
I’m very grateful our paths have crossed and that we will be meeting together very soon. I am excited to get to
know you, what your health issues are and to help you start healing. In the mean time before we meet, some
paperwork will be needed.  This will ensure that I have the best overall picture of how to help you. In this file you
will find the paperwork and everything that you will need to make the most of your initial appointment.

Please fill this paperwork out completely and sign where appropriate (last 2 pages).  Bring the paperwork with
you to the session completely filled out.  If this is not done, 20-30 minutes of the session will be lost and no
additional time will  be added.  If  we are having a phone consultation, please fill  out,  scan and return to me
through email the night before our first session (dr@drscottgraves.com).  

Initial 1st appointment (55 minutes - $145): 
 We  will  go  over  a  thorough  and  detailed  health  history  (20-30  minutes).  Even  though  you  fill  out

paperwork, more questions may be asked for further clarification into your specific issues. 
 We also will do treatment (acupuncture normally) if the appointment is done in the clinic.  
 Intuitive testing (applied kinesiology), tongue diagnosis and pulse diagnosis. Using the Nutrition Response

Testing format through the pulse, you will be tested for the weakest organs, glands or parts of the body
that need the most physical healing and what organic whole food supplements can help those parts of the
body to best heal. You body is also tested for heavy metals, chemicals, food sensitivities, pathogens or
scars that may be causing confusion in your nervous system. If a full detoxification is needed, it may be
suggested.  Supplements are always recommended and those are an additional cost, usually between 80-
$120.  

 This cost of the initial appointment also includes full access to Dr. Scott’s incredible online course called
Total Gut Transformation ($100 value). If it is a distance session being done over the phone, payment can
be made by credit card.  Payment is made in full at the end of the 1 st appointment with cash, check or
credit card.  

Follow up appointments (55 minutes - $100)
 We will go over a detailed report discussing what was found in the testing (20-30 minutes). The focus of

this report is mostly on physical healing.  You are encouraged to ask questions.  Other resources will be
presented here that will greatly aid you in the healing process. 

 Healthy clean eating. Many people have questions about what to eat and what is best for them. Dr. Scott
will give some general recommendations about how to eat in order to heal.  

 Acupuncture treatment will be performed. In phone consultations on the 2nd visit, we generally tend to
jump right into emotional release.

 Express acupuncture visits (30 minutes - $60) are available for those that need to be seen more than once
per week. Usually this is for those with acute injuries.  

*There is a 24 hour rescheduling/cancellation policy.  You are encouraged to put in a 48 hour (2 day) reminder in
your phone so that you can have adequate time to reschedule or cancel.  Rescheduling or canceling that is done
within 24 hours will be subject to the full cost of an hour long session ($95).  

Chinese medicine is a complete system of medicine and my mission is to bring the brilliance of this medicine to the
world and to help as many people as possible by natural means.  Any and all health problems can be treated with
Chinese  medicine including  headaches,  asthma,  depression/anxiety,  digestive  issues,  pain,  PMS  symptoms,
infertility, fatigue, insomnia, skin issues (acne, eczema, dermatitis), or anything else.  

www.drscottgraves.com / 407-255-0314 / Office Hours: Monday-Thursday 9am-12pm / 2pm-6pm

http://www.drscottgraves.com/
http://www.totalguttransformation.com/


Health And Well Being History Form
Name:

Address:

Home Phone:

Cellular Phone:

Date:

  

Describe the problem(s) for which you seek help. Please include dates when each problem occurred:

Past medical history (previous injuries, accidents, surgeries, etc. Please describe and include approximate dates:

List the medications (including over the counter) and supplements you are currently taking:

Have you ever had this problem before, and if so when?

Please list any other kind of healthcare professional you are seeing for this/these problem(s):

Please list any medical tests you have had within the past year:

Email:

Date of Birth:
Referred by:

Profession:

City, State, Zip:

PART 1.

