
INFORMED CONSENT FORM 
 

By signing below, I do hereby voluntarily consent to be treated with Acupuncture and/or any modality under 
this scope of practice. I further understand that Acupuncturist in the state of Florida are considered primary 
healthcare providers, however, care by a licensed medical doctor is highly recommended. 
  

Acupuncture: I understand that acupuncture is performed by the insertion of sterile needles through the 
skin or by the application of heat to the skin (or body) at certain points on or near the surface of the body in an 
attempt to treat bodily dysfunction or diseases, to modify or prevent pain perception, and to normalize the 
body’s physiological functions. I am aware that certain adverse side effects may occur. These could include, but 
are not limited to; local bruising, mild bleeding, fainting, pain or discomfort, and the possible aggravation of 
symptoms existing prior to treatment. I understand that no guarantees concerning its use and effects are given to 
me and that I am free to stop treatment at any time. 
  

Herbs: I understand that herbs, minerals and vitamin supplements may be recommended to me to treat 
bodily dysfunction and diseases, to modify or prevent pain perception, and to normalize the body’s 
physiological function. I understand that I am not required to take these substances, but must follow the 
directions for administration and dosages if I do decide to take them. I am aware that certain adverse side effects 
may result from taking these substances. These could include, but are not limited to; changes in bowel 
movements, abdominal pain or discomfort and the possible aggravation of symptoms existing prior to herbal 
treatment. Should I experience any problems which I associate with these substances I will stop taking 
them and contact Essential Bodyworks as soon as possible. 
  

Injection Therapy; I understand that herbs, vitamins and/or homeopathic remedies that are injected into 
the skin may be recommended to me to treat bodily dysfunction or disease. I understand that I am not required 
to accept this procedure, but if I do, I understand that certain adverse side effects may occur. These side effects 
include, but are not limited to, soreness at site of injection, pain, redness of skin, swelling, minor bleeding and 
bruising. 
  

Tui-na, massage and cupping; I understand that I may also be offered tui-na, massage and/or cupping 
therapy to modify or prevent pain perception and to normalize the body’s physiological functions. I am aware 
the certain adverse side effects may occur. These side effects include, but are not limited to, bruising, sore or 
achy muscles, and the possible aggravation of symptoms existing prior to treatment. I understand that I may 
stop the treatment if it is too uncomfortable or painful. 
 
I understand that there may be other treatment alternatives, including treatment by a licensed physician. 
 
I have carefully read and understand all of the above information and am fully aware of what I am signing. I 
understand that I may ask my acupuncturist for more detailed information. I give my permission and consent to 
treatment. 
 
Signature ______________________________________________ Date _____________________________ 
 
Printed Name __________________________________________ Date of Birth ______________________ 
 
Address _________________________________________________________________________________ 
 
City ___________________________ State ___________ Zip _____________ Phone __________________ 

 



 
PATIENT INFORMATION FORM 

 
Benjamin McCluske, Acupuncture Physician, Licensed Massage Therapist 

DBA Essential Bodyworks 
 
 
Date __________________________ 
 
Name ________________________________________________________________ 
 
Address ______________________________________________________________ 
 
City________________________________ State _________ Zip ________________ 
 
 
Home Phone _______________________ Cell _______________________________ 
 
Work Phone ___________________________________________________________ 
 
Email Address _________________________________________________________ 
 
Would you like to receive email updates / special offers? Yes _______ No __________ 
 
 
Date of Birth ______________ Age ________ Marital Status_______ M ____ F _____ 
 
Occupation _______________________ Employer ____________________________ 
 
Address _______________________________________________________________ 
 
City _______________________________ State _________Zip _________________ 
 
Emergency Contact ____________________________ Phone ____________________ 
 
 
 

How were you referred? 
(Check one) 

 
[  ] by Chiropractor                     [  ] by Medical Doctor           [  ] by Naturopath 
 
[  ] by Friend or Relative            [  ] Advertisement                    [  ] Seminar 
 
[  ] Other ______________________________________________________________ 



 
 
 

CONTACT QUESTIONARE 
 
 
1. Please list the Family members or other persons, if any, whom we may inform about 
you general medical conditions and your diagnosis (including treatment, payment and 
healthcare operation). 
 
 
________________________________________________________________________ 
 
2. Please list the Family members or significant others, if any, whom we may inform 
about your medical condition ONLY IN AN EMERGENCY. 
 
 Name _____________________   Phone ________________________________ 
 
 Name _____________________  Phone _________________________________ 
 
3. Please print the telephone number(s) where you want to receive calls about your 
appointments, lab and x ray results, or other healthcare information: 
 
 ___________________________________ 
 
 ___________________________________ 
 
 Check one: 
 
 _____ O.K. to leave message with detailed information 
 
 _____ Leave message with callback number only 
 
 
It is the responsibility of the patient to notify Benjamin McCluske, DBA Essential 
Bodyworks if this information should change.
 
 
 Patient Name __________________________ (guardian if under 18 years) 
                             (Please print) 
 
 __________________________________     __________________________ 
 Patient/ guardian (signature)                                             Date 
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