
Acupoint Health Connection, Inc. 

1411 6th Avenue 

Moline, IL 61265 

Acupoint Health Connection, Inc. 

Consent to Treatment Form 
 

By signing below, I do hereby voluntarily consent to be treated with Acupuncture, and to other procedures within the scope of 
the practice of acupuncture, by a licensed acupuncturist, and/or Massage by a licensed massage therapist affiliated with 
Acupoint Health Connection, Inc. 
 
I understand that Acupuncture is performed by the insertion of PRE-STERILIZED, SINGLE USE needles into the skin in an 
attempt to treat bodily dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological 
functions.  I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, 
electrical stimulation, Chinese herbal supplements and food therapies. 
 
I have been informed that acupuncture is a generally safe method of treatment, but that it may have certain adverse side effects.  
These could include, but are not limited to: local bruising, minor bleeding, tingling, fainting, pain or discomfort, and the possible 
aggravation of symptoms existing prior to acupuncture treatment.  Burns and/or scarring are a potential risk of moxibustion and 
cupping, or when treatment involves the use of heat lamps.  I understand that I am free to stop acupuncture treatment at any 
time.  
 
I understand that some treatments may be inappropriate during pregnancy and will inform the practitioner who is caring for me if 
there is ANY possibility that I might be pregnant. 
 
Chinese Herbs and Food Therapies: I understand that changes in eating habits, and substances from the Chinese Materia 
Medica may be recommended to me as dietary supplements or external liniments to support the treatment of bodily dysfunction 
or diseases and to assist in normalizing the body’s physiological functions. I understand that I am not required to take these 
substances but, if I do decide to use them, that I must follow the directions for administration and dosage in order to ensure the 
best possible results. I understand that the recommended herbs and nutritional supplements (which are from plant, animal & 
mineral sources) are traditionally considered safe in the practice of Chinese Medicine, although some may be toxic in large 
doses. I am aware that certain adverse side effects may result from taking these substances. Some possible side effects or 
allergic reactions to dietary supplements, and even to certain foods, are nausea, gas, stomachache, vomiting, headache, 
diarrhea, rashes, hives, and tingling of the tongue.  Should I experience any problems, which I associate with these substances, 
I should immediately suspend taking them and call my Acupoint Health Connection practitioner as soon as possible. In the 
unlikely event of a severe allergic reaction, it is Acupoint Health Connection’s recommendation that I go directly to the nearest 
Emergency Medical Facility. 
 
Clinical Massage/Acupressure/Tui-Na/Cupping: I understand that I may also be given massage / bodywork therapies 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-stimulation 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 each procedure or treatment has specific risks and benefits.  I acknowledge that no guarantees have been 
made to me as to the results of treatment or examinations conducted at Acupoint Health Connection, Inc. 
 
I understand that acupuncturists/massage therapists practicing in the state of Illinois are not primary care providers. There may 
be other treatment alternatives and regular primary care by a licensed physician is an important choice that is strongly 
recommended by this clinic’s practitioners. 
 
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: ________________________________________________________Date:_____________________ 
 
Printed Name: ____________________________________________________ Date of Birth:_______________ 
 
Address:_______________________________________Email Address:_______________________________ 
 
City: ____________________________ State: ______     Zip Code: _________     Phone: _________________ 