* Please answer the following questions
honestly and to the best of your ability.

What are your goals in us working together?



  PART 2.
* Please mark the circle that best 

describes the frequency you experience    
the below conditions. Leave blank if
there is never a problem.

 

Rarely (once a month or less)
Occasionally (less than once a week)
Frequently (more than once a week)
Constantly

D
IG

ES
T

IO
N

Loose stool or Diarrhea

Constipation

Poor digestion

Parasites

Acid reflux

Hiatal Hernia

Nausea / vomiting

Gas or belching

Stomach or intestinal pain

Heartburn

Excessive appetite

Poor appetite

Blood in stool

Black or dark stool

Light colored stool

Difficulty digesting
oily food
High cholesterol

Gall stones

yes no

yes no

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4
1 2 3 4

1 2 3 4

1 2 3 4

1 2

1 2 3 4

3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

Irritable bowels

Emphysema

Bronchitis

yes no

yes no

Wet cough

Dry cough

Chest tightness

Shortness of breath

Congestion

Wheezing

Poor sense of smell

Sinus problems

Allergies

Hay fever

Nasal problems

Catches colds easily

Other: _______________

Asthmayes no

Pneumoniayes no

Do you smoke?
Number per day: _____yes no

R
ES

PI
R

A
T

O
R

Y

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4 1 2 3 4

Hypertension

Hypotension

Chest pain

Easily bruised

Cold hands / feet

C
A

R
D

IO
V

A
SC

U
LA

R

Dizziness

Edema

Restlessness

Heart palpitation

Slow heart rate

Poor circulation

Blood clots

Heart disease

Phlebitis

Poor blood clotting

Heart attack
How many times? ____
Stroke
How many times? ____

Other: _______________

yes no

yes no

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4 1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3

1 2 3 4

4

1 2 3 4 Sweaty hands / feet

1 2 3 4

yes no

yes no

yes no

Other: _______________yes no

Painful urination

Incontinence

Difficulty with urination

Ringing in ears

Ear aches

Hearing impairment

Kidney stones

Kidney infections

Knee problemsyes no

Low back painyes no

U
R

IN
A

R
Y

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4 1 2 3 4

yes no

yes no

yes no

Dyslexia

Learning disorder

Multiple Sclerosis

Muscular dystrophy

Epilepsy

Head injury

Numbness, Where?
_______________________
Tingling, Where?
_______________________

Nervous disorder? 

History of mold exposure

Past mononucleosis
infection

Type: _______________yes no

yes no

yes no

Developmental or
growth problemsyes no

N
ER

V
O

U
S 

SY
ST

EM

yes no

yes no

yes no

yes no

yes no

yes no

yes no yes no

TMJ pain

Facial pain

Loss of Balance

Poor coordination

Broken bones, fractures? 
____________________

____________________

M
U

SC
LE

S 
/ J

O
IN

T
S

1 2

1 2

1 2 3 4

3 4

1 2 3 4

1 2 3 4

1 2 3 4

3 4

1 2 3 4

1 2 3 4

1 2 3 4

yes no

Leg Weakness

Arm Weakness

Trunk Weakness

Pins, etc?____________________yes no

Difficulty walking

Osteoarthritis

Rheumatoid Arthritisyes no

yes no

Joint swelling

1 2 3 4

2.

1

2

3
4

Anemia

Hemorrohoids

Artificial jointsyes no



Neck

Shoulderyes no R L

Mark the circle of painful areas, and indicate
on which side : (R) right and / or (L) le�  

Armyes no R L

Elbowyes no R L

Handsyes no R L

Legsyes no R L

Kneeyes no R L

Footyes no R L

yes no R L
Upper
backyes no R L

yes no R L

yes no R L

yes no

Mid
back
Low
back
Limited movement?
Where? ___________
___________________
___________________Hipyes no R L

Easily angered
Obsessive tendencies
in work rela�onships
Difficulty making
plans or decisions

