
 

Acupuncture is a relatively low-risk therapy. The most common side effects of  acupuncture 
are bruising and superficial hematomas. Other acupuncture responses can include headaches, 
nausea, and needle shock.  

Needle shock is a rare and temporary response to an acupuncture treatment, and includes 
symptoms such as sweating, lightheadedness, shortness of  breath, and nausea. The 
symptoms typically pass when the needles are removed.  

The most serious risk associated with acupuncture is a pneumothorax, the puncturing of  a 
lung. Special precautions are taken when needling points near the lungs in order to avoid 
causing a pneumothorax. If  the client needs to move after the needles are inserted, they 
should alert the acupuncturist.  

Cupping and gua sha often create red or purple areas on the skin called petechiae. Petechiae 
are therapeutic and usually painless. Sometimes the area is sore, similar to the feeling 
following a deep tissue massage.  

Moxibustion (also known as moxa,) a heat therapy, may result in temporary redness and 
rarely burns.  

Forgotten needles are very rare, but the client should check for needles briefly after 
treatment. Any found needles should be reported to the acupuncturist for safe disposal.  

By law, no healthcare provider can guarantee an outcome or promise a cure.   

••• 

I have read and understood the risks associated with receiving acupuncture 
treatments and associated procedures. My signature symbolizes my consent to 

receive acupuncture from Brian Huwe, licensed acupuncturist. 

_____________________________________     
Client Name  
  

     

_____________________________________     __________________ 
Signature (or guardian’s signature if  patient is a minor)   Date 
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                           Recommendation for Examination by a Physician 

I am required by Virginia law to make the following recommendation to you:  

Huwe Acupuncture recommends you be examined by a physician if  you have not 
had a diagnostic examination by a licensed doctor of  medicine, osteopathy, 

chiropractic, or podiatry within the last six months.  

I am further required to obtain your signature on this form, stating that you understand I 
have made this recommendation.  

Finally, I am retired to keep this form in your chart, and to provide a copy of  it to you (Code 
of  Virginia, Section 54.1-2956.9, 18 VAC85-110-100).  

I, Brian Huwe, L.Ac. #121000633, recommend to you,  

__________________________________, that you be examined by a  
  
physician regarding the condition for which you are seeking treatment from my clinic.  

If  you understand this recommendation, please sign here:  

___________________________________    _________________ 
Signature        Date 

I have been offered a copy of  this form.  

_________________       _________________ 
Initials        Date 
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I understand that the novel Coronavirus (COVID-19) has been declared a global pandemic 
by the World Health Organization (WHO).  

I further understand that COVID-19 is extremely contagious and may be contracted from 
various sources. I understand COVID-19 has a long incubation period during which carriers 
of  the virus may not show symptoms and still be contagious. 

I understand that I am the decision maker for my health care. Part of  this office’s role is to 
provide me with information to assist me in making informed choices. This process is often 
referred to as “informed consent” and involves my understanding and agreement regarding 
recommended care, and the benefits and risks associated with the provision of  health care 
during a pandemic.  

Given the current limitations of  COVID-19 virus testing, I understand determining who is 
infected with COVID-19 is exceptionally difficult. To proceed with receiving care, I confirm 
and understand the following (Initial in all seven places provided below.) 

_______  I understand my treatment may create circumstances, such as the discharge of  
respiratory droplets or person-to-person contact, in whichCOVID-19 can be transmitted.  

_______  I understand that I am opting for an elective treatment that may not be urgent or 
medically necessary, and that I have the option to defer my treatment to a later date. 
However, while I understand the potential risks associated with receiving treatment during 
the COVID-19 pandemic, I agree to proceed with my desired treatment at this time.  

_______  I understand due to the frequency of  appointments with patients, the attributes of  
the virus, and the characteristics of  procedures, I may have an elevated risk of  contracting 
COVID-19simply by being in a health care office. 

_______  I confirm I am not experiencing any of  the following symptoms of  COVID-19 
that are listed below: *Fever *Shortness of  Breath *Dry Cough *Runny Nose *Sore Throat 
*Loss of  Taste or Smell 

_______  I understand travel increases my risk of  contracting and transmitting the 
COVID-19 virus. I verify that I have NOT in the past 14 days I have not traveled: 1)Outside 
of  the United States to countries that have been affected by COVID-19; or 2) Domestically 
within the United States by commercial airline, bus, or train. 

_______  I am informed that you and your staff  have implemented preventative measures 
intended to reduce the spread of  COVID-19. However, given the nature of  the virus, I 
understand there may be an inherent risk of  becoming infected with COVID-19 by 
proceeding with this treatment. I hereby acknowledge and assume the risk of  becoming 
infected with COVID-19 through this elective treatment and give my express permission to 
you and the staff  at your offices to proceed with providing care. 

_______  I have been offered a copy of  this consent form. 
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I knowingly and willingly consent to the treatment with the full understanding and 
disclosure of  the risks associated with receiving care during the COVID-19 
pandemic. I confirm all of  my questions were answered to my satisfaction.  

I have read, or have had read to me, the above COVID-19 Risk Informed Consent To 
Treat. I appreciate that it is not possible to consider every possible complication to 
care. I have also had an opportunity to ask questions about this form’s content, and 
by signing below I agree with the current or future recommendation to receive care, 
as is deemed appropriate for my circumstance.  

I intend this consent to cover the entire course of  care from all providers in this 
office for my present condition and for any future condition(s) for which I seek care 
from this office.  

_____________________________________     
Client Name  
  

     

_____________________________________     __________________ 
Signature (guardian’s signature if  patient is a minor)   Date 

_____________________________________     
Witness Name  
  

     

_____________________________________     __________________ 
Witness Signature        Date 
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