
Patrice Hapke, L. Ac 
340 15th Ave E, Suite 304 
Seattle, WA 98112 
206-851-0228 

 

INFORMED CONSENT TO ACUPUNCTURE & ORIENTAL MEDICINE 
TREATMENT & CARE 

I, the undersigned, herby request and consent to the performance of acupuncture procedures including, but not 
limited to moxibustion, cupping, plum blossom, gua sha, electroacupuncture, herbology, and Tuina, on me (or on the 
patient named below for whom I am legally responsible) by my acupuncturist, Patrice Hapke, L.Ac., and/or other 
licensed acupuncturist who now or in the future treat me while employed by, working or associated with, or serving 
as back up for my acupuncturist named above, including those working at the clinic or office listed above or any 
other office visit, whether signatories to this form or not. 

Potential Risks: discomfort, pain, infection, weakness, fainting, nausea, temporary discoloration at site of procedure, 
occasional aggravation of symptoms existing prior to the treatment, occasional mood changes 
Potential benefits: drugless relief of presenting symptoms and improved balance of body’s energies, which may lead 
to prevention or elimination of the presenting problem. 

I have had the opportunity to discuss with the acupuncturist named above and/or with other office or clinic 
personnel the nature and purpose of acupuncture, moxibustion, cupping, electroacupuncture, herbology, 
physiotherapy, and other procedures. I understand that there are no guarantees regarding cure or improvement of my 
condition. I understand and am informed that there are some risks to acupuncture and oriental medicine, such as 
those listed above. There have also been instances reported of fainting, infections, scarring, spontaneous 
miscarriage, and pneumothorax. I understand that some herbs may be inappropriate during pregnancy. If I suspect 
that I am pregnant, I will immediately inform the acupuncturist. If I experience any gastro-intestinal upset or allergic 
reactions to the herbs, I will inform the acupuncturist. 

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its 
content, and by signing below, I agree to the above-named procedures. I intend this consent form to cover the entire 
course of treatment for my present condition and for any future condition(s) for which I seek treatment. 

I hereby release Patrice Hapke, L.Ac. from all liability which may occur in connection with the above mentioned 
procedures, except for failure to perform the procedures with appropriate medical care. I understand that I am free to 
withdraw my consent and discontinue participation at any time. 

I am fully aware that the clinic allots a specific amount of time for my treatment, and that if I arrive late, my 
treatment will be adjusted to fit into that schedule. I also understand that except in emergencies, I must give 48 hours 
notice of intent to cancel or reschedule an appointment unless I am in labor or assisting someone in labor. Late 
arrivals and appointments missed without proper notice will be billed at the current rates. 

 

__________________________________________ ___________________________________  ________ 
Signature of Patient or Person authorized to consent Relationship or Authority of Representative  Date 

__________________________________________ 
Print Name of Patient or Patient’s Representative 

__________________________________________ 
Signature of Witness 



E-mail

Single Married

Spouse/Partner Name

Partnered










