
 



 



 



 
 

HARBOR ACUPUNCTURE 
AND FACIAL REJUVENATION CENTER 

1240 7th Ave. 
Santa Cruz, CA  95062 

831 476-1992 
 

 
 
 
I hereby voluntarily consent to treatment of Oriental Medicine by Harbor Acupuncture (Licensed 
Acupuncturist, State of California License # CF2993).  The procedures used in this treatment 
include any or all of the following:  acupuncture (with or without electrical stimulation), 
cupping, moxabustion, muscle stimulation, and prescription of herbs or nutritional supplements.  
The nature, consequences, and potential benefits and risks of these procedures have been fully 
explained  to me. 
 
I am aware that Acupuncture may result in certain side effects, including discomfort at the site of 
needle insertion, local bruising, slight bleeding, weakness, fainting, nausea, temporary pain or 
discomfort, and temporary aggravation of symptoms existing prior to treatment.  No guarantees 
have been made as to the responsiveness of my condition to treatment. 
 
We only use sterile disposable needles. 
 
I hereby release the practitioner from any and all liability except for failure to perform the 
procedures with appropriate medical care.  I understand that I am free to withdraw my consent 
and to discontinue treatment anytime. 
 
 
Print Name:____________________________ 
 
Signature:   ____________________________               Date:_________ 

 
 
 
 