So� or bri�le nails

Fever

O
TH

ER

Dizziness

Intolerance to temperature / 
weather changes

Pain at night

Headaches

Migraines

Fibromyalgia

Poor sense of smell

Poor sense of taste

Cancer, Where?
___________________

Allergies? List:
___________________
___________________

Hepa��s? type: ____
Infec�ous disease:
___________________

yes no

yes no

1 2 3 4

1 2 3 4

1 2 3

1 2 3 4

1 2 3 4

4

1 2 3 4

1 2 3 4

1 2 3 4

1

1 2 3 4

1 2 3 4

1

1 2 3 4

2 3 4

2 3 4

1 2 3 4

1 2 3 4

1 2

1 2 3 4

1 2 3 4

3

1 2 3 4

1 2 3 4

4

1 2 3 4

1 2 3 4

Eye pain
yes no

yes no

yes no

Chills

Nose bleeds

Swollen glands

Fa�gue

Difficulty with speech

Dry eyes

Watery eyes

Other eye problems?
_______________________

Dental problems

Poor hearing

No thirst

Excessive thirst

Dry mouth

Difficulty swallowing

Diabetes

Weight gain

Weight loss

Tuberculosis

Thyroid problems

Herpes

yes no

Shingles

yes no
Chemical dependency
___________________
___________________

Skin condi�on: ____
__________________yes no

Insomnia

Depression

Sleep too much, how long?  
__________________________
Shaky

Difficulty paying
a�en�on

Anxiety1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

Poor memory

yes no

M
EN

 O
N

LY

Breast pain or tenderness

Breast lumps

Nipple discharge

Menopause

Menopausal symptoms:
_________________________
Are your cycles regular?
Length of cycle: __________
Painful menses with
heavy or excessive flow

yes no

yes no

W
O

M
EN

 O
N

LY

yes no

yes no

yes no

yes no

yes no

yes no

yes no

Prostate problems

1 2 3 4

1 2 3 4

1 2 3 4

1 2

1 2 3 4

3 4

Pain associated with genitals

Impotence

Problems urina�ng

Infer�lity

Prostate cancer

yes no

yes no

Painful intercourse

Ovarian cysts

Endometriosis

PMS

Infer�lityyes no

yes no

*   Please circle any of the following feelings
    you have experienced in the last few months .

Abused
Cri�cized
Overworked
Paralyzed
Depressed
Rejected
Despair
Helpless
Hopeless

Paranoid
Overwhelmed
Muddled
Persecuted
Guilty
Easily irritated
Anxious
Sad
Grieving

Unable to grieve
Apprehensive
Agitated
Uneasy
Distress
Fearful
Impa�ent
In�midated
Restless

Panic
Intolerant
Uncertainty
Aggravated
Annoyed
Angry
Outraged
Nervous
Worried

*   Please mark the circle that best describes the
level of stress for the below lis�ngs    .

W
EL

L 
BE

IN
G My family stress is:

My rela�onship stress is:

My work stress is:

My financial stress is:

My health stress is:

Other stress is
________________:

None Minimal Moderate Severe

None Minimal Moderate Severe

None Minimal Moderate Severe

None Minimal Moderate Severe

None Minimal Moderate Severe

None Minimal Moderate Severe

3.

M
U

SC
LE

S 
/ J

O
IN

TS
 (c

on
t)

Candida

yes no

yes no

yes no

yes no

yes no

yes no

yes no

yes no

yes no

yes no

yes no



  PART 4.

* Please shade areas of pain or discomfort on the body diagrams
and make comments on the side if necessary.

  PART 3.

*  Please list areas of pain and mark the circle
that best describe  the level of discomfort on
a scale of 1 to 10

    
.

1 2 3 4 5 6 7 8 9 10

1. Slight awareness of discomfort.
2-3. Awareness o f discomfort as an aggravation.
4-6. Pain is strong but you are still functional.
7-9. Pain is so strong you are unable to function 

normally.

