Healing Art of Acupuncture.


NOTICE OF HEALTH INFORMATION PRACTICES

1. Concent to care: I, ______________________________________, wish to be treated by Healing Art of Acupuncture licensed acupuncturist. I understand that this care may include insertion of needles, moxibustion, electrostimulation, cupping, gua sha, Shiatsu (Oriental massage), Oriental herbal medicine and nutritional counseling. I understand that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising, numbness or tingling near the needle insertion. This  may last a few days. Dizziness or fainting may occur.  Bruising is a common side effect of cupping and Gua-Sha.  Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax).  We are required by law to use disposable needles which reduces risk of infection to minimal, however, infection is considered to be a possible risk of acupuncture.  Burns and/or scarring are a potential risks of moxibustion and cupping.  I understand that while this document describes the major risks of treatment, other side effects and risks may occur.   The herbs and nutritional supplements (which are crafted from plant, animal and mineral materials) that have been recommended are traditionally considered safe in the practice of Oriental Medicine, although some may be toxic in large doses.  Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the tongue.
2. Release of Information: we may use your health information for care/treatment and payment. We may release your information to other health care providers, public health and when it is required by law to disclose personal health information.
3. You have the right to request a restriction on certain uses and disclosures of your information; request a copy  of your health record; request an amendment to you health record if you believe that information is not correct; 

4. Our responsibilities: this health care office is required to maintain the privacy of your health information; provide you with a notice as to our legal duties and privacy practices with respect to information we collect and maintain about you; we reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain.  Should our information practices change, we will mail a revised notice to the address that you have given us.  We will not disclose your health information without your authorization, except as described in this notice.

5. Complaints: If you have questions and would like additional information you may contact this office.  If you believe that your privacy rights have been violated, you can file a complaint with the U.S. Department of Health and Human Service. The office will provide you with the appropriate address upon request. 
Who do you authorize to take a phone message for you if we do not reach you?

□ Spouse 
□ Daughter/Son

□ Other (Specify)____________
I have read and understand the statement of potential risks of acupuncture and other procedures. I read and I understand the HIPPA Notice of Privacy. This consent form will cover the entire course of treatment for the present condition.
Patient’s signature
Date:

I, ______________________,  understand that using Tiger Warmer at home may lead to a fire hazard. I received explanation how to use it and I intend to use it safely.

Patient’s signature

Date:

Consent form for patients who want to be treated for seizures
I, _____________________________________________________, understand that it is possible that I may experience worsening of symptoms before improvement. I understand that it is possible that a seizure can occur during the treatment. 

I understand that in order to insure maximum safety during the acupuncture treatment for seizures, I should have a relative or friend with me before, during and after the treatment. 

Every human body is unique and it is not possible to predict how it is going to react to acupuncture treatment.  

I understand that the results are not guaranteed. 
Patient’s signature

Date:

