CONSENT FORM
Functional Integrated Dry Needling is a process where a small needle is inserted into the muscle to reduce
tension and adhesive areas, as well as on the low of pain pathway and peripheral nerves with the
intention to reduce pain and enhance movement, which has been restricted due to various pathologies.
This procedure is not Traditional Chinese Medicine Acupuncture, but instead is a medical treatment
which requires medical diagnosis to be eﬀective.
Risks:
FIDN is a very important technique that provides management of pain in musculoskeletal and
neurological conditions. Like any other medical procedure there are possible complications, which occur
rarely but when they occur they are real and must be considered prior to giving consent for this
treatment. There are various risks associated with dry needling like pneumothorax, bruising, infection,
and/or dizziness. As the needles are very small in size, diameter, and do not have a cutting edge, the
likelihoodof any signi icant tissue trauma is unlikely.
Patients Consent:
I understand that no assurance has been made as to the results of this procedure and may not cure my
problem/condition. My therapist has also discussed with me the probability of the success of this
procedure along with any/all adverse eﬀects that can occur. I understand that I may require multiple
sessions of this procedure and this consent should cover the consecutive treatment sessions by this
facility. I have read and fully understand this consent form and with my signature I hereby consent to the
performance of this treatment and any complications or adverse eﬀects if they occur.

Procedure:
I, ______________________________, authorize ___________________________ to perform the Functional Integrated Dry
Needling procedure for my chief complaints _____________________ and diagnosis ____________________________.

Please check the following questions:
Q
2.

PLEASE ANSWER THE FOLLOWING QUESTIONS
Are you taking any medication?
Are you Diabetic?

3.

Are you Immunocompromised?

4.

Do you/have you had any cardiac problems?

5.

Are you Pregnant?

6.

Do you have any skin problems/conditions?

1.

(Name, Signature, and Stamp of the Therapist)

YES

Signature of the Patient

NO

Date

