
New Patient Informed Consent Form
FAMILY TREE ACUPUNCTURE & WELLNESS, LLC
Growing Healthy Families
7955 E. Arapahoe Ct, Suite 1050
Centennial, CO 80112
www.familytreeacuwell.com
(720)-507-1705

Please carefully read each section below, and sign in the boxes indicated by using your mouse or touchpad. 

You must sign or initial in all boxes in order to submit this form.

COLORADO MANDATORY DISCLOSURE STATEMENT

Jennifer Luther, L.Ac, Dipl.OM, LMT 
jennie@familytreeacuwell.com 
(720) 507-1705

EDUCATION & EXPERIENCE:

Jennifer Luther earned her Master of Science degree in Traditional Chinese Medicine from the Colorado School of Traditional Chinese
Medicine in April of 2015. Jennie completed 157 credit hours in three and a half years, with a total of 2,880 hours, including 800 hours of
hands-on clinical practice. She was certified as a Diplomate in Oriental Medicine by the National Certification Commission for Acupuncture and
Oriental Medicine (NCCAOM) in May 2015. This includes Clean Needle Technique and Chinese Herbal Medicine. Jennie has been practicing
in the Denver metro area since receiving her license in June 2015. 

Jennifer’s training includes adjunctive therapies such as moxibustion, tui na, acupressure, cupping, auriculotherapy, and dietary and lifestyle
recommendations. She is a member of the Acupuncture Association of Colorado (AAC). She is a registered acupuncturist in Colorado, and
also holds a Colorado Massage Therapist license. She studied massage at Boulder College of Massage Therapy, graduating in 1999, and
received her certificate in Craniosacral Therapy from Colorado School of Healing Arts in 2005. None of these licenses, certificates, or
registrations has ever been suspended or revoked. 

This clinic complies with the rules and regulations promulgated by the Colorado Department of Health, including the proper cleaning and
sterilization of needles and the sanitation of acupuncture offices. Only single-use, disposable, factory-sterilized needles are utilized.

FEE SCHEDULE: 

ADULTS & Children 13 and up:
New Patient Initial Consultation and Treatment, 90 minutes: 
$140 + cost of herbs
Follow-up Treatment, 60 minutes: $80 + cost of herbs
Herbal Consultation only, 30 minutes: $60 + cost of herbs

Acupuncture/Bodywork/Herbal Combo, 60 minutes:
$105 plus cost of herbs
Acupuncture/Bodywork/Herbal Combo, 90 minutes: 
$140 plus cost of herbs
Acupuncture/Bodywork/Herbal Combo, 120 minutes:
$195 plus cost of herbs

CHILDREN AGES 0-12:
Initial Consulation and Treatment, 60 minutes: $140 plus cost of herbs
Follow-up Treatment, 30 minutes: 
$60 plus cost of herbs

In Children's visits, the practitioner is in the room the entire visit. In Adult and Children 13 and up visits, once the needles or cups are placed,
the patient rests on the table for 15-20 minutes while the practitioner steps out to treat other patients.

All prices are subject to change.



Patient's or Guardian's signature

PATIENT'S RIGHTS:
The patient is entitled to receive information about the methods of therapy, the techniques used, and the duration of therapy, if known.
The patient may seek a second opinion from another healthcare provider or may terminate therapy at any time.
In a professional relationship, sexual intimacy is never appropriate and should be reported to the Director of the Division of Registrations in the
Department of Regulatory Agencies. 

The practice of Acupuncture is regulated by the Director of Registrations, Colorado Department of Regulatory Agencies. If you have
comments, questions, or complaints, contact the Acupuncturists Registration Office, 1560 Broadway, Ste 1350, Denver, CO 80202. Telephone
(303) 894-2440.

I HAVE READ AND UNDERSTOOD THIS DOCUMENT: *

Patient's Full Legal Name: *

Today's date: *

OFFICE POLICIES:

CANCELLATIONS & MISSED APPOINTMENTS: 
-Please provide 48-hour notice of cancellation prior to your scheduled appointment. 
-If you miss an appointment or cancel within 48 hours you will be charged half price for your scheduled appointment.

LATE ARRIVALS:
-If you arrive 5-10 minutes late for your scheduled appointment, your time may be shortened to fit within the scheduled time.
-If you arrive 10-15 minutes late, you may forfeit your appointment, and it will be treated as a late cancellation.

REASONS FOR BEING DISMISSED/DENIED TREATMENT:
Patients who show inappropriate conduct, non-or-late payment of fees, continual late arrivals or no-shows to scheduled appointments, or
safety concerns may be denied treatment according to the discretion of the practitioner/office.

We have a zero-tolerance policy for any type of sexual misconduct, which will result in the immediate termination of your appointment with full
payment due, and treatment will be denied in this office going forward. 

