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How Does Acupuncture Work? 
Acupuncture is a method of encouraging the body to promote natural healing and to improve 
functioning.  It stimulates the body’s natural healing abilities by improving an energetic and 
biochemical balance that results in physical and emotional well-being.  This is done by inserting 
ultra-fine needles, or applying pressure, heat or electrical stimulation to specific acupuncture 
points which are effective in the treatment of specific disorders. 
 
Benefits 
Acupuncture is used to treat a wide variety of medical problems including: pain syndromes, 
withdrawal syndromes, digestive disorders, respiratory disorders, neurological and muscular 
disorders; urinary, menstrual and reproductive disorders. 
 
Risks 
Acupuncture is relatively painless and to assure safety, we use packaged sterile disposable 
needles.  Side effects from acupuncture are minimal.  It is possible to get a small bruise from a 
needle, or to feel light-headed following treatment. Some soreness may also result from the 
treatment. We will let you know if we think that this is possible from the treatment. 
 
 
 
 
As acupuncturists, we assess your condition and need for treatment based upon the principles 
of acupuncture and Oriental Medicine.  We do not make medical diagnoses, and suggest that 
you consult your physician regarding the condition(s) for which you are seeking treatment. 
 

• I, the undersigned, am aware of both the benefits and risks of acupuncture care.  I fully 
understand that there is no implied or stated guarantee or effectiveness of a specific 
treatment or series of treatments. I have stated all my known medical conditions and 
will keep the acupuncturist updated on my physical health. 

 
• I also do affirm that I have been advised by Peter Dubitsky or Callie Brown, NYS 

Licensed Acupuncturists, to consult a physician regarding the condition or conditions for 
which I am seeking treatment.   

 
• I acknowledge that I have received a copy of Notice of Privacy Practices. 

 
 
 
__________________________________            _____________________________________ 
Patient’s Signature and Date                     Practitioner Signature and Date 


