












CONSENT FOR TREATMENT

I understand that the scope of practice of acupuncturists according to Minnesota State Law includes, but is 
not limited to, the following forms of therapy which all have benefits for specific types of problems:

USING ORIENTAL MEDICAL THEORY TO ASSESS AND DIAGNOSE A PATIENT; AND USING ORIENTAL 
MEDICAL THEORY TO DEVELOP A PLAN TO TREAT A PATIENT. 

	 TREATMENT TECHNIQUES MAY INCLUDE:

	 ❖	� insertion of sterile acupuncture needles through the skin

	 ❖	 �acupuncture stimulation including, but not limited to, electrical stimulation or 			 
the use of moxibustion

	 ❖	 cupping

	 ❖	 dermal friction

	 ❖	 acupressure

	 ❖	 herbal therapies

	 ❖	 dietary counseling based on Traditional Oriental Medical principles

	 ❖	 breathing techniques

	 ❖	 exercise according to Oriental Medical principles

	 RISKS OF THE ABOVE FORMS OF THERAPY INCLUDE:

	 ❖	� acupuncture needles inserted into the skin can cause pain or discomfort, 				  
bruising, infection, risks of feeling weak, fainting or nausea, and of broken needles.	

	 ❖	� electro-acupuncture can cause some conditions to worsen.  It should be used with caution  
in cases where the patient has a heart condition.  It should not be used across the midline of 
the body.

	 ❖	� moxibustion can cause burns when used in areas with compromised sensation and/or 
circulation or when improperly used.

	 ❖	 acupressure, cupping and massage may cause bruising and/or soreness.

	 ❖	� herbs have different properties and may have adverse reactions/side  effects if  
improperly used.
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I hereby acknowledge that I have been advised of the benefits and risks of acupuncture and associated 
methods used in this practice.  I understand these risks and benefits and consent to accept treatment using 
these methods.  I agree to release below named acupuncturist from all legal responsibility for practices 
done here except in the case of negligence or unsafe practice on the part of said acupuncturist.  I am aware 
that other modalities of healing which may be used during my treatment may include hypnotherapy, 
visualization, guided imagery, and Healing Touch.

I understand that Vicky Radel and Karen Nielsen have completed formal programs of study, are NCCAOM 
certified (National Commission for the Certification of Acupuncturists and Oriental Medicine), and are 
licensed in the State of Minnesota as acupuncturists. Vicky Radel is also MN Licensed R.N.

I do /  do not have a pacemaker or bleeding disorder.
I have been    /     have not been examined by a physician or other licensed health care provider. (You are 
advised to see your physician about the problem for which you have come here to be treated.)

________________________________________		  ________________________________
Client Signature						      Date

________________________________________		  ________________________________
Vicky Radel, R.N., L.Ac.					     Date
Karen Nielsen, L.Ac.	
Victoria Huitt, L.Ac.
Shannon Moy, L. Ac.
Carrie Beckman, L. Ac.
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CONSENT FOR TREATMENT continued



Patient Health Information Consent Form 
 
We want you to know how your Patient Health Information (PHI) is going to be used in this office 
and your right concerning those records.  Before we will begin any health care operations we must 
require you to read and sign this consent form stating that you understand and agree with how your 
records will be used.  If you would like to have a more detailed account of our policies and 
procedures concerning the privacy of your Patient Health Information, we encourage you to read 
the HIPPA NOTICE that is available to you at the front desk before signing this consent. 
 
1.  The patient understands and agrees to allow this office to use their Patient Health Information 
(PHI) for the purpose of treatment, payment, healthcare operations, and coordination of care.  As 
an example, the patient agrees to allow this office to submit requested PHI to the Health Insurance 
Company (or companies) provided to us by the patient for the purpose of payment.  Be assured 
that this office will limit the release of all PHI to the minimum needed for what the insurance 
companies require for payment. 
2.  The patient understands and agrees to allow this office to contact them by telephone, mail, or  
e-mail with appointment reminders, information about our clinic facilities, treatment alternatives, 
and other health-related information that may be of interest to them. 
3.  The patient has the right to examine and obtain a copy of his or her own health records at any 
time and request corrections.  The patient may request to know what disclosures have been made 
and submit in writing any further restrictions on the use of their PHI.  Our office is not obligated to 
agree to those restrictions. 
4.  A patient’s written consent need only be obtained one time for all subsequent care given the 
patient in this office. 
5.  The patient may provide a written request to revoke consent at any time during care.  This 
would not effect the use of those records for the care given prior to the written request to revoke 
consent but would apply to any care given after the request has been presented. 
6.  For your security and right to privacy, all staff has been trained in the area of patient record 
privacy and a privacy official has been designated to enforce those procedures in our office.  We 
have taken all precautions that are known by this office to assure that your records are not readily 
available to those who do not need them. 
7.  Patients have the right to file a formal complaint with our privacy official about any possible 
violations of these policies and procedures. 
8.  If the patient refuses to sign this consent for the purpose of treatment, payment, and health care 
operations, the clinic will not be able to submit claims to insurance carriers or other third party 
payers and the health care provider has the right to refuse to give care. 
 
I have read and understand how my Patient Health Information will be used and I agree to these 
policies and procedures. 
 
_________________________________________________________________ 
Printed Name         
 
_________________________________________________________________ 
Signature 
 
_________________________________________________________________ 
Date 

 




