Joseph Teralis Arison, L.Ac.
9615 Brighton Way, Suite 320
Beverly Hills, CA 90210
(310) 550—0380

IFFORMEDR COMSENT T ACUPUMETURE TREATMENT AND CARE

Fotiewt'a Mame

T hereby request and consent to the perfarmonce of precedures which are within the scope of
proctice of Joseph Teraliz Arisen, incloding, but not limited to acupuncture treoctments, Vigiehary
Cronivaneral Work, and Zero Baloncing, onme {or on the potient named above, for whom I am legalby
rezpanzible) by the acupuncturist named obove.

I have had an opportunity to difcuss with the acupunciurist named sbove and/er with ather office
or clinfe pergennel the netwre and purpese of these listed rherapies. T understand that resuits are
HoT guarantesd,

I understand and am informed that in the practice of gcupuncture There are some rizks T
treatment, including, but not limrted te, slight bruiging, tingling neor the needling sites that last a
few days, nausea, ond infection. There hove been instances reporred of fainting, infectionsz, and
scarring. There hove been instances reporied of Spontonesus miscarrioge and prewmathoras, I
viderstond that 2eme herbz woy be inapbpropriote daeing pregrency, If I experience smy gastro-
inrestingl upset or allergie reactions to the herb, I will inform the acupuncturist.

I do not expect the ocupuncturist to be able to anticipate ond explain all risks ond complicotions,
and T wizh to rely on the acupuncturist to exercise judgment during the course of the procedure
which the acupuncterist Teels at the fime, bated upen the facts then khowe, /S T ky beat interest,

I ynderstand that certain techriques used in Yisisnary Croniosocrol Work may imeelve work within
the mouth (with the use of finger cots or gloves) and give pecmission for this.

I have reod, or have had fead to me, the obove congent. I hove alzo had an opportutity to ask
questians about it cenrent, and by signing belew T ogree to the above-nomed procedures. T interd
Thiz congent Form to wver the entive cowse oF treatment For my present sondition and For any
fufore canditions for which T seek treatment,

Sighrture of patient dote

Witness to patients signature date




