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Acupuncture Consent and Disclosure Form 
 

This disclosure is to advise you of the credentials of the practitioner and the scope of practice in 
the state of Washington. 
 
Carolyn Grissom, MS., MAc., LAc., Masters of Acupuncture, Licensed Acupuncturist: 
License #029501  AC00000268, issued 11-07-95 
 
John Hostetler, MAc., LAc., Masters of Acupuncture, Licensed Acupuncturist: 
License #029501  AC00000234, issued 02-13-95 
 
Scope of Practice: 

1. Use of acupuncture needles to stimulate acupuncture points and meridians 
2. Use of electrical, mechanical, or magnetic devices to stimulate acupuncture points 
3. Moxibustion 
4. Acupressure 
5. Cupping 
6. Dermal friction 
7. Infra-red 
8. Sonopuncture 
9. Laserpuncture 
10. Dietary advice based on Traditional Chinese Medical Theory 
11. Auricular acupuncture 

 
Potential benefits: drugless relief from presenting symptoms, an improved sense of well-being 
and an improved balance of the bodily energies which may lead to prevention or elimination of 
the presenting symptoms. 
 
Potential risks: discomfort, pain, infection, blistering, temporary discoloration of the skin 
(reddening and /or bruising) at the procedural site, light-headness, a possible aggravation of 
symptoms that existed prior to treatment. 
 
With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees 
have been given to me by Carolyn Grissom and John Hostetler. 
 
I authorize Carolyn Grissom or John Hostetler to utilize for research or teaching purposes, 
clinical or other information contained in my medical record resulting from the above mentioned 
procedures.  I hereby release Carolyn Grissom and John Hostetler from any and all liability 
which may occur in connection with the above procedures, except for the failure to perform the 
procedures with appropriate medical care.  I understand that I am free to withdraw my consent 
and to discontinue treatment at any time. 
 
 
 ______________________      ___________         ________________________      ________ 
Signature of Patient                    Date                        Signature of Witness                    Date 


