
Acupuncture Information & What to Expect
by Lance Isakov, L.Ac., M.Ac., Dipl.Ac, CYT 
Licensed Acupuncturist www.VillageWellness.net

Welcome! We are honored in being a partner on your wellness journey and excited to share, with you, this 
profound healing art! We are at hand to answer any questions that may come up and are here to support 
you. Following is some basic information that will help get things started.

• Your first session can last up to 1.5 hours, during which time you have the opportunity to speak at length 
about your health concerns, questions and goals. Your practitioner will talk with you about your medical and 
social history and perform a physical exam, which includes pulse and tongue diagnosis. This exam is to 
evaluate the balance of energy in your body and provides us with information necessary to treat you safely 
and appropriately. You will also receive an acupuncture treatment once the diagnostic session is complete.

• A series of 11 Subsequent treatments are typically scheduled (see treatment schedule below) These visits 
will involve the insertion of acupuncture needles sometimes accompanied with the use of an herb called 
Moxa. Moxa is used on the skin to warm the acupuncture points and nourish the body’s energy (known as 
Qi). Other treatments may include cupping, Gua-sha, or massage. Your practitioner will select a treatment for 
the day based on your concerns, goals and pulse readings. Please allow approximately one hour for each of 
these treatments.

• The acupuncture needles are extremely fine, approximately the thickness of a hair. We use only sterilized, 
pre-packaged needles that are disposed of after each use. Every individual has a unique interpretation of 
what the movement of qi by the needles feels like. Some common sensations are tingling, heat, electricity, or 
tickling. Most patients report little or no discomfort. Generally only four to eight needles are used during each 
treatment. - For those who decide that the needles are not for them, we gladly offer acupressure and Plant 
Spirit Medicine as an alternative. Acupressure works by stimulating the points with finger pressure rather than 
with the needle.

• Acupuncture Treatment Schedule:    
For the average patient we will do a complete series of 6-12 weekly sessions, after which treatments are 
slowly spaced out to every other week, every 3 weeks, and so on. Once this series is complete most patients 
simply come in monthly or seasonally for maintenance treatments.

• All visits are strictly confidential.

• Pricing: The initial Consult, Exam, Diagnosis & Treatment (1.5 hour session) is $160. The follow up 
sessions (1 hr) are $105. Please pay at the time of your visit. We accept cash, personal checks and Credit 
Cards. Note: we never turn anyone away for financial reasons. If you are concerned about the cost of 
treatment I encourage you to speak with your practitioner about it before or during your initial session.

• Regarding insurance - We do accept Flex Spending cards. For general insurance , please check with your 
provider, if they cover acupuncture, we can provide receipts which you can send to your insurance company 
for reimbursement.  Please ask us for the details.

• If you must cancel an appointment please give 24 - hour notice. The full fee is paid for cancellations made 
without 24 hours notice. There is no charge for last minute emergency cancellations (i.e. snowy weather) If 
you need to urgently cancel please call (610) 203-3747.

Do not hesitate to call (610) 203-3747 before your visit or at any time during your treatment.

Please continue below to the Acupuncture Intake form.

We look forward to being a partner on your road to feeling better and even THRIVING! 
See you soon,
Lance, on behalf of all the acupuncturists at Village Wellness.
 
Lance Isakov, M.Ac., L.Ac., DIpl.Ac., CYT
Acupuncturist & Co-Founder of Village Wellness

https://www.google.com/url?q=http://www.VillageWellness.net&sa=D&ust=1507558323828000&usg=AFQjCNGHcbZ-rtou_qWwyJ9gvh82IhC09w


(610) 203-3747

* Required

Village Wellness Acupuncture Intake
This form is secure. All answers are strictly confidential and private.

Contact Information

1. First Name *

2. Last Name *

3. Phone *
ideally mobile phone, but the best number to reach
you

4. Birthday *
 
Example: December 15, 2012

5. Email Address *

6. Home Address *
 

 

 

 

 



7. Emergency Contacts *
please name 2 contacts, their relationship to you, and their number
 

 

 

 

 

8. Occupation
How do you spend your time?

9. How did you hear about us (please be as specific
as possible)? *

10. Have you received acupuncture before? *
If yes, with whom and how long ago?
 

 

 

 

 

11. Who will you be seeing initially at Village Wellness? *
Mark only one oval.

 Lance Isakov, M.Ac, L.Ac., Dipl.Ac.

 Gabrielle Geib, M.Ac, L.Ac., Dipl.Ac.

 Lei Duan, M.Ac., L.Ac., Dipl. Ac.

 Karin Tetlow, R.Ac., Dipl.Ac.

 Other: 

Health



12. Current Physician: *
Please include their name, number & date of last visit
 

 

 

 

 

13. Do you take any medications, supplements, and/or recreational drugs? *
Please list what you take and what it is for
 

 

 

 

 

14. What are your chief complaints? *
What are the reasons for your visit? How long have they been bothering you? Have you experienced
them before?
 

 

 

 

 

15. Nutrition *
What did you eat for breakfast/lunch/dinner/snacks yesterday?
 

 

 

 

 



16. Do you have any allergies? *
Please list any food, pharmaceutical or environmental allergies
 

 

 

 

 

17. Are you pregnant?
If so, how far along are you?

Informed Consent Form
I hereby voluntarily consent to be treated by the acupuncturists of “Village Wellness” (Lance Isakov, Damini 
Celebre,  Karin Tetlow, Gabrielle Geib, Leslie Aurino, and/or other Licensed Acupuncturist) with oriental 
medical procedures which may include acupuncture, moxibustion, acupressure, massage, herbal medicine, or 
nutrition and lifestyle counseling. All Acupuncturists are licensed acupuncturists in the Commonwealth of 
Pennsylvania.

