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Consent to Treatment Form

By signing below, | do hereby voluntarily consent to be treated with acupuncture, alternative medicine, herbs and other substances by a
licensed acupuncturist in Good Morning Acupuncture, Inc.

EAchuncture: | understand that acupuncture is performed by the insertion of needles through the skin at certain points on or near the

surface of the body in an attempt to treat bodily dysfunction or diseases, to modify or prevent pain perception and to normalize the body's
physiological functions. | am aware that certain adverse side effects may result. These could include, but are not limited to: local bruising,
numbness, minor bleeding, fainting, pain or discomfort and the possible aggravation of symptoms existing prior to acupuncture treatment.
Other unusual but rare risks include lung or organ puncture, nerve damage, and spontaneous miscarriage. | understand that no guarantees
concerning its use and effects are given to me and that I may stop acupuncture treatment at any time. yhitial:

& Moxibustion: | understand that if | receive moxibustion (heat therapy) as part of therapy, there is a risk of burning with the use of direct

moxibustion burning and/or scarring may result from its use. | understand that | may refuse either of these therapies.
Initial:

-3} cupping: | understand that if | receive cupping as part of therapy, there is a risk of tenderness, redness, bruising, blistering, and/or
scarring. | understand that I may refuse this therapy. jnitial:

32FR 77} . Z 2] & Herbs & Supplements: | understand that herbs and supplements may be recommended to me to treat bodily
dysfunctions, to modify or prevent pain perception, and to normalize the body's physiological functions. | understand that I am not
required to take these substances but must follow the directions for administration and dosage if | do decide to take them. | am aware that
certain adverse side effects may result from taking these substances. These could include, but are not limited to: changes in bowel
movements, abdominal pain/discomfort, nausea/vomiting, rashes and possible aggravation of symptoms existing prior to herbal treatment.
Should I experience any problems which | associate with these substances, | will suspend taking them and call my acupuncturist as soon as
possible. pnitial;

Z %] Electro Acupuncture: | understand that | may be asked to electro acupuncture administered with the acupuncture. | 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. | understand that | may refuse this treatment. jhitial:

A& A3 A5 B3 A Nutritional and Lifestyle Counseling: | understand that the practitioner neither claims nor implies that
any instruction, advice, recommendations, services, or herbal/nutritional products the practitioner provides or recommends will cure, treat,
prevent or mitigate any disease condition, but are provided solely for the purpose of nourishing and strengthening the natural function of
the various body organs and systems so that they may have a greater capacity to heal themselves. | understand that the practitioner
believes many diseases are related to unresolved emotional conflicts. | understand that counseling or assistance offered in this area is done
on a spiritual basis and does not replace licensed psychiatric care or professional counseling. | request the advice and assistance of this
practitioner in helping me to learn what | can do to improve my health and fitness. | request this information and any products or services
that may attend it as my right to Freedom of Choice in Medicine and Health care retained by me under the Ninth Amendment to the U.S.
Constitution, of certain rights, shall not be construed to deny or disparage others retained by this person. jnitial:

**| understand that the acupuncture practitioner must be advised if | have a pacemaker, cardiac condition, bleeding disorder,

history of seizures, on blood thinners (Coumadin, Warfarin, etc.), or if | am or may be pregnant. | understand that there may be
other treatment alternatives, including treatment offered by a licensed physician. If | am not already done so, | agree to consult with a
medical doctor for any serious or life threatening disease or condition either for myself or those under my guardianship.
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I have carefully read and understand all information contained within this consent to treatment form and | am fully
aware of what | am signing.

Patient Signature: Date:

Guardian’s Signature: Date:
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Patient Printed Name:

Patient Signature: Date:

Parent/Guardian Signature: Date:

N8 8

[[Personal Injury Case/ WS A} 118 7 QI A6l 2HE)

Patient who doesn’t disclose or knowingly not telling the truth about personal injury (PI) case and received treatment as
regular self-pay patient in purpose of getting more settlement for themselves, will be billed again as personal injury
using correct fee schedule like should have been done in the first place. When we treated the patient as regular
patient and request for our medical record to be used in Pl case or in ligation, patient need to sign doctor’s lien,
agreement to pay off the whole PI bill, and before receiving the medical record.

[Responsibility for Payment]

As courtesy to you, we will gladly submit your charges to your insurance company; however, all services rendered by this
office are charged directly to you, and ultimately, you are personally responsible for payment of these charges
regardless of any insurance reimbursement or settlement you may or may not receive.

| have read the policy above. | understand and agree to abide by the listed terms.

Patient Signature: Date:






