Island Acupuncture & Associates
Tammy Belanger, Lic.Ac., M.Ac., OTR/L, CEAS

5B Pine Tree Rd. Nantucket, MA 02554

(508) 228-6898
Consent to Acupuncture, Electro-Acupuncture, Herbal Medicine, Gua Sha, Cupping, Magnet Therapy and KinesioTaping

I _________________________________ consent to complementary medical care including one, some, or all of the following:  Acupuncture, Electro-Acupuncture, Herbal Medicine, Gua Sha, Cupping, Magnet Therapy and/or KinesioTaping at Island Acupuncture & Associates.

I understand the following:

1.  I may be treated using any or all services listed above.

2. Possible risks and side effects of the above services include, but are not limited to:  Burns from infrared or moxa use, fainting, digestive complaints, bruising, bleeding, pneumothorax, and the possibility of unexpected side effects.

3. I have the right to ask questions prior to and during my treatments, as to the nature of my care at Island Acupuncture & Associates.

It is my responsibility to:

1.  Answer all questions about my health and medical conditions honestly and without restraint in order for the practitioners to make the most appropriate decisions related to my care.

2. Reveal any limiting factors to my condition (such as pregnancy, diabetes, pacemaker, seizure disorder, etc.)

3. Notify the practitioners of any changes in my health or medical conditions and diagnoses.

4. Be an active partner in the healthcare process by asking questions and following through with recommended courses of treatment.

Tammy Belanger, Lic.Ac., M.Ac., OTR/L, CEAS has reviewed and explained the above to me.  I understand that, with my consent, I may be treated using any or all of the above complimentary medicines according to the licensure of the individual practitioner.  I have had the opportunity to ask questions regarding these treatments and I request and consent to treatment by the Nationally Board Certified and Massachusetts licensed practitioner Tammy Belanger.

_________________________________________
_______________________________________ Signature of Patient/Guardian



Print Name of Patient/Minor

_________________________________________
_______________________________________

Tammy Belanger, Lic. Ac., M.Ac., OTR/L


Date

