Acupuncture For Balance
Amanda Brown L.Ac.
Patient Intake Form

Contact Information






Today’s Date:   __  /__    /______       
Name:     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
       Sex:  F  FORMCHECKBOX 
  M  FORMCHECKBOX 
  DOB:     /     /        Age:____ 
Street:          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      Email Address:          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
City:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      State:      Zip:     

 FORMTEXT 
      Phone Number:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      
Martial Status: M  FORMCHECKBOX 
 S  FORMCHECKBOX 
 D  FORMCHECKBOX 
 W  FORMCHECKBOX 
 # of Children:      Alternative Phone Number:     

 FORMTEXT 
     

 FORMTEXT 
      
Occupation:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      Employer:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Emergency Contact:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      Phone:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Have you had acupuncture before? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
  Allow email contact? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
  
Major Health Complaint(s)

Please list in order of significance to you and check which you would like us to focus on today.
1.  FORMCHECKBOX 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      4.  FORMCHECKBOX 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
2.  FORMCHECKBOX 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      5.  FORMCHECKBOX 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
3.  FORMCHECKBOX 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      6.  FORMCHECKBOX 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
When did the checked problem begin?     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     __
___________________________________________________________________________________     
Have you been given a diagnosis for this problem? If so, please describe.     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
___________________________________________________________________________________ 
What kind of treatments have you tried?     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     _
___________________________________________________________________________________    
What makes this problem worse?     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      Better?     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
       
Past Medical History

Check any conditions that you have had in the past or are currently experiencing:  P=Past  C=Current
P  C  
P  C


P  C


P  C
 FORMCHECKBOX 
 FORMCHECKBOX 
Alcohol/Drug Abuse
 FORMCHECKBOX 
 FORMCHECKBOX 
Digestive Disorder
 FORMCHECKBOX 
 FORMCHECKBOX 
Hypertension 
 FORMCHECKBOX 
 FORMCHECKBOX 
Nervous Disorder    
 FORMCHECKBOX 
 FORMCHECKBOX 
Anemia
 FORMCHECKBOX 
 FORMCHECKBOX 
Epilepsy/Seizures
 FORMCHECKBOX 
 FORMCHECKBOX 
Jaundice

 FORMCHECKBOX 
 FORMCHECKBOX 
Pneumonia

 FORMCHECKBOX 
 FORMCHECKBOX 
Arthritis 
 FORMCHECKBOX 
 FORMCHECKBOX 
Glaucoma

 FORMCHECKBOX 
 FORMCHECKBOX 
Kidney Disease 
 FORMCHECKBOX 
 FORMCHECKBOX 
Stroke
 FORMCHECKBOX 
 FORMCHECKBOX 
Asthma
 FORMCHECKBOX 
 FORMCHECKBOX 
Heart Disease  
 FORMCHECKBOX 
 FORMCHECKBOX 
Liver Disease
 FORMCHECKBOX 
 FORMCHECKBOX 
Thyroid Disorder


 FORMCHECKBOX 
 FORMCHECKBOX 
Auto Immune 
 FORMCHECKBOX 
 FORMCHECKBOX 
Heavy Bleeding/Hemorrhage 

 FORMCHECKBOX 
 FORMCHECKBOX 
Tuberculosis
 FORMCHECKBOX 
 FORMCHECKBOX 
Blood Transfusion
 FORMCHECKBOX 
 FORMCHECKBOX 
Hepatitis

 FORMCHECKBOX 
 FORMCHECKBOX 
Mental Illness
 FORMCHECKBOX 
 FORMCHECKBOX 
Vein Condition

 FORMCHECKBOX 
 FORMCHECKBOX 
Cancer
 FORMCHECKBOX 
 FORMCHECKBOX 
High Cholesterol
 FORMCHECKBOX 
 FORMCHECKBOX 
Migraines
 FORMCHECKBOX 
 FORMCHECKBOX 
Venereal Disease  

 FORMCHECKBOX 


 FORMCHECKBOX 
Diabetes
 FORMCHECKBOX 
 FORMCHECKBOX 
HIV/Hepatitis

 FORMCHECKBOX 


 FORMCHECKBOX 
Other:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     ___  
Known allergies (food, medications, or other):     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     __      
Significant trauma (car accident, sports injuries etc.):     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     _     
Hospitalizations/Surgeries (procedures and dates):     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     ___
___________________________________________________________________________________        
Current Health & Lifestyle

Do you smoke? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
   If yes, how many per day?       For how long?     
Do you exercise? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
   If yes, how many times per week?      Please Describe.     

 FORMTEXT 
     ___ 
Height:      Weight: _______
How many hours do you sleep in general?        
When do you usually go to bed?     
Overall, do you feel that your lifestyle contributes to or takes away from your health?

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Diet

Soft drinks per day       Cups of tea per day       Cups of coffee per day      
Glasses of water per day       Alcoholic beverages per week     
Are you a vegetarian? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
  Yes, but not strict  FORMCHECKBOX 
  Explain:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     __ 
Please describe your average daily diet:

Breakfast:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      
Lunch:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     ___ 
Dinner:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     __ 
Snacks:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     __ 
Foods you tend to crave:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     ___ 
Please indicate painful or distressed areas by using the symbol that best describes the feeling:
Mark with appropriate symbols:

XXX  
Sharp / Stabbing
PPP    
Pins and Needles
DDD
Dull / Aching

NNN
Numbness
[image: image1.emf]
Please rate your current level of pain:  Very mild  1     2     3     4     5     6     7     8     9    10  Very severe
Medications and Supplements

Medications you are currently taking (please include prescription medicines, vitamins, supplements, over the counter drugs, herbal supplements, etc.):
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
     ___
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     ___
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     ___

	PATIENT NAME:
	        NEW PATIENT INFORMATION

For All Clinic Appointments: 
Welcome to Acupuncture for Balance. Please read our office policies and sign below.