10. You feel like you need to go to the emergency room.

example:   neck

1 2 3 4 5 6 7 8 9 10

1 2 3 4 5 6 7 8 9 10

1 2 3 4 5 6 7 8 9 10

1 2 3 4 5 6 7 8 9 10

1 2 3 4 5 6 7 8 9 10

1 2 3 4 5 6 7 8 9 10

1 2 3 4 5 6 7 8 9 10

How much time do you have for yourself to relax and what do you do to relax, ie. hobbies, meditation, etc ?

Do you exercise? And if so, what kind and how often?

How many hours a night do you sleep? ______ Is your sleep restful? ______If not, please explain: ________________

4.

BACK

Right                        Lef

t

Left                        Right

FRONT COMMENTS:



Daily Record of Food Intake | Your diet may be the key to better health.

Please record what you have consumed/eaten for the previous 2 days. Please be sure to include the approximate amount of 
each item.

Name:

Day 1 - Date :

BREAKFAST

MID-MORNING SNACK

Time: LUNCH Time: DINNER Time:

Time: MID-DAY SNACK Time: NIGHTTIME SNACK Time:

Bowel Movements (#andconsistency): Hours of Sleep: Quality of Sleep (good) (poor)1 2 3 4 5

Meat & Dairy:

Snack:

Vegertables & Fruits:

Breads, Cereals & Grains:

Candy, Sweets, & Junk Food:

Other Drinks:

Fats (butter, margarine, oils, etc.):

Water Intake (fl. 02):

BREAKFAST

MID-MORNING SNACK

Time: LUNCH Time: DINNER Time:

Time: MID-DAY SNACK Time: NIGHTTIME SNACK Time:

Bowel Movements (#andconsistency): Hours of Sleep: Quality of Sleep (good) (poor)1 2 3 4 5

Meat & Dairy:

Snack:

Vegertables & Fruits:

Breads, Cereals & Grains:

Candy, Sweets, & Junk Food:

Other Drinks:

Fats (butter, margarine, oils, etc.):

Water Intake (fl. 02):

1. How many servings (cups) of vegetables do you eat per day? 

2. How many servings (cups) of fruits do you eat per day?

3. Where is your cell phone located when you sleep at night?

4. Do you use non-organic personal care products?

5. How o�en do you use a microwave?

7. Do you smoke (cigare�es, marijuana or other)?

8. How o�en do you drink alcohol?

6. Do you have a water filtra�on system at home?  If not, where do you get your drinking water from?

Day 2 - Date :



ARBITRATION AGREEMENT 
Between patient and Dr. Scott Graves (Triune Wellness, LLC)  

 
Arti cl e  1: Agre e me nt to  Arb i tra te : 

I t i s  understood  that a ny d ispute as to  medical malpractice, that is as to  whether a ny me dical s ervices re nde re d  unde r th i s  c ontra ct we re  

unne cessary or unauthorized or were  improperly, negligently, or i ncompetently re ndered, will be determined by s ubmission to  a rb i tra ti on  

a s  provided  by s tate a nd fe deral law, and  not by a  lawsu it or resort to  court process exce pt as state a nd fe de ra l  l a w p rovi de s  for jud i ci a l  

re vi e w of arbitration  proceedings. Both parties to  th is contract, by e ntering into  it, a re giving up  their constitutional rig ht to  ha ve  a ny s uch  

d i s pute  de ci de d  i n  a  court o f l a w be fore  a  jury, a nd  i ns te a d  a re  a cce pti ng the  us e  of a rb i tra ti on . 

