Acupuncture Therapy - Consent and Release Form
Acupuncture Therapy done by XXX  XXXX  （RMT with Acupuncture Certificate ）
Acupuncture is a traditional Chinese medicine practice that involves the insertion of thin needles into the body. It is an alternative form of medicine that stimulates sensory nerves in the skin and muscles, potentially aiding in the treatment of chronic pain and other physical conditions. Research suggests that acupuncture points are often located where stimulation can influence multiple sensory neurons, known as receptive fields. This stimulation may affect pain processing in the central nervous system, muscles, and increase blood flow to certain areas of the body.
Contraindicationsfor Acupuncture Therapy

The following is a partial list of common contrainditions for acupuncture therapy:

Pregnancy, Bleeding disorders, Pacemaker use, Hemophilia , Certain medications
Immunocompromised conditions (e.g. cancers, diabetic, HIV), Open or infected skin
Please Read and Initial Each Item Below

---- My practitioner has informed me of the risks and symptoms of treatments, which can include, but are

not limited to: slight pain, light-headedness or nausea, soreness, bruising, bleeding or discolouration of

the skin, and the possibility of other unforeseen risks. I freely accept the risks involved with my

procedure.

----I will inform my practitioner if I currently have or develop any major health issues, if I suffer from any type of major bleeding disorder, or if I use a pacemaker.

---- I will inform my practitioner if I currently have or develop any major health issues, if I suffer from any type of major bleeding disorder, or if I use a pacemaker.

----I have discussed the content of this form with my practitioner. I acknowledge that I have asked any

questions I may have and received answers I understand. 

----I understand that there are no guarantees for the results of my treatments. Acupuncture does not often provide an instant cure. The length of my treatment depends on the severity of

my condition. In some cases, my symptoms may temporarily worsen before they begin to improve.

----I understand that the fees charged for my treatment are not covered under OHIP and must be covered

in full by myself or through third party insurance. I am responsible for the full and prompt payment

after services have been rendered.

----I admit I have been given an opportunity to ask questions about the therapy and have had my questions answered tomy satisfaction.

I further understand that massage and acupuncture therapy is not a substitute for a medical examination or treatment, and that I should see a physician or other qualified health specialist for any mental or physical ailment of which I am aware. I understand that I may withdraw my consent at any time except for actions already taken.
By signing this form, I agree with the statements above and give my consent to the RMT mentioned to proceed with acupuncture therapy.
Client Name (Please Print)                     Client Signature                      Date

RMT  Signature                                         Date
