Lauren Johnston Rota, M.Ac., Dipl. C.H.

Licensed Acupuncturist

317 North Main Street

Natick, MA 01760

(508) 653-5500
CONSENT TO TREATMENT

I, ______________________, hereby authorize Lauren Johnston Rota, M.Ac., Dipl. C.H., to administer any form of Oriental Medicine relevant to my diagnosis and treatment, including but not limited to the following:

1. Insertion of acupuncture needles into my body at various depths and locations.

2. Heat treatments using Artemesia vulgaris (moxa) or a conventional heat lamp may be placed on or near any part of my body. Moxibustion may involve slight discomfort and on a rare occasion leave a small blister or scar on the skin. With any type of heat, there is a slight risk of burn.

3. A massage technique called “gwa sha” may produce redness on the skin, which remains for 1-5 days. A slight bruising and tenderness may persist for a few hours following the treatment.

4. Cupping may be used to promote the circulation of Qi (energy) through the meridians. Cups may produce a red/purple/black color on the area, which can remain for 1-5 days.
5. Diode chains, diode rings, ion- pumping cords, triple cords, aluminum foil may be placed on the skin to circulate Qi (energy). A “Pachi Pachi” may be used to give a slight electrical stimulation to the area as well. This can produce a vibration/tapping sensation, but sometimes you may feel nothing at all.
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 with this treatment, and was given an opportunity to ask questions pertaining to my treatment. I also understand there is always a possibility of an unexpected complication and I understand that no guarentee can be made concerning the results of treatment.

Signature of the patient: ______________________________________________________________________________________

Printed name of the patient:

______________________________________________________________________________________

Date:

______________________________________________________________________________________

Signature of the practitioner:

______________________________________________________________________________________

Printed name of the practitioner:

