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PATIENT INFORMED CONSENT FOR ACUPUNCTURE 
I, _______________________________, hereby voluntarily consent to be treated with acupuncture and other 
associated forms of therapy which include, but are not limited to, cupping, gua sha, heat therapy, tui na (Oriental 
bodywork), electrical stimulation, nutritional counseling, and herbal therapy, administered by Catherine Zwergel, 
L.Ac, and whomever she may designate as assistants, hereinafter referred to as “Practitioner”.  

I understand that acupuncture is performed by the insertion of fine, pre-sterilized, disposable acupuncture needles 
(with or without the addition of electric current) through the skin, or the application of heat to the skin, or both, at 
certain points on the body, in an attempt to improve the body function and/or relieve pain. I acknowledge that, 
although rare, certain side effects may result from acupuncture. These can include bruising, mild pain or 
discomfort, a feeling of weakness, fainting, nausea, and a temporary aggravation of symptoms. These effects are 
unusual and of short duration. Bruising is a common side effect of cupping. Extremely unusual risks of 
acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture 
(pneumothorax). Infection is another possible risk, although the clinic uses sterile disposable needles and 
maintains a clean and safe environment. Burns and/or scarring are a potential risk of moxibustion and cupping. I 
understand that while this document describes the major risks of treatment, other side effect and risks may occur.  

I accept the fact that no guarantee is made concerning the use and effects of acupuncture or its adjunctive 
therapies mentioned above. I understand that I may stop treatment at any time. 

I further understand that the evaluation given to me is an energetic assessment of the acupuncture meridian 
network, and in no way purports to be, or replaces a western medical examination and diagnosis. In the course of 
the evaluation, there may be reference to the state of various “organs”, such as heart, liver, spleen, kidneys, etc., 
which actually refers to energetic channels of the same name. 

I acknowledge the fact that Practitioner is not and does not profess to be a western-trained medical doctor and 
does not use or advise on the use of medically-prescribed pharmaceuticals or medical treatments, nor does 
Practitioner give any substances by injection. I acknowledge that Practitioner has completed a minimum of three 
academic years of training in acupuncture, is National Board Certified (NCCAOM) and a Licensed Acupuncturist 
(L.Ac.) in the State of Illinois. 

Consent is also required for Practitioner to send emails or leave phone messages.  Please provide an email 
address and phone number below at which you are comfortable with receiving messages. 

 
__________________________________________________________ 
Email 

__________________________________________________________ 
Phone 

__________________________________________________________ 
Signature      Date 

__________________________________________________________ 
Witnessed by (Practitioner)    Date 

 


	Email: 
	Phone: 
	Date: 
	Name: 


