We, the undersigned, do affirm that ____________ has been advised by Lori Tusa, L.Ac. to consult a physician regarding the condition or conditions for which such patient seeks acupuncture treatment

_______________________      ___________

                        (Signature)                                              Date
_______________________      ___________

                        (Signature)                                              Date
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_______________________      ___________
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_______________________      ___________
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