
Phoenix Rising Acupuncture 
2 Pomperaug Office Park Suite 102  Southbury, CT 06488 

By signing this form, I agree to all terms and policies written above including contacting the Emergency Contact in cases of possible 
dementia concerns or ability to care for oneself.  
 

Signature:  ____________________________ Date:  ___________________ 
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CONFIDENTIAL INFORMATION 
 

 Name:  __________________________________________________  
 Age:  ______  Date of Birth:  _______ ___  Marital Status:  S M D W  
 Address:  _____________________________________________________________________ 
 City:  _______________________ State:  _________ ZIP:  ____________________ 
 Telephone:  (Home) ____________ (Work)________________(Cell)__________________ 
 Please circle which number you would like us to use:   Home     Work      Cell 
 E-mail:  ________________________________________________________________ 
 *May we use your email address to send communications regarding Phoenix Rising Acupuncture, LLC?  Y/N 
 Occupation:  _______________________ Employer:  _________________________ 
 How did you hear about Phoenix Rising Acupuncture?  __________________________ 
 

________CONSENT TO TREATMENT 
I request care for my medical condition and do hereby voluntarily consent to the rendering of care and management of my medical 
condition using Acupuncture and related treatments (Electro-acupuncture, cupping, moxibustion, infra red heat lamp, ion pumping 
cords, Gua Sha, Tui Na, Qi Gong, nutritional or lifestyle counseling) that the Licensed Acupuncturist considers to be necessary or 
advisable.   
I understand that acupuncture is performed by the insertion of pre-sterilized acupuncture needles through the skin, with or without 
the addition of heat or electrical stimulation, to certain points on the body, with the intent of improving bodily function, relieving 
pain, and treating certain diseases or bodily dysfunctions.  
I have been informed that acupuncture, when performed by qualified licensed practitioners, is a safe method of treatment, but rarely, 
some side effects do occur. The most common of these are bruising or tingling near the needling sites for a few days, fatigue or 
temporary aggravation of pre-existing symptoms. Other possible though extremely rare side effects may be fainting or 
pneumothorax. If I experience any symptom I believe may be the result of treatment, I've been advised to contact my acupuncturist 
promptly for guidance. The Acupuncturist is aware of these side effects and takes measures to prevent them.   
I understand that I should also inform my acupuncturist prior to being treated if I believe that I might be pregnant.  
I accept the fact that no guarantee is made concerning the outcome of my acupuncture or herbal medicine treatment and that I may 
stop treatment at any time.  
I have been advised to consult a physician regarding the condition or conditions for which I am seeking acupuncture/herbal medical 
treatment. 
   
    Initials 
 

___________PAYMENT WHEN SERVICES ARE RENDERED 
I understand that payment is required for services on the day an acupuncture service is rendered.  I also understand that Phoenix 
Rising Acupuncture LLC is Out of  Network with insurance providers, therefore I will be paying on the day of service using either 
cash, check, money order,HSA or credit card.  If my  insurance covers acupuncture, I will receive a HICFA form to send to my 
insurance provider for reimbursement. In the event that a check is returned to Phoenix Rising Acupuncture LLC, there will be a 
service charge of $35 for which I am responsible. 
 

___________CANCELLED/MISSED/APPOINTMENT TARDINESS 
I understand that I need to give at least 15 hours notice when I have to cancel a previously scheduled appointment.  If I do not 
give at least 15 hours notice of cancelling my appointment, I may be charged the full price of that appointment.  I will also 
be charged the full price for any missed appointments, although emergencies that cannot be avoided do happen and in that 
case the Acupuncturist will make the charging decision.  If I arrive late for a scheduled appointment, the amount of time which was 
missed by being late will not be refunded,  nor will the scheduled appointment time be extended if that impedes on another client’s 
appointment.  I understand that the appointment will need to be rescheduled if I arrive 15 minutes or later for my set 
appointment, and I will be charged for that appointment. 
Credit Card Information:    MC/ VISA (circle one)  
 

 Number:  _____________________________________  Exp: ________CID:  _________ 
NOTE:  Your credit card information will be kept in a secure/locked location.  It will only be used for missed or cancelled 
appointments.  See paragraph above for explanation.  
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Name:  ____________________________________ Date of Birth:  _______ ___ 
 
     Initials 
 
________HIPAA PRIVACY 
Federal privacy guidelines have been established to safeguard my health information.  HIPAA explains how, when and why you 
may use and share my protected health information (such as other medical professionals, insurance, etc.).  Sign below showing I 
understand my rights.  If the Acupuncturist is required to disclose my health information to state or federal agencies, I will be 
notified.  A formal copy of your privacy statement is available to me upon request. 
 
___________EMERGENCY CONTACT 
In the event the Acupuncturist needs to contact someone in an emergency, please enter that persons contact information below. An 
example of need would be in case of side effect where I should not drive home or if you notice a health concern that my emergency 
contact should be aware of, so as to make sure I obtain the care I need. 
 

Emergency Contact:  __________________________  Relation:  ________________ 
Phone Number:  ______________________________ 
 
__________ELECTRONIC CONVERSATION 
I understand that the Acupuncturist will communicate through email, phone call and  texting.  I also understand that the 
Acupuncturist has security for all forms of communication and will keep personal information to a minimum during these 
conversations.  If I mention something connected to my health or any privacy information during communications, I will not hold 
the Acupuncturist liable for continuing that conversation.  The Acupuncturist will remind me of my privacy rights and request a 
phone call to discuss delicate issues unless I accept liability to continue the conversation electronically.  


