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Broomfield, Colorado 80020 

303.506.0622 
 

           

Consent to Treat 
 
By Signing below, I do hereby voluntarily consent to be treated with acupuncture, Oriental Medicine, and CranioSacral 
Therapy.   
 
I hereby recognize that Joshua Schneider, LAc and Gretchen Belenchia, LAc are not Medical Doctors, Osteopaths, 
Chiropractors, Naturopaths, Psychiatrists, or Psychologists, and that they do not present themselves to the public as 
representatives of any of these said professions. 
 
I understand that the procedures are given to help me balance my body, mind, and spirit in accord with the principles of 
Traditional Chinese Medicine, not for the treatment of medical symptoms or medical diseases as defined by Western or 
Allopathic medicine.  
 
I have been made aware that any of the Cloud Gate Acupuncture and Healing Arts therapeutic procedures may produce 
a variety of side effects (see attached page).   
 
I agree that I am responsible to give notice 24 hours in advance if I choose to cancel my appointment.  Cloud Gate 
Acupuncture and Healing Arts reserves the right to charge for any missed appointments. 
 
I have carefully read and understand all of the above information and am fully aware of what I am signing.  I have also 
reviewed and understand the detailed description (on P. 2) of specific Cloud Gate Acupuncture and Healing Arts 
procedures.  I give my permission and consent to my treatment. 
 
I understand that no guarantees concerning the use and effectiveness of acupuncture, Oriental Medicine, and 
CranioSacral Therapy are given to me and that I am free to stop treatment at any time. 
 
 
 
 
Signature: _____________________________________   Date: __________________ 
 
Printed Name: _________________________________________ 
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ACUPUNCTURE:  I understand that acupuncture is the insertion of needles at certain points on the surface of the body to 
treat bodily dysfunction or disease, to ease pain, and to normalize the body’s physiological functions.  
 
ELECTRO-ACUPUNCTURE:  I understand that electro-acupuncture may be administered with acupuncture to optimize 
the flow of energy (qi) in the body and to reduce inflammation and pain.  
 
I have been made aware that with both ACUPUNCTURE and ELECTRO-ACUPUNCTURE certain side effects may result.  
These could include but are not limited to: electric shock, pain, discomfort, local bruising, minor bleeding, pain or 
discomfort, fainting, and the possible temporary increase or aggravation of symptoms existing prior to treatment.   
 
TUINA/ACUPRESSURE/CHINESE MASSAGE:  I understand that I may be given tuina as part of my treatment to modify 
or prevent pain and to normalize the body’s physiological functions. 
 
I have been made aware that with TUINA/ACUPRESSURE/CHINESE MASSAGE certain side effects may result from this 
treatment.  These could include, but are not limited to: muscle soreness, local bruising, and the possible, temporary 
increase or aggravation of symptoms existing prior to the treatment.   
 
CHINESE HERBS/PATENT FORMULAS:  I understand that I may be asked to take Chinese herbs and/or patent formulas 
to treat bodily dysfunction, disease, or imbalance; to modify or reduce pain; 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 decide to take them.  
 
I have been made aware that certain side effects may result from taking these substances, including but not limited to:  
changes in bowel movements, abdominal pain or discomfort, and the possible aggravation of symptoms existing prior to 
herbal treatment.  Should I experience any problems that I associate with these substances I should suspend taking them 
and call Joshua Schneider or Gretchen Belenchia at Cloud Gate Acupuncture and Healing Arts as soon as possible. 
 
CRANIOSACRAL THERAPY:  I understand that CranioSacral therapy is a gentle non-invasive therapy where the 
practitioner (sometimes accompanied by one or more assistants) gently places their hands on the clothed body to 
release soft tissue restrictions, optimize the flow of cerebrospinal fluid, and facilitate the movement of energy.   
 
I have been made aware that certain side effects, including but not limited to light-headedness and heightened 
emotional sensitivity, and the possible temporary increase or aggravation of symptoms existing prior to the treatment 
may result from the treatment. 
 
I have carefully read and understand all of the above information and am fully aware of what I am signing. I give my 
permission and consent to my treatment. 
 
I understand that no guarantees concerning the use and effectiveness of acupuncture, Oriental Medicine, and 
CranioSacral Therapy are given to me and that I am free to stop treatment at any time. 
 
 
 
Signature: ___________________________________   Date: _________________ 
 
Printed Name: _________________________________________ 


