
	



	



	



	



	

	
Informed Consent to Treat 

 
I hereby request and consent to the performance of acupuncture treatments and other procedures 
within the scope of the practice of acupuncture on me (or the patient named below, for whom I 
am legally responsible) by either Jacqui Kinzig and/or other licensed acupuncturists who now or 
in the future treat me while employed by, working or associate with or serving as back-up for 
Jacqui Kinzig, including those working at Sustaining Health Acupuncture. 
 
I understand that methods of treatment may include, but are not limited to, acupuncture, 
moxibustion, cupping, electrical stimulation, Tui-Na (Chinese massage), Chinese herbal 
medicine, supplement recommendations, and nutritional counseling. I understand that herbs may 
need to be prepared and consumed according to the instructions provided. I will immediately 
notify a member of the clinical staff of any unanticipated or unpleasant effects associated with 
the consumption of the herbs. 
 
I have been informed that acupuncture is a generally safe method of treatment, but that it may 
have some side effects, including bruising, numbness, or tingling near the needling sites that may 
last a few days, and dizziness or fainting. Burns and/or scarring are a potential risk of 
moxibustion and cupping, or when treatment involves the use of heat lamps. Bruising is a 
common side effect of cupping and gua sha. Unusual and rare risks of acupuncture include nerve 
damage, organ puncture, and infection, although the clinic uses sterile disposable needles and 
maintains a clean and safe environment. 
 
I understand while this document describes the major risks of treatment, other side effects and 
risks may occur. The herbs and nutritional supplements that have been recommended are 
traditionally considered safe in the practice of Chinese Medicine, although same may be toxic. 
 
I understand that results are not guaranteed. 
 
By voluntarily signing below, I show that I have read, or have had read to me, the above consent 
to treatment, have been told about the risks and benefits of treatment, and have had an 
opportunity to ask questions. I intend for this consent form to cover the entire course of treatment 
for my present conditions and for any future condition(s) for which I may seek treatment. 
 
 
___________________________________________                       _______________________ 
Signature of Patient (or Patient Representative)    Date 

	



	

 
 
 
 
 

PAYMENT AND CANCELLATION POLICY 
 

I understand that payment is due in full at the time of service unless other insurance payment arrangements 
have been made. A super bill will be provided at my request. 

 

Appointment Cancellation 
When you book your appointment, you are holding a space on our calendar that is no longer available to our other 
patients. In order to be respectful of your fellow patients, please call our office as soon as you know you will not be 
able to make your appointment. 
 
If cancellation is necessary, we require that you call at least 24 hours in advance. Appointments are in high demand, 
and your advanced notice will allow another patient access to that appointment time. 

How to Cancel Your Appointment  
If you need to cancel your appointment, please call us at 859-475-6841, email us at 
office@sustaininghealthacupuncture.com, or use the cancellation feature of our online appointment scheduler.  

Late Cancellations/No-Shows 
A cancellation is considered late when the appointment is cancelled less than 24 hours before the appointed time. A 
no-show is when a patient misses an appointment without cancelling. In either case, for the second occurrence we 
will charge the patient a $25 missed appointment fee. For the third and any future occurrences, we will charge the 
full priced of the missed appointment. 

	
We	understand	emergencies	happen!	Please	call	us	as	soon	as	possible	if	something	comes	up	and	you	need	to	

change	your	appointment	time.	Our	goal	is	to	work	with	you	to	ensure	timely	and	effective	healthcare.	
	

Thank	you	for	your	understanding!	
 

 
 

___________________________________________                       _______________________ 
 Signature of Patient (or Patient Representative)      Date 

	
 
 
 
 

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES 
 

I have received or declined a copy of the Notice of Privacy Practices for Sustaining Health Acupuncture, LLC. 
 
 
 

___________________________________________                       _______________________ 
 Signature of Patient (or Patient Representative)      Date 
 



	

 