I understand that acupuncture is performed by the insertion of sterile, single use needles through the skin, or 
by the application of heat to the skin, or by both, at certain points near the surface of the body in an attempt to 
treat body dysfunctions or diseases and to normalize the body’s physiological functions.

I understand that my patient records as well as information I share with my acupuncturist will be kept 
confidential. No records or information will be released without my written consent. 

While acupuncture is generally a safe method of treatment, I am aware that certain side effects may result. 
These could include, but are not limited to, some local bruising, bleeding, dizziness, fainting, temporary pain 
and discomfort, numbness or tingling near the needling sites that may last a few days and temporary 
aggravation of symptoms in existence prior to treatment.

I am aware that if there is a worsening of my ailment or condition or if it does not improve within the time 
estimated by the acupuncturist, or if a new ailment or condition appears that I should consult my personal 
physician or any other licensed physician.

I understand that I should inform my acupuncturist prior to being treated if I believe I might be pregnant.

I understand that no guarantees concerning acupuncture’s use and effects are given to me, and that I am free 
to stop acupuncture treatment at any time.

None of the foregoing provisions preclude the administration to me of conventional medical therapy by a 
licensed physician when such therapy is deemed appropriate.

I understand I will be charged the full fee for appointments cancelled with less than 24 hours notice.

I agree that I am responsible for paying any and all fees at the time of service.

I have carefully read and understand all the foregoing and so am fully aware of what I am signing. I have felt 
free to ask any questions.



18. Electronic Signature of Patient or Guardian *
(type first and last name)

19. Signed on
 
Example: December 15, 2012

Notice of Privacy Practices
This notice describes how medical information about you may be used and disclosed and how you can get 
access to this information. Please read carefully and sign.

We are required by applicable federal and state law to maintain the privacy of your health information. We are 
also required to give you this Notice about our privacy practice, legal duties, and your rights concerning your 
health information. We must follow the practices that are described in this Notice while it is in effect.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such 
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices 
and the new terms of our Notice effective for all health information that we maintain, including health 
information we created or received before changes were made. Before making significant changes in privacy 
policies, we will change this notice and make it available to you upon request.

WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU FOR:

• Treatment: We may disclose your health information to a physician or healthcare provider delivering 
treatment to you.

• Payment: We may discuss your health information with your health insurer to verify that you are eligible for 
benefits if you are seeking reimbursement from your insurer.

• Healthcare Operations: We may disclose medical information about you for various practice functions such 
as reviewing the equality of care delivered, education or treatment planning.

• Appointment Reminders: We may use or disclose your health information to provide you with appointment 
reminders (such as voice mail messages, messages left with household members, emails, postcards, etc.).

• Business Associates: We may provide your medical information to outside parties so they can perform 
certain functions on our behalf (e.g., ordering herbal prescriptions).

• Health Related Benefits and Services: We may use and disclose medical information to tell you about health 
related benefits or services that may be of interest to you.

• Your Authorization: You may give us written authorization to use your health information or to disclose it to 
anyone for any purpose. If you give us authorization, you may revoke it in writing at any time. Your revocation 
will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us 
authorization, we cannot use or disclose your health information for any reason except those described in this 
Notice.

• Your Family and Friends: We may disclose your health information to a family member, friend or other person 
to the extent necessary to help with your healthcare or for payment of your healthcare, but only if you agree 
that we may do so.

• Marketing Health-Related Services: We will not use your health information for marketing purposes without 
your authorization.

• Judicial Proceedings/Law Enforcement: We may disclose medical information about you in response to a 
court or administrative order, subpoena, discover request or when required to do so by law.



Powered by

• Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably 
believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other 
crimes. We may disclose your health information to the extent necessary to avert serious threat to your health 
or safety or the health of others.

• Right to Inspect and Copy: You have the right to inspect and copy medical information that may be used to 
make decisions about your care. You must make the request in writing to obtain access to your health 
information.

• Right to Request Restrictions: You have the right to request a restriction or limitation on the medical 
information we use or disclose about you for treatment, payment or health care operations. You also have the 
right to request we limit the medical information we disclose about you to someone who is involved in your 
care, such as family member or friend. We are not required to agree to these restrictions, but if we do, we will 
abide by our agreement except in an emergency. You must make your request to us in writing.

• Right to Request Confidential Communication: You have the right to request that we communicate with you 
about your medical matters in a certain way or at a certain location. For example, you may ask that we only 
contact you at work or by e-mail. Your request must provide satisfactory explanation regarding how payments 
will be handled under the alternative means or location of your request. You must make your request to us in 
writing.

• Complaints: If you believe that your privacy rights have been violated you may file a complaint with the 
Practice or with the Secretary of the Department of Health and Human Services. To file a complaint with the 
Practice or the Secretary, please contact the Privacy Officer at: (215) 242 6663. You will not be penalized for 
filing a complaint.

I acknowledge that I have received the NOTICE OF PRIVACY PRACTICES of Village Wellness.

20. Electronic Signature of Patient or Guardian *
(type first and last name)

21. Signed on *
 
Example: December 15, 2012

https://www.google.com/forms/about/?utm_source=product&utm_medium=forms_logo&utm_campaign=forms

