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I declare I was given the Patient Notification of Qualifications and Scope of Practice ____________ 
         INITIAL 

I hereby authorize Kimberly Iller, ND, LAc to perform the following specific procedures as necessary to facilitate 
my diagnosis and treatment: 

Acupuncture: insertion of special sterilized needles through the skin into underlying tissues at specific points on the 
surface of the body. 
Cupping:  a technique to relieve symptoms in which cups made of glass or other materials are placed on the skin 
with a vacuum created by heat or other device. 
Gua Sha:  a rubbing on an area of the body with a blunt, round instrument. 
Herbs:  may be given in the form of pills, powders, tinctures, pastes, plasters, or other forms such as raw herbs to be 
cooked.  Cooked herbs may be given to take internally or externally as a wash.  Herbal formulas may include shell, 
mineral, and animal materials. 
Moxa:  indirect burning on an acupoint using stick, string, or ball moxa to relieve symptoms. 
Tuina:  an ancient massage used to treat a wide variety of common disharmonies. 
Dietary Advice:  based on traditional Chinese Medical Theory. 

I recognize the potential risks and benefits of these procedures as described below: 

Potential risks:  discomfort, pain, infection, or blistering at the site of the procedure; temporary discoloration of the 
skin; nausea, loose bowel movements, abdominal cramping; and aggravation of symptoms existing prior to the 
acupuncture treatment. 

Potential benefits:  drugless relief of presenting symptoms and improved balance of bodily energies, which may 
lead to prevention or elimination of the presenting problem and the strengthening of the constitution. 

Notice to Pregnant Women:  Labor-stimulating acupuncture points are not used unless the treatment is specifically 
for the induction of labor.  A treatment intended to induce labor requires a letter from a primary care provider 
authorizing or recommending such a treatment.  All female patients must alert the intern or doctor if they know or 
suspect they are pregnant. 

With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been given to 
me by Kimberly Iller, ND, LAc regarding cure or improvement of my condition.  I understand that I am free to 
withdraw my consent and to discontinue participation in these procedures at any time. 

I understand that a record will be kept of the health services provided to me.  This record will be kept confidential 
and will not be released to others unless so directed by myself or my representative or if it is required or permitted 
by applicable law.  I understand that I may look at my medical record at any time and can request a copy of it by 
paying the appropriate fee.  I understand that my medical record will be kept for a minimum of three, but no more 
than ten years after the date of my last treatment. I understand that information from my medical record may be 
analyzed for research purposes, and that my identity will be protected and kept confidential.  I understand that any 
questions I have will be answered by my practitioner to the best of her ability. 

__________________________________________ __________________________________________ 
Guardian/Personal Representative’s Name (PRINT) Patient’s Name (PRINT) 

__________________________________________ __________________________________________ 
Guardian/Personal Representative’s Signature Patient’s Signature 

__________________________________________ _________________________ 
Relationship/Representative’s Authority Date 

_________________________ 
Date 