FINANCIAL POLICY:
YOUR PAYMENT IS DUE IN FULL AT TIME OF SERVICE. 
For your convenience, we accept cash, check or credit cards (Visa, MasterCard, Discover). 
For checks returned to us as unpaid by your bank, you will be charged a $25 fee.

INSURANCE POLICY:
Family Tree Acupuncture & Wellness does not accept or bill Insurance. We can provide you with a statement of services, but do not provide
Superbills due to the time and cost of dealing with insurance, even when we have not billed directly.

We DO accept HSA and FSA cards for payment, and are listed as a medical provider on the receipt.

Please indicate your understanding and acceptance of these policies by signing below: *



Patient's or Guardian's Signature

Guardian's Full Legal Name ( if applicable)

Patient's Full Legal Name *

Today's date *

CONSENT TO TREATMENT:

I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of
acupuncture on me (or on the patient named below, for whom I am legally responsible) by Jennifer Luther, L.Ac, and/or other licensed
acupuncturists who now or in the future treat me while employed by, working or associated with or serving as back-up for Ms. Luther, including
those working Family Tree Acupuncture & Wellness, LLC, or any other office or clinic, whether signatories to this form or not.

I understand that methods of treatment may include, but are not limited to

ACUPUNCTURE: 
I understand that acupuncture is performed by the insertion of needles through the skin 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 have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising,
numbness or tingling near the needling sites that may last a few days, and dizziness or fainting. Unusual risks of acupuncture include
spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax). Infection is another possible risk,
although the clinic uses sterile disposable needles and maintains a clean and safe environment, following the Clean Needle Technique
protocols and OSHA standards for biohazard materials at all times. 

HEAT TREATMENTS:
I understand that heat treatments using Far-Infrared heat lamps on the skin may generate heat, and may involve a slight discomfort or leave a
burn, blister or scar on the skin. I will tell my practitioner immediately if I feel any discomfort, or call the practitioner with the bell provided.
Moxibustion is not used in this clinic due to high number of patients with allergies to the smoke, although liquid moxa may be used with the
heat lamp.

CHINESE HERBS: 
I understand that Chinese Herbal formulas may be recommended to me to treat bodily dysfunction or diseases, to modify or prevent pain
perception, and to normalize the body’s physiological functions. 

I understand that I am not required to take these substances, but must follow the directions given orally and in writing for administration and
dosage if I do decide to take them. Most herbal medicines in our clinic are administered in pill or capsule form, but on occasion you may be
given a powder that must be mixed with water, or rarely, raw herbs that you must brew into a tea, following provided written/oral instruction.

The herbs and nutritional supplements (which are from plant, animal and mineral sources) that have been recommended are traditionally
considered safe in the practice of Chinese Medicine, although some may be toxic in large doses. I understand that some herbs may be
inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea,
rashes, hives, and tingling of the tongue.

I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs. 

CUPPING: 
I understand that cupping may be used to promote circulation of qi though the meridians. Bruising is a common side effect of cupping. It may
produce a red/purple color on the area treated lasting for 1 – 5 days. We use cups with suction, and do not use Fire cupping in our office.

ELECTRO-ACUPUNCTURE/ACUPRESSURE OR LASER: 



Patient's or Guardian's Signature

ELECTRO-ACUPUNCTURE/ACUPRESSURE OR LASER: 
I understand that I may be asked to have electro-acupuncture/Acupressure/Laser administered with the acupuncture, or directly on the skin. 

I am aware that certain adverse side effects may result. These may include, but are not limited to: electrical shock, pain or discomfort, and the
possible aggravation of symptoms existing prior to treatment. 

CRANIOSACRAL THERAPY/BODYWORK:

I understand that craniosacral therapy or other form of massage/bodywork may be used as deemed necessary by the practitioner.

I am aware that this may result in temporary soreness in the tissues.

I will notify a clinical staff member who is caring for me if I am or become pregnant.

I understand that most conditions require an average of 6-12 treatments, although some will respond within 4-6 treatments and others may
require a longer series – this depends the severity and the chronic nature of the chief complaint. 

I understand that I have the right to refuse any form of treatment. I understand the nature of the treatment, have been informed of the risks and
possible consequences involved in the treatment, and have been given an opportunity to ask questions pertaining to the treatment. 

I understand that there may be other treatment alternatives, including treatment offered by a licensed physician. I understand that
acupuncturists practicing in the state of Colorado are not primary care providers and that regular primary care by a licensed physician is an
important choice that is strongly recommended by this clinic’s practitioners.

I understand that while this document describes the major risks of treatment, other side effect and risks may occur. I do not expect the clinical
staff to be able to anticipate and explain all possible risks and complications of treatment, and I wish to rely on the clinical staff to exercise
judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then known is in my best interest. I
understand that results are not guaranteed.

I understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept confidential and
will not be released without my written consent.

