
 

       
 

 

Information for New Patients 

Welcome to Vitality Acupuncture + Integrative Medicine. We want your experience here to be nurturing 

and relaxing so please let us know if there is anything we can do to make your visit more comfortable. 

 
 

Payments:  We accept cash, checks, debit, and most major credit cards. Payment is to be made at the 

time of the visit. Checks may be made out to Vitality. All returned checks will incur a $50.00 service fee. 

 
 
 

Insurance: We are happy to check on your policy and see if you have coverage for any of our services. If 

you are covered, we will bill the insurance company for you.  Any services that are not covered will be 

charged at the time of your visit. 

 

 
 
 

CANCELLATION POLICY 

If you cannot keep an appointment please contact us at least 24 hours in advance to cancel or 

reschedule your appointment. We adhere to a strict cancellation policy and you will be charged for 

your scheduled appointment time if cancellation or rescheduling is less than 24 hours. Thank you 

for your time and understanding. 

 
 

I (print name), have read and understand the above 

policy and acknowledge that I will be charged the full cost of the appointment if I cancel or reschedule 

with less than a 24 hour notice. I give permission for Vitality Acupuncture + Integrative Medicine to keep 

a credit card on file and understand that this credit card will be charged for missed and late cancellation 

appointments. 

 

Signature Date    
 

 

Preferred Appointment Reminder Method:  Phone  Email Text 

Phone # or Email       



 

PATIENT INFORMATION AND CONSENT FORM 
 

(Please read this information carefully and ask your practitioner if there is anything that you do not understand.) 
 

WHAT IS ACUPUNCTURE? 

Acupuncture is a form of therapy in which fine needles are inserted into specific points on the body. 

 
IS ACUPUNCTURE SAFE? 

Acupuncture is generally safe.  Serious side effects are rare – less than one per 10,000 treatments. 
 

DOES ACUPUNCTURE HAVE SIDE EFFECTS? 

You need to be aware that: 
 

 Drowsiness occurs after treatment in a small number of patients and, if affected, you are 

advised not to drive. 

 Minor bleeding or bruising occurs after acupuncture in about 3% of treatments. 

 Pain during treatment occurs in about 1% of treatments. 

 Symptoms can get worse after treatment (less than 3% of patients.) You should tell your 

acupuncturist about this, but it is usually a good sign. 

 Fainting can occur in certain patients, particularly at your first treatment. 
 

In addition, if there are particular risks that apply in your case, your practitioner will discuss these with 

you. 

 

IS THERE ANYTHING YOUR PRACTITIONER NEEDS TO KNOW? 

Apart from the usual medical details, it is important that you let your practitioner know: 
 

 If you have ever experienced a seizure, dizziness, or fainting episode 

 If you have a pacemaker or any electrical implants 

 If you have a bleeding disorder 

 If you are taking anti-coagulants or any other medication 

 If you have a damaged heart valves or have any other particular risk of infection 
 

SINGLE-USE, STERILE, DISPOSABLE NEEDLES ARE USED IN THE CLINIC. 
 

 

 

STATEMENT OF CONSENT 
 

I confirm that I have read and understood the above information and I consent to having acupuncture 

treatment, I understand that I can refuse treatment at any time. 

 
 

Signature      

Print your                                  name                                  in                                  full   

  Date    



 

 

 

PATIENT CONSENT FOR PRIVACY PRACTICES 

 

 

 

 

 
Our notice of Privacy Practices provides information about how we may use and disclose protected health 

information about you. You have the right to review our notice before signing this consent. As provided in 

our notice, the terms of our notice may change.  If we change our notice, you may obtain a revised copy 
by request. 

 

You have the right to request that we restrict how protected health information about you is used or 
disclosed for treatment, payment, or health care operations. We are not required to agree to this 

restriction, but if we do, we are bound by our agreement. 

 

By signing this form, you consent to our use and disclosure of protected health information about you for 

treatment, payment or health care operations. You have the right to revoke this consent, in writing, except 
where we have already made disclosures in reliance on your prior consent. 

 

 

 

 

 

 

 
 

   

Signature of Patient or Patient Representative Date 
 

 

 

 

 
   

Printed Name of Patient or Patient Representative Relationship of Patient Representative 



 



 