 

Arti cl e  2: 

Al l  Cl aims Must be Arb itrated: I t is a lso  understood that any d ispute that does not re late to  medical malpractice, i ncl ud i ng d i s pute s  a s  to  

whe ther or not a d ispute is sub ject to  arbitration , and procedural d isputes will also be determ ined by s ubmission to  b inding a rbitration. I t is  

the  i ntention  of the parties that th is a greement b inds a ll parties as to  all claims, i ncluding cl aims arising out of or re l a t i ng to  tre a tme nt or 

s e rvi ces provided by the  health ca re provider i ncluding a ny he irs or past, present, or future s pouse(s) o f the patient in  relation  to  all clai ms , 

i ncl uding l oss of consortium. Th is agreement is also i ntended to  b ind a ny ch ildren of the patient whether born  or unborn a t t he time  of the  

occurre nce gi ving rise to  a ny cl aim. Th is a gre ement i s intended to  b ind  the patient a nd  the  he a l th  ca re  provi de r a nd/or othe r l i ce ns e d  

he a lth ca re provi ders or preceptorship i nterns who now or i n the future tre at the patient while employe d by, working or assoc iated with, or 

s e rvi ng as back-up  for the  health ca re provider, i ncluding those working a t the health  care provider's clin i c or offi ce  or a ny othe r cl i n i c o r 

offi ce whether s ignatories to  th is form or not. All cl aims for monetary da mages e xceeding the jurisdictional limit o f the s ma l l  cl a i ms  court 

a ga inst the health  care provider, a nd/or the health  care provider's associates, a ssociation , corporation, partnership, e mploy ees, a gents, and 

e s tate, must be arbitrated  including, without limitation, cl aims for loss of consortium, wrongful d eath, e motional d istress, i njuncti ve  re l i e f, 

or pun i ti ve  da ma ge s . 

 

Arti cl e  3: Proce dure s  a nd  Appl i ca b l e  La w: 

A de mand for arb itration must be communicated in  writing to  all parties. Ea ch party s hall s elect a n a rbitrator (party a rbitra tor) with in th i rty 

da ys  a nd a  th ird arb itrator (neutral arb itrator) shall be selected by the  arbitrators appointed by the  parties within  thirty da y s thereafter. The 

ne utral a rbitrator s hall the n be the sole a rbitrator a nd  shall decide the arbitration . Each  party to  the  arb itrat ion s ha l l  pa y s uch  pa rty's  pro  

ra ta  s hare of the e xpenses and fees of the neutral arbitrator, together with  other e xpenses of the a rb i tra ti on  i ncurre d  r a pp rove d  by the  

ne utral a rbitrator, not including counsel fees, witness fees, or other e xpenses i ncurre d by a  party for s uch  party's own benefi t. Ei the r pa rty 

s ha ll have the a bsolute e  ri ght to  bifurcate the i ssues of liability and damage upon written re que s t to  the  ne utra l  a rb i tra to r. The  pa rti e s  

cons ent to  the intervention and jo inder i n th is arbitration  of a ny pe rson or e ntity that would otherwise be  a  prope r a dd i ti ona l  pa rty i n  a  

court a cti on, and upon such intervention a nd jo inder a ny e xisting court a ction  against s uch  a dd i ti ona l  pe rs on  or e nti ty s ha l l  be  s ta ye d  

pe nding arbitration . The parties agree th at the provisions of s tate a nd  federal law, where a pplicable , e s ta b l i s h i ng the  ri ght to  i ntroduce  

e vi dence of any a mount payable as a benefit to  the patient to  the maximum extent permitted  by l a w, l i mi ti ng the  ri ght to  re co ve r non  – 

e conomic l osses, a nd th e ri ght to  have a  judgment for future  damages conformed to  pe riodic payments, shall app ly to  d isputes wi th i n  th i s  

Arb i tra tion  Agreement. The parties further a gree that the Commercial Arb itration Rules of the American Arb itration Associatio n  shall govern 

a n y a rb i tra ti on  conducte d  purs ua nt to  th i s  Arb i tra ti on  Agre e me nt.  

