
Patient Consent Form 
Walsenburg, Colorado ~ Office of Marissa Mayer, LAc, MAcOM ~ 503.714.5772 

 

Name: ______________________________________ Date of Birth:_________________________ 

 
 

 
Referred By: 

 
 
I do hereby voluntarily consent to be treated with acupuncture, acupressure, and/or substance from the Oriental Materia Medica 

administered by Marissa Mayer L.Ac. 

 

I understand that acupuncture is performed by the insertion of needles through the skin, or by application of heat to the skin, or 

by both, at certain points on or near the surface of the body in an attempt to treat bodily dysfunctions or diseases, to modify or 

prevent the perception of pain, and to make normal the body’s physiological functions.  The procedure has been fully explained to 

me. 

 

I have been made aware that certain adverse side effects may result from acupuncture, acupressure, moxabustion, cupping and 

other applicable topical therapies.  These could include, but are not limited to, some local bruising, minor bleeding, fainting, 

temporary pain or discomfort, and the possible temporary aggravation of symptoms existing prior to treatment. 

 

I am also aware that, although acupuncture is licensed in Colorado and many other states, and has been safely practiced for 

centuries, the Federal Government classifies the procedure as “experimental”.  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. 

 

I understand that acupuncturists may recommend substances from the Oriental Materia Medica to treat bodily dysfunctions or 

diseases, to modify or prevent the perception of pain, 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 decide to take them.   

 

I have been made aware that certain adverse side effects may result from taking these substances.  These could include, but are not 

limited to, changes in bowel movement, temporary abdominal pain or discomfort, and the possible temporary aggravation of 

symptoms existing prior to herbal treatment.  Should I experience any problems that I associate with these substances, I should 

suspend taking them and call the office of Marissa Mayer, LAc, MAcOM at 503.714.5772. 

 

I have carefully read and I understand all of the foregoing and so am fully aware of what I am signing. 

 

 

 
 Patient Signature Date 

 
 

Printed Name  

 

 

   

 

 

 

  

CERTIFICATION OF NON-PREGNANT CONDITION 

 

Certain acupuncture points are known to aid in childbirth and labor.  

These points should not be used until it is a safe time for labor to begin.  I 

hereby state that I am not pregnant.  I am aware that if there is the 

smallest chance that I am pregnant, I will notify my acupuncturist prior to 

treatment.   

 

Patient /Guardian Signature: 

_______________________________Date:__________ 

 



Office of Marissa Mayer, LAc, MAcOM  | MarissaMMayer@gmail.com 

 Ph. 503.714.5772  | 116 E. Sixth Street, Walsenburg, CO 81089 

New Patient Information 

Date ___________________________ 

Name ____________________________________Birthdate___________________________________ 

Address _____________________________________________________________________________ 

City/State/Zip ________________________________________________________________________ 

Phone (C) _______________________________________ (W)_________________________________  

Email ____________________________________________________________________(please print) 

Text messages ok?  No   authorized number:__________________________________________ 

 

Call in the event of an Emergency ________________________________________________________ 

Relationship _________________________________________________________________________ 

Phone (C) _______________________________________ (W)_________________________________  

 

 

Please list all medications, herbs and supplements you are currently taking.  

Date Began and Dosage  

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

 

 

 



Please list your five major reasons you are here today in order of importance and rate them on a scale of 0 to 4 –  

with 4 being the Most Significant  

1.  

2.  

3.  

4.  

5.  

What other therapies have you tried to treat these conditions?   

 

Do you have a primary care provider?  No   Physician’s Name:  Physician’s Phone: 

 

Family Medical History: (Circle if applicable)  

allergies     arteriosclerosis     asthma     alcoholism     diabetes     heart disease     high blood pressure     seizures     stroke          

mental illness      headaches                       cancer (type                                    )                               Other: 

 

Do you have any reason to believe you are pregnant?  Yes No    

Do you have any chronic infectious diseases?   Yes No   Please describe: 

 

Your Medical History (Circle if current, underline if past)

AIDS/HIV 

Alcoholism 

Allergies 

Anxiety 

Appendicitis 

Arteriosclerosis 

Asthma 

Birth Trauma 

Cancer 

Chicken pox 

Cigarette Smoking 

Depression 

Diabetes 

Drug Addiction 

Epilepsy 

Gout 

Headaches 

Heart disease 

Hepatitis 

Herpes 

High Blood Pressure 

Hysterectomy /age:   

