I. PATIENT ADVISORY TO CONSULT A PHYSICIAN

I, the undersigned, do affirm that I have been advised by Dr. Noran Malouf D.A.C.M. to consult a physician regarding the condition for which I am seeking treatment.
II. INFORMED CONSENT TO ACUPUNTURE TREATMENT 

I consent to acupuncture treatments and other procedures associated with Traditional Oriental Medicine. I understand that methods of treatment may include but are not limited to acupuncture, moxabustion, cupping, electrical stimulation, Tui Na (Chinese Massage), herbal medicine, nutritional counseling and lifestyle adjustments. 

I have been informed that acupuncture is a safe method of treatment but occasionally there may be some bruising or tingling near the needling sites. There may be some bruising after the cupping. Burns and/or scarring are a potential risk of direct moxa.

The herbs and nutritonal supplements (which are from plant, animal, and mineral sources) that have been recommended are considered safe. I understand that some herbs may be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, diarrhea, rashes, hives and tingling of the tongue. I will notify the acupuncturist if I am or become pregnant. I understand that the herbs need to be consumed according to the instructions provided orally and in writing. I will immediately notify the acupuncturist of any unanticipated or unpleasant effects associated with the consumption of the therapeutics.
III.  INFORMED CONSENT TO OTHER MODALITIES.

I also consent to modalities that are not part of Chinese medicine; Such as, Trauma Release Exercise (TRE), kinesiology, Conscious Systems, Matrix Decoder, Matrix Energetics, Yuen Method, Quantum Entrainment, NLP & hypnosis, and other skillsets that the practitioner has proficiency in and deems fit for my condition. It is my obligation to ask the practitioner for explanations as to the benefits and risks of these modalities.
IV. Telemedicine Consent Form
Telemedicine involves the use of electronic communication to conduct consultation and treatment in a remote setting. 

a. Purpose: the purpose of this form is to obtain your consent to participate in a telemedicine consultation and treatment.

b. Confidentiality. Reasonable and appropriate efforts have been made to eliminate any confidentiality risks.
     . No recordings of our session will be allowed. 

     . Details of your medical history, examination and treatments may only be discussed with client approved health professionals. 

c. Rights: You may withhold or withdraw consent to the telemedicine consultation at any time without affecting your rights to future care or treatment.

d. Risks, Consequences & Benefits: In very rare instances, security protocols could fail, causing a breach of privacy of personal medical information. You have been advised of all the potential risks, consequences and benefits of telemedicine. You have had the opportunity to ask questions about the information presented on this form and the telemedicine consultation and treatments. 
IV. OFFICE POLICY     
We value your time, and pride ourselves on keeping your wait to a minimum. Please recognize that the entire time has been exclusively appointed to you. Therefore, we appreciate that all scheduling changes be made with as much advanced notice as possible. Please notify us two (2) business days before your appointment. For initial consult, please notify us by four (4) business days before your appointment. Failure to follow the policies will result in a charge to your account for the full amount of the treatment (with the exception of medical, trauma or emergencies). If another client fills your appointment you will not be billed for the missed appointment. 

If you have health insurance, we will provide you with a detailed receipt for your paid visit, which you will then use to submit to your insurance carrier, or accountant.

Product Return Policy: All unopened products may be refunded if they are returned within 7 days from the date of the prescribing visit. Products must be unmarked, unopened, and have the security fastened seal. We will not be responsible for shipping expenses for returned products and we will issue a product credit to your account, less a 10% restocking fee. This product credit is to be used towards future expenses. 

By voluntarily signing below I show that I have read, or have had read to me, the office policy and consent to treatment. I have had the opportunity to ask about the risks and benefits of acupuncture and other procedures. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment. 

To be completed by patient (or patient’s representative if the patient is a minor or is physically or legally incapacitated.)

* ______________________________________________    * _______________________________________       * ________________________________                                                                                                                                                                 

   Print Name of Patient 


            Signature of Patient or Representative
          Print Name of Patient Representative

Please stop here……………………Signature of Acupuncturist ___________________________________   Date Consent Completed _________________                           
