat…on 
points on the body”) incurs the possibility of  burns and/or scars and it is my 
responsibility to notify the practitioner in the event of  any sensation of  heat at the site 
of  therapy. I understand that massage, cupping, and Gua Sha (“pressure”) might be 
performed. Cupping and GuaSha will result in visible marks that appear like bruises 
on the skin. These are healthy, physiological responses to the treatment.

__________

!  1
GoldenLightAcupunctureNY.com    Document updated February, 2017

Golden Light Acupuncture

http://GoldenLightAcupunctureNY.com


Informed Consent pg. 2

 
I, the undersigned, do affirm that I have been advised by Golden Light Acupuncture to consult a 
licensed physician regarding the condition or conditions for which I seek acupuncture treatment 
and under no circumstances should I forego any medical treatment recommend by a doctor. In 

signing, I am voluntarily agreeing to all the above descriptions, terms, and conditions. 

PATIENT NAME ____________________________________________	  
 
PATIENT SIGNATURE ______________________________________ DATE ___________ 

(or Patient Representative;  indicate relationship if  signing for patient)    	 	 	 	  

SIGNATURE OF PRACTITIONER __________________________________________ 

(Golden Light Acupuncture keeps this document. Copy available upon request)

- I understand that Golden Light Acupuncture will keep all communications and 
records confidential, unless I consent in writing to share this information with others. 
However, I consent to the Practice’s use and disclosure of  my Protected Health 
Information (PHI) for the purpose of  providing treatment to me, for the purposes 
relating to the payment of  services rendered to me and for Golden Light 
Acupuncture’ general healthcare operations purposes. PHI relates to any information 
created or received by Golden Light Acupuncture, that relate to my past, present or 
future physical and mental health or condition, that either identifies me or where 
there is a reasonable basis to believe the information can be used to identify me. __________

- While there have been no warranties, assurances, or guarantees made to me, I consent 
and freely agree to receive acupuncture treatment from Golden Light Acupuncture. I 
understand that while Golden Light Acupuncture may make certain 
recommendations to me during the sessions, it is entirely my own decision whether or 
not to accept and follow these recommendations.  I have read and understood the 
information provided in this Consent Form, as well as all materials provided to me. I 
have asked any and all questions that I may have about the sessions and these 
questions have been answered to my full satisfaction.  __________

- I understand that there are certain treatment procedures that are inappropriate for 
women who are pregnant and that it is my responsibility to immediately tell 
my acupuncturist if  I become pregnant, so that proper precaution can be taken. 

__________

- I understand that dietary and herbal recommendations including, but not limited to 
the taking of  herbs, the use of  moxa, and certain dietary therapy might be offered. I 
will notify my acupuncturist immediately of  any changes that are surprising or 
alarming. 

__________

- I further agree to hold Golden Light Acupuncture harmless from any and all liabilities 
and claims which may arise as a result of  my participation in the acupuncture 
sessions.  I will not hold Golden Light Acupuncture responsible for the consequences 
of  any decisions I may make, or any actions I may take, or may choose not to take, 
following any recommendation made by Golden Light Acupuncture. __________
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