
 

 

5 Point Acupuncture Consent Form 

Please read this information carefully and ask your practitioner if you have any questions 

or concerns.  

Benefits of Auricular Acupuncture 

 Could experience reduced cravings, increased feeling of calmness, better sleep, reduced 

agitation, relief from emotional trauma, promotes emotional balance, discovery of inner 

quiet and strength. 

 Everyone’s experience is different and it may take a few sessions before feeling benefits 

 CMHA offers no assurance or guarantee of successful outcomes 

What are the possible side effects of auricular acupuncture? 

 Local discomfort, tingling, inflammation and/or bruising around the insertion point 

 Dizziness 

 Minor bleeding with insertion/withdrawal of pins 

 Fainting 

 Nausea 

 Light headache 

 Drowsiness and if affected, you are advised not to drive 

 Slight fever and dry mouth 

 Infection, but possibility of these events occurring is very low as our therapists are 

properly trained and take extra precautions 

 

Clean Needle Procedures 

 All needles are sterilized, prepackaged and disposable.  Needles that are used for your 

treatment will be used only on you. 

 Everyone is responsible for cleaning own ears with provided alcohol pads.  

 Only touch your own pins if one is to fall to the ground 

 

It is important to let your practitioner know if you: 

 Have any particular risk of infection 

 Are under the influence of drugs or alcohol 

 Have a history of Diabetes or low blood sugar levels 

 

CMHA offers auricular acupuncture only as a complement to your existing medical care, and it 

is not intended to substitute or replace any medical advice, treatments or prescription 



 

 

medications that you may be receiving from health care professionals.  We encourage you to 

discuss your decision to undergo the acupuncture with your physician or medical practitioner.    

 

Statement of Consent  

I confirm that I have read and understood the above information, and I consent to having 

treatment and procedures. I have read the possible risks of treatment outlined above, but do not 

expect the practitioner to be able to anticipate and explain all possible risks and complications of 

treatment. I also understand that I can refuse treatment at any time. I understand that the results 

are not guaranteed. 

I wish to rely on my practitioner to exercise judgment during the course of treatment which, 

based on the facts then known, is in my best interests. I understand the practitioner may review 

my medical records and lab reports, but all my records will be kept confidential and will not be 

released without my consent.  

By voluntarily signing below, I show that I have read this consent to treatment, have been told 

about the risks and benefits of treatments provided by this clinic and have had an opportunity to 

ask questions. I intend this consent form to cover the entire course of treatment for my present 

condition, and further conditions for which I seek treatment. 

 

___________________________________ _________________________________ _________________ 

                  Name (Printed)                                                           Signature                                               Date 

 

 

 

 

___________________________________ _________________________________ _________________ 

      Witness Name (Printed)                                                Witness Signature                                        Date 

 