Cancellation Policy:
 Treatments are by appointment, although walk‐ins are occasionally accepted. If you find that you need to cancel an appointment, it is important that we receive 24‐hour notice. This enables us to fill the time slot. We reserve the right to charge a fee equal to the cost of a scheduled appointment for an appointment canceled with less than 24‐hour notice or for a “no show” appointment. 
Payment for Clinic Services Rendered:  Payment is due at the time of service and may be paid by cash, check or all major credit cards. Any checks returned due to insufficient funds will be charged an additional $30 by this clinic.  
Thank you for allowing us to provide you with quality health care.  
 Patient Signature   ________________________________  
Date ________________



ACUPUNCTURE INFORMED CONSENT TO TREAT

I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist named below and/or other licensed acupuncturists who now or in the future treat me while employed by, working or associated with or serving as back-up for the acupuncturist named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not.  

I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling.  I understand that the herbs may need to be prepared and the teas consumed according to the instructions provided orally and in writing.  The herbs may be an unpleasant smell or taste.  I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising, numbness or tingling near the needling sites that may last a few days, and dizziness or fainting.  Burns and/or scarring are a potential risk of moxibustion and cupping, or when treatment involved the use of heat lamps.  Bruising is a common side effect of cupping.  Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax).  Infection is another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment.

I understand that while this document describes the major risks of treatment, other side effects and risks may occur.  The herbs and nutritional supplements (which are from plant, animal and mineral sources) that have been recommended are traditionally considered safe in the practice of Chinese Medicine, although some may be toxic in large doses.  I understand that some herbs may be inappropriate during pregnancy.  Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the tongue.  I will notify a clinical staff member who is caring for me if I am or become pregnant.

I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, and I wish to rely on the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then known is in my best interest.  I understand that results are not guaranteed.

I understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept confidential and will not be released without my written consent.

By voluntarily signing below, I show that I have read, or have had read to me, the above consent to treatment, have been told about the risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions.  I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

	
	
	
	
	

	
	
	
	
	

	Patient Signature (or Patient Representative)
	
	Date
	
	(Indicate relationship if signing for patient)

	
	
	
	
	

	
	
	
	
	

	Acupuncturist Signature
	
	Date
	
	


Acupuncture For Balance
Amanda Brown L.Ac.

HIPPA POLICY

FOLLOWING IS A LIST OF THE CATEGORIES OF USES AND DISCLOSURE PERMITTED BY HIPPA WITHOUT AUTHORIZATION:Abuse and neglect
National Security
Public Health
Public Safety (Duty to Warn)
Research
 

Judicial Administrative Proceedings
Deceased Persons
Emergencies
WITHOUT AUTHORIZATION Applicable law and ethical standards permit us to disclose information
about you without your authorization only in a limited number of other situations. The types of uses and
disclosures that may be made without your authorization are those that are:
***Required by Law, such as the mandatory reporting of child abuse or neglect or mandatory government agency audits or investigations (such as the social work licensing board or the health department)
* * *Required by Court Order
***Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public. If information is disclosed to prevent or lessen a serious threat, it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat
 VERBAL PERMISSION We may disclose your information to family members that are directly involved in your treatment with your verbal permission.
 WITH AUTHORIZATION.  Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked.
YOUR RIGHTS REGARDING YOUR PHI
You have the following rights regarding PHI we maintain about you. To exercise any of these rights, please submit your request in writing to our Privacy Officer.
*Right of Access to Inspect and Copy. You have the right, which may be restricted only in exceptional circumstances, to inspect and copy PHI that may be used to make decisions about your care. Your right to inspect and copy PHI will be restricted only in those situations where there is compelling evidence that access would cause serious harm to you. We may charge a reasonable, cost-based fee for copies.
* Right to Amend. If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the information although we are not required to agree to the amendment.
* Right to Accounting of Disclosures.  You have the right to request an accounting of certain of the disclosures that we make of your PHI. We may charge you a reasonable fee if you request more than one accounting in any 12-month period.
* Right to Request Restrictions. You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment, or health care operations. We are not required to agree to your request.
* Right to Request Confidential Communication.  You have the right to request that we communicate with you about medical matters in a certain way or at a certain location.
* Right to Copy of this Notice. You have the right to a copy of this notice.
COMPLAINTS
 If you believe we have violated your privacy rights, you have the right to file a complaint in writing with
our Privacy Officer or with the Secretary of Health and Human Services at
200 Independence Avenue, SW Washington, D.C. 20201 or by calling (202) 619-0257.
We will not retaliate against you for filing a complaint
Notice of Privacy Practices

Receipt and Acknowledgment of Notice

Client Name:_______________________________________________________

DOB: _____________________________________________________________

I hereby acknowledge that I have received and have been given an opportunity to read a copy of Acupuncture For Balance’s Notice of Privacy Practices.  I understand that if I have any questions regarding the Notice or my privacy rights, I can contact the Amanda Brown L.Ac at 336-575-1878.  

Signature of Client







Date

Signature of Parent, Guardian or Personal Representative


Date

If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power of attorney, healthcare surrogate, parent etc.)

__ Client Refuses to Acknowledge Receipt:

Signature of Staff Member






Date