Impotence 

Kidney Stones 

Libido increase/decrease       

Measles 

Memory Problems 

Menopausal Symptoms 

Mood Swings 

Multiple Sclerosis 

Mumps 

Night Sweats 

Pacemaker 

Pneumonia 

PMS 

Premature Ejaculation 

High fevers 

Urinary frequency 

Urinary pain 

Urinary urgency  

Urinary difficulty 

Seizures 

Stroke 

Suicidal Intentions  

Thyroid Disorders 

Tuberculosis  

Ulcers 

Venereal Disease 

 

 

 

Surgery (list) 

______________________ 

______________________

______________________ 

______________________

______________________

______________________ 

 

 

 

Major Trauma (list 

Physical / Psychological) 

______________________ 

______________________

______________________ 

______________________

______________________

______________________ 

 

Other 

______________________

______________________

______________________

______________________ 

______________________

______________________ 

______________________ 

 



Your Lifestyle 

 

Please indicate your general dietary habits: 

 

Breakfast: 

Lunch: 

Dinner: 

Snacks: 

 

Do you have any food restrictions, sensitivities or specific diet plans? 

 

 

How much plain water do you consume daily? 

Exercise Habits: 

Spiritual Practice: 

Sleep Habits: 

Education: 

Occupation: Employer: Hours/Weeks: 

Do you enjoy your work?  Yes No   Why/Why Not? 

Do you use nicotine/alcohol/caffeine?  If so how much/how often? 

 

Have you experienced any major traumas?  Yes No   Please explain: 

 

 

 

 

 

 

 

 



Please list anything else you would like us to know:  

How did you hear about us?  

Why did you choose to come to our clinic?  

What expectations do you have from your care at this clinic?  

 

Are you here primarily for Acupuncture or Health Consulting care, or both?  

 

What is your present level of commitment to address/change your current lifestyle and its potential impact  

on your health? On a scale of 1 to 5 with 5 being the most committed : 

 

What potential obstacles do you see in making a change in your lifestyle and following the direction necessary to 

support your health?  

 

Who do you know that will sincerely support you in your lifestyle changes necessary for you to  

change your health?  

 

What do you Love to do? 

 

  



Clinic Financial Policies 

The Office of Marissa Mayer, LAc, MAcOM is pleased to offer a full range of health care services to you.  Please refer 

to the chart below for fees.  In an attempt to keep health care costs low, payment for treatment is required at the time of 

service.  Payment may be in the form of cash, check, Visa, or MasterCard. 

 

In many cases your insurance will pay for your care.  We will work with you to insure that you receive all 

documentation needed to submit your claims.  To do this, request a receipt that will contain all the information needed 

by your insurance company.  You then mail it to your insurance company for reimbursement with your claim form if 

your insurance requires one.  Please note, our relationship is directly with you and not your insurance company.   Your 

payment is due at the time of service.  

 

If you should need to cancel or reschedule an appointment, please do so at least twenty-four hours before your 

appointment time.  All missed appointments and all appointments cancelled or changed without twenty-four hours 

notice will be billed to your account.  These fees have to be paid in full before another appointment can be scheduled.  

Insurance companies will not pay for these fees.  A finance charge will accrue on all accounts not paid within 30 days of 

the invoice date. 

 

 
      I have read, I understand, and I agree to the above information: 

 
 
  

     Signature    Date 
 
  

     Printed Name       
 
 
 
 

Fee Schedule 

 
All payment is due at the time of service: 

 

 

Office Visit Initial Consult Without Treatment:  $50* 

Office Visit Treatment:  $ 95* 

Shiatsu Therapy 50min/30min:  $110/$55 

*Income based sliding scale is available upon request! 

 

Herbs & Supplements Individually Priced 

 
 
 
 
 
  



Effective Date: May 6, 2003 

Notice Patient Privacy 

Health Insurance Portability and Accountability Act (HIPAA) 

 
The Office of Marissa Mayer, LAc, MAcOM.is dedicated in preserving your personal health information.  We are required by law to protect your personal medical 
information and to provide you with a notice describing how your medical information may be used and disclosed and how you can access this information. 
 
Types of information that we gather and use: 
In administering your health care, we gather and maintain information that may include non-public personal information.: 
About your financial transactions with us (billing transactions). 
From your medical history, treatment notes, all test results, and any letters, faxes, emails or telephone conversations to or from other health care practitioners. 
From health care providers, insurance companies, workman’s comp and your employer, and other third part administrators (e.g. requests for medical records, 
claim payment information). 
Required by law:  We must have your written consent before we use or disclose to others your medical information for purposes of providing or arranging for your 
health care, the payment for or reimbursement of the care that we provide to you, and the related administrative activities supporting your treatment. 
 
