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CONSENT TO TREATMENT – DISCLOSURES OF RISKS, AUTONOMY & EXPECTATIONS
I,______________________________________________ hereby request and consent to the performance of all of the following procedures
on me by the below named practitioner(s) (hereafter noted as noha, llc).
Jennifer L. Davies, LAc, CMT  Andrew J. Davies, CHt
Please Initial Each Below.
_________ACUPUNCTURE: I understand that acupuncture is performed by the insertion of needles through the skin at certain points
on or near the surface of the body in an attempt to treat bodily dysfunction or diseases, to modify or prevent pain perception, and to
normalize the body’s physiological functions. I am aware that certain adverse side effects may result. These could include, but are not
limited to: local bruising, minor bleeding, fainting, pain or discomfort. Although these incidences are rare, I am aware that acupuncture
therapy may have serious risks including preterm labor in pregnant woman and pneumothorax (collapsed lung). I understand that no
guarantees concerning its use and effects are given to me and that I am free to stop acupuncture treatment at any time.
_________ MOXIBUSTION: I understand that heat treatments using Artemesia vulgaris (“moxa”) involves putting moxa on the head
of a needle while inserted in the skin, indirectly or directly on the skin. The heat generated from moxa treatments may involve a slight
discomfort or leave a blister or scar on the skin. I understand that I may refuse this therapy.
_________ TDP LAMP: I understand that heat TDP Far Infrared Mineral Lamps a emit heat to increase microcirculation and loosen
fascia to accelerate the natural healing processes of the body. The heat generated from TDP Lamps may involve a slight discomfort or
leave a blister or scar on the skin. I understand that I may refuse this therapy.
_________CHINESE HERBS: I understand that Chinese Herbal formulas may be recommended to me to treat bodily dysfunction or
diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions. I understand that I am not required
to take these substances but must follow the directions for administration and dosage if I do decide to take them. I am aware that
certain adverse side effects may result from taking these substances. These could include, but are not limited to: changes in bowel
movement, or abdominal pain or discomfort. Should I experience any problems which I associate with these substances, I should
suspend taking them and call noha, llc as soon as possible.
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CUPPING/GUA SHA:
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MASSAGE:

_________
I understand that cupping and gua sha may be used to promote circulation of qi though the
meridians. Cups may produce a red/purple color on the area treated lasting for 1–5 days.
_________
I understand massage techniques are used to promote circulation, relaxation and muscle re-education. If
deeper pressure is used, some may experience tenderness following a session. I understand it is my best interest to communicate any
needs or adjustments in position, pressure, changes with my therapist. In addition, I understand that I need to stay hydrated following a
massage.
_________ ELECTRO-ACUPUNCTURE/BIO-ENERGETICS: I understand that I may be asked to have electro-acupuncture
administered with the acupuncture. I am aware that certain adverse side effects may result. These may include, but are not limited to:
electrical shock, pain or discomfort, and the possible aggravation of symptoms existing prior to treatment. I understand that I may refuse
this treatment.
_________ HYPNOTHERAPY: I understand that hypnosis a type of psychotherapy. It can induce a voluntary state of relaxed attentive
concentration, an altered state of consciousness, during which the mind is relaxed and the subconscious can be accessed only with a
person’s permission. Senses are heightened, memory is improved and mental absorption is increased.
_________ CRYSTAL HEALING: I understand that everyone will experience a healing session differently. Some may have sensations,
visions and dreams, some may fall asleep and feel no immediate benefits. Some may experience light-headedness or a headache
following treatment. I understand it is in my best interest to stay hydrated and avoid strenuous activity for a few days after treatment.

EXPECTATIONS: Most conditions require an average of 6-12 treatments, although some will respond within 4-6 treatments and
others may require a longer series – this depends the severity and the chronic nature of the chief complaint. I have been informed that I
have the right to refuse any form of treatment. I understand the nature of the treatment, have been informed of the risks and possible
consequences involved in the treatment, and have been given an opportunity to ask questions pertaining to the treatment. I also
understand that there is always a possibility of an unexpected complication and I understand that no guarantee can be made
concerning the results of treatment. I understand that there may be other treatment alternatives, including treatment offered by a
licensed physician. I understand that acupuncturists practicing in the state of Colorado are not primary care providers and that regular
primary care by a licensed physician is an important choice that is strongly recommended by noha, llc.
I have carefully read and understand all of the above information and am fully aware of what I am signing. I understand that I may ask
my practitioner for a more detailed explanation. I give my permission and consent to treatment.

PATIENT SIGNATURE

__________________________ DATE ________________________________