 

Arti cl e  4: Ge ne ra l  Provi s i on: 

Al l  cl aims based  upon the same i ncident, tra nsaction, or re lated ci rcumstances shall be arbitrated i n one proceeding. A cl aim  shall be waived 

a nd  foreve r barred i f (1) on  the date notice thereof is re ceived, the  claim, i f asserted  in a  civil a ction, would be barred  by the applicable le gal 

s ta tute of limitations, or (2) the cl aimant fails to  pursue the arb itration claim in a ccordance wi th  the  proce dure s  pre s cri be d  he re i n  wi th  

re a s ona bl e  d i l i ge nce . 

 

Arti cl e  5: Re voca ti on: 

Th i s  agreement may be re voked  by written  notice delive red to  the health ca re provi der within 30 da ys of signature a nd i f not re voke d  wi l l  

gove rn  a l l  profe s s i ona l  s e rvi ce s  re ce i ve d  by the  pa ti e nt a nd  a l l  othe r d i s pute s  be twe e n the  pa rti e s .  

 

Arti cl e  6: Re troa cti ve  Effe ct: 

I f pa ti e nt i n te nds  th i s  a gre e me nt to  cove r s e rvi ce s  re nde re d  be fore  the  da te  i t i s  s i gne d  (for e xa mpl e , e me rge ncy tre a tme nt)  

pa ti ent s hould  initial here . Effective  as the date of first professional servi ces. I f any provision  of the  Arbitration  Agreement is held i nval i d  or 

une nforceable, the re maining provisions s hall re main  in fu ll force  a nd  s ha l l  not be  a ffe cte d  by the  i nva l i d i ty of a ny othe r p rovi s i on . I  

unde rstand that I  have  the ri ght to  receive  a copy of th is Arb itration  Agreement. By my s ignature  below, I  a cknowledge that I have  re ceive d  

a  copy. NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL 

ARBITRATION AND YOU ARE GI VING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.  

 

Date: 
Patient Name (or representative): 
Patient Signature: 



Consent To Treat Form 
 

I  he re by re quest a nd consent to  the provision  of s ervices re ndered  by Sco tt Graves a nd/or other licensed provi de rs  a t Tri une  We l l ne s s , 

LLC.  

 

I  unde rstand that methods of tre atment may i nclude, but are  not limited  to , a cupuncture , moxi bus ti on , ma nua l  the ra py, u l tra s ound 

the ra py, neuromuscu lar re education a nd/or other physical therapy modalities, cupp ing the ra py, b l e e d i ng the ra py, Gua  Sha , i n je cti on  

the ra py, re commendations for herbs and supplements, laser therapy, i njections, e lectr ical s timulation, Tu i-Na (Oriental massage), Oriental 

he rba l  me di ci ne , nutri ti ona l  couns e l i ng a nd  othe r moda l i ti e s  wi th i n  the  provi de r’s  s cope  of pra cti ce .  

 

I  unde rstand that the herbs may need  to  be prepared a nd  the teas consumed according to  the i nstruc tions provi de d  ora l l y or i n  wri ti ng. 

The  he rbs may ha ve an  unpleasant smell a nd/or ta ste. I understand that post -treatment flare -ups (increased symptoms) are  a normal a nd  

e xpe cte d part o f healing. However, I  will immediately notify Tri une Wellness, LLC of a ny i ncreased pain or s ymptoms or if I  a m worri e d  or 

conce rned  about any aspect of tre atment or re commendations made by the  provi der. I  understand  that the support s taff is not q ua l i fi e d  

to  gi ve  me  me di ca l  a dvi ce  or tre a tme nt re comme nda ti ons .  

 

I  ha ve  been i nformed that a cupuncture a nd  bodywork a re generally safe methods of treatment, but that the y may have  some side e ffects , 

i ncl uding but not limited to , soreness, bru ising, numbness, or ti ngling near the needling sites of needle i nsertion or ma nual  work, dizziness, 

or fa i nting. Bru ising a nd te nderness are common side effects of a cupuncture, i njections, a nd massage, a nd physical medicine m oda l i ti e s .  