You are provided the right to inspect and receive a copy of your medical information that we maintain, amending or correcting that information, obtaining an 
accounting of or disclosures of your medical information, requesting that we communicate with you confidentially, requesting that we restrict certain uses and 
disclosures of your health information, and complaining if you think your rights have be violated. 
 
Safeguards in place at our office include: 
Policies and procedures for handling information.  
Limited access to facilities where information is stored. 
Requirements for third parties to contractually comply with privacy laws. 
All medical files and records (including email, regular mail, telephone, and faxes sent) are kept on permanent file. 
The Effective Date at the top right side of this page indicates the date of the most current NOTICE in effect.  You have the right to receive a copy of our most 
current NOTICE in effect.   
 

Patient Privacy Consent Form 

 

The office of Marissa Mayer, LAc, MAcOM is dedicated in preserving your personal health information.  We are 

required by law to protect your personal medical information and to provide you with a notice describing how your 

medical information may be used and disclosed and how you can access this information. 

 

I, the undersigned, give my consent to Marissa Mayer, LAc, MAcOM to disclose my medical information only in the 

following manner:  (please initial) 

 

1.  ________Phone messages to me regarding appointment times and related information, or return phone messages 

may be left at the following number _______________________. 

 _______ Detailed Messages 

 _______Clinic name, date, appointment time only 

2.________E-mails with general information and/or correspondence may be sent to the following address:      

……………______________________________________________________ 

3.  ________ For payment or reimbursement of the care that is provided to you (for example, appointment costs billed 

to you or paid with your credit card.) 

 

I have received a copy of the “Notice of Patient Privacy.” 

 

                    I have read and understand the above.  I give my consent to the initialed and I have written “NO” before  

                    the items I do not consent. 

 

                         Signature____________________________________________________Date__________________ 

             Printed Name ______________________________________________________________________ 

 

 
_____________________________________________________________________________________________________________________ 

 

If you have any questions, concerns or complaints about the NOTICE or your medical information, please contact the office of Marissa Mayer, 

LAc, MAcOM at 503.714.5772. 

  



Colorado Mandatory Disclosure Statement 

Marissa Mayer 

116 E Sixth Street 

Walsenburg, CO 81089 

marissaMmayer@gmail.com 

Phone: 503.714.5772 

 

Education and Experience 

Marissa Mayer earned a Master of Acupuncture and Oriental Medicine degree from the Oregon College of Oriental Medicine in 

June 2000.  This four-year degree program consisted of more than 3500 hours of education including over 1000 hours of clinical 

practice.  She was certified as a Diplomat of Acupuncture, Oriental Medicine and Chinese Herbal Pharmacology by the National 

Certification Commission for Acupuncture and Oriental Medicine (NCCAOM) in July 2000.  This included earning a certification 

in Clean Needle Technique.  After graduation Marissa began her private medical practice in Portland, Oregon and has been 

practicing consistently full-time in her private practice in Oregon until October of 2015 when she assisted with a community clinic 

opening in Missoula, Montana and then relocated to Colorado. 

 

Marissa’s training includes adjunctive therapies such as herbal medicine, shiatsu, moxabustion, nutritional guidance, acupressure, 

cupping, auriculotherapy, and lifestyle recommendations.   

 

Marissa is a licensed acupuncturist in Montana, Colorado and is certified nationally by the NCCAOM (national certification 

commission). 

 

Her clinic complies with the rules and regulation promulgated by the Colorado Department of Public Health and Environment, 

including the proper use of non-reusable surgical grade sterilized needles.  Only single-use, disposable, factory-sterilized needles are 

used. 

 

Fee Schedule 

 Intake consultation without treatment   $50* 

 Follow-up treatment     $95*  

 Initial Herbal, Nutritional, Lifestyle Consultation only $95* 

*Income-based sliding fee scale is available upon request. 

 

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 professional 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 Professions 

and Occupations in the Department of Regulatory Agencies. 

 

The practice of acupuncture is regulated by the Colorado Department of Regulatory Agencies.  If you have comments, questions, or 

complaints, you may contact the Division of Professions and Occupations’ Office of Acupuncture Licensure: 

1560 Broadway, Suite 1350, Denver, Colorado 80202  

Ph: (303) 894-7800  | dora_acupunctureboard@state.co.us  

I have read the preceding information and I understand my rights as a client or as the client’s responsible party: 
 

Print Patient Name 

 

 

Signature of patient or responsible party 

 

If signed by responsible party please indicate relationship to patient and authority to consent: 

_____________________________________________________________________________________ 

 

mailto:marissaMmayer@gmail.com
mailto:dora_acupunctureboard@state.co.us

