
 

 

Consentimiento para recibir tratamiento 

 

By signing below, I do hereby voluntarily consent to be treated with acupuncture and/or            
substances from the Oriental Materia Medica by Yamin Chehin, licensed acupuncturist.   

 
Acupuncture/Moxibustion: I understand that acupuncture is performed by the insertion of needles 
through the skin or by the application of heat to the skin (or both) 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 am aware that certain adverse 
side effects may result.  These could include, but are not limited to: local bruising, minor bleeding, 
fainting, pain or discomfort, and the possible aggravation of symptoms existing prior to 
acupuncture treatment.  I understand that no guarantees concerning its use and effects are given to 
me and that I am free to stop acupuncture treatment at any time. 
 
Direct Moxibustion: I understand that if I receive direct moxibustion as part of therapy, there is a 
risk of burning or scarring from its use. I understand that I may refuse this therapy. 
 
Chinese Herbs: I understand that substances from the Oriental Materia Medica 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 for administration and dosage if I do decide to take 
them. I am aware that certain adverse side effect may result from taking these substances. These 
could include, but are not limited to: changes in bowel movement, abdominal pain or discomfort, 
and the possible aggravation of symptoms existing prior to herbal treatment.  Should I experience any 
problems, which I associate with these substances, I should suspend taking them and call Yamin Chehin as 
soon as possible. 
 
Acupressure/Tui-Na Massage: I understand that I may also be given acupressure/tui-na massage 
as part of my treatment to modify or prevent pain perception and to normalize the body’s 
physiological functions.  I am aware that certain adverse side effects may result from this treatment.  
These could include, but are not limited to: bruising, sore muscles or aches, and the possible 
aggravation of symptoms existing prior to treatment.  I understand that I may stop the treatment if 
it is too uncomfortable. 
 
Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered 
with the acupuncture. 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. I understand that I may refuse this treatment. 
 
I understand that there may be other treatment alternatives, including treatment offered by a 
licensed physician. 
 
I have carefully read and understand 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. 
 
Signature: _______________________________________________ Date: _______ 

 
Printed Name: ______________________________________________ Date of Birth: ________ 

 

Address:__________________________________________________________________________ 
 

City: ________________________         State: ____________     Zip Code: _____________      
 

Phone: ________________ 

 



[Type text] 

 

 

CONSENTIMIENTO PARA RECIBIR TRATAMIENTO 

 

 

AL FIRMAR ESTE CONSENTIMIENTO, YO (SU NOMBRE) __________________________________DOY 

AUTORIZACION A DR YAMIN CHEHIN, L.AC.; DIPL O.M  PARA PROMOVER TRATAMIENTODE ACUPUNTURA, 

MEDICINA ORIENTAL, HIERBAS Y SUBSTANCIAS EXTRAIDAS DE MATERIA MEDICA, (INCLUYENDO, PERO NO 

LIMITADO A VENTOSAS, ESTIMULACION ELECTRICA, MASAJE CHINO Y MOXIBUSTION) PARA TRATAR MIS 

NECESIDADES DE SALUD, PRESENTES Y/O FUTURAS.   

 

 

____________________________________________________________ 

                                                     NOMBRE DEL PACIENTE  

 

 

______________________________________  

FIRMA DEL PACIENTE FECHA 

 

 