Ra re  or unusual risks of acupuncture i nclude spontaneous miscarri a ge , ne rve  da ma ge , a nd  orga n  puncture , i ncl ud i ng l ung puncture  

(pne umothorax). Infection is a nother possible ri sk, although the cl inic uses d isposable sterile ne e d l e s  a nd  ma i nta i ns  a  cl e a n  a nd  s a fe  

e nvi ronment. Some potential ri sks of i njections of any type  are bru ising, te nderness, allergic reaction to  products or de vi ce s , numbne s s , 

mus cl e  s ore ne s s , or ne rve  da ma ge . 

 

Burns  and/or s carri ng are a  potential risk of moxibustion a nd  fire cupping. I  understand that while th is document describes t he major risks  

of tre a tment, other side effects a nd ri sks may occur. The herbs a nd nutritional s upp lements (which a re from plant, a nimal, s ynthe ti c, a nd  

mi ne ral s ources) that have been re commended are tra ditionally considered  safe i n the practice of Oriental Me dicine, a lthough  s ome  ma y 

be  toxi c i n large doses. I  agree to  in form the provider at the ti me of product re commenda ti on  i f I  a m on  b l ood  th i nne rs , ha ve  a  he a rt 

condi tion, a m breastfeeding, have  diabetes, or a m on  any medications, though u ltimately i t i s  my re s pons i b i l i ty to  re s e a rch  h e rb -drug 

i nte ra cti on  be fore  choos i ng to  ta ke  a ny he rbs , vi ta mi ns  or s upp l e me nts  tha t a re  re comme nde d.  

 

I  unde rstand that some herbs may be  inappropriate during pregna ncy. Some  pos s i b l e  s i de  e ffe cts  of ta ki ng he rbs  a re  na us e a , ga s , 

s tomachache, vomiting, headache, diarrhea, rashes, h i ves, and  tingling of the tongue. I will notify a  clinical staff member who i s ca ri ng for 

me  i f I  a m or be come pregnant or a re nursing, on b lood  th inners, have a  change i n me dication, ne w d i a gnos i s  or s ymptoms , cha n ge  i n  

s ymptoms, ha ve  or ge t a  pa ce -ma ke r, ha ve  d i a be te s , hype rte ns i on , thyro i d  i s s ue s  or othe r he a l th  condi ti ons  a ri s e  or cha nge .  

 

I  do  not e xpect the clinical staff to  be  able to  a nticipate and  exp lain a ll possible risks a nd  complications of treatment. I  wish  to  re l y on  the  

cl i n ical s taff to  exe rcise judgment during the course of tre atment which  the clinical staff th inks  a t the  ti me , ba s e d  upon the  fa cts  the n  

known i s  i n  my be s t i n te re s t. I  unde rs ta nd  tha t re s u l ts  a re  not gua ra nte e d.  

 

I  unde rstand the clinical and administrative staff ma y re view m y patient re cords and  lab re ports and  my re cords  ma y be  s ha re d  wi th  my 

i ns urance company to  fa cilitate payment but all my re cords will be ke pt confidential and  will not be released without my wri t ten cons e nt. 

 

By vo l untarily s igning below, I  show that I  ha ve re ad, or have  had  read  to  me, the above consent to  tre atment, have  be e n  to l d  a bout the  

ri s ks and benefits o f acupuncture a nd other proce dures, and have had a n opportunity to  ask questions. I  intend th is consent f orm to  cove r 

the  e nti re  cours e  of tre a tme nt for my pre s e nt condi ti on  a nd  for a ny future  condi ti on(s ) for whi ch  I  s e e k tre a tme nt.  

 

Date: 
Patient Name (Printed): 
Patient Name (Signed): 