By voluntarily signing below, I show that I have read, or have had read to me, the above consent to treatment, have been told about the risks
and benefits of acupuncture and other procedures, 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 for any future condition(s) for which I seek treatment.

I have carefully and thoroughly read and understood all of the above information, and am fully aware of what I am signing. I understand that I
may ask my practitioner for a more detailed explanation. I give my permission and consent to treatment. *

Guardian's Full Legal Name (if applicable):

Patient's Full Legal Name: *

Today's Date: *

NOTICE OF PRIVACY PRACTICES:
This notice describes how health information about you may be used and disclosed and how you can get access to this information. Please
review it carefully. he privacy of your health information is important to us.



USES AND DISCLOSURES OF HEALTH INFORMATION:

TREATMENT:
We may use your health information for treatment or disclose it to a physician or other health care provider providing treatment to you.

PAYMENT: 
We may use and disclose your health information to obtain payment for services we provide to you. We may also disclose your health
information to another health care provider or entity that is subject to the Federal Privacy Rules for its payment activities.

HEALTH CARE OPERATIONS: 
We may use and disclose your health information for our health care operations. Health care operations include: quality assessment and
improvement activities, reviewing competence of healthcare professionals, evaluation practitioner/provider relationships, conducting training
programs, accreditation, certification, and credentialing or licensing activities. We may also disclose your information to another healthcare
provider or organization that is subject to the Federal Privacy Rules and that has a relationship with you to support some of their health care
operations.

ON YOUR AUTHORIZATION: 
You may give us written authorization to use your health care information or disclose it to anyone for any purpose. 

Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those described in this
notice.

FAMILY AND FRIENDS: 
With your written permission, we may disclose your health information to a family member, friend or other person to the extent necessary to
help you with your health care or with payment for your health care. 

Before we disclose your health information, we will provide you with an opportunity to object to our use or disclosure. In the event of your
incapacity or an emergency, we will disclose your medical information based on our professional judgment of whether the disclosure would be
in your best interest. 

You may give written permission for a person to pick up filled prescriptions, medical supplies, or similar forms of health information.

COURTESY CALLS AND APPOINTMENT REMINDERS: 
We may use or disclose your health information to provide you with appointments reminders, courtesy calls, etc. via voicemail, email,
postcards, and letters. 

PUBLIC BENEFIT:
We may use or disclose your medical information as authorized by law for the following purposes deemed to be in the public interest or benefit:
-As required by law
-For public health activities (disease/statistic & child abuse reporting, work-related illness or injury) 
-To report abuse, neglect, or domestic violence
-In response to court and administrative orders and other lawful processes

YOUR RIGHTS 
You Have The Right To:
-Request a copy of our Privacy Practices Notice at any time
-Look at and obtain a copy of your health information
-Deny courtesy calls, emails, or letters sent by our office
-Request a restriction on certain uses and disclosures of your health care information 
-Receive confidential communications regarding your health information
-Revoke authorizations that you made previously in regards to your protected health information

OUR RESPONSIBILITIES 
We Have The Right To:
-Maintain the privacy of your health information as required by federal and state law 
-Provide you with a notice of our Duties and Privacy Practices
-Abide by the terms of this notice

ACKNOWLEDGMENT OF NOTICE OF PRIVACY PRACTICES AND CONSENT TO TREAT:



INITIAL ABOVE

INITIAL ABOVE

INITIAL ABOVE

INITIAL ABOVE

Patient's or Guardian's Signature

With my consent, FTA&W may call my home or any other designated location and leave a message on voicemail, text message or in person in
reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any call pertaining to
my clinical care, including laboratory results among others. *

With my consent, FAMILY TREE ACUPUNCTURE & WELLNESS (FTA&W) may use and disclose protected health information (PHI) about me
to carry out treatment, payment and healthcare operations (TPO). Please refer to FTA&Ws Notice of Privacy Practices for more complete
description of such uses and disclosures. I have the right to review the Notice of Privacy Practices prior to signing this consent. *

With my consent, FTA&W may mail to my home or other designated location any items that assist the practice carrying out TPO, such as
appointment reminder cards and patient statements. *

With my consent, FTA&W may email or text/SMS message me appointment reminders and patient’s statements. I have the right to request that
FTA&W restrict how it uses or discloses my PHI to carry out TPO. *

By signing this form, I am consenting to FTA&W’s use and disclosure of my PHI to carry out TPO. I may revoke my consent in writing except to
the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, FTA&W may decline
to provide treatment to me. *

Guardian's Full Legal Name (if applicable):

Patient's Full Legal Name: *

Today's Date: *



Patient Portal Link: https://acusimple.com/access/1016/#/portal/forms/3598/

Thank you for taking the time to thoroughly read and understand this document. New Patients will also need to complete the New Patients
Health History.
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