WELCOME TO WHOLE HEALTH CENTER
CONTACT INFORMATION
First Name: ________________________

Last Name: _______________________________

Address:_____________________________________________________________________
City, State, ZIP:________________________________________________________________
Patient Sex:  Male

 Female

Date of Birth: _____________________________

Telephone: Home___________________Cell__________________Work _________________
Do we have your permission to send appointment reminders and clinic updates to your email
address? Yes _______ No _______ We will not sell or give your email to any other agency.
Email Address:_________________________________________________________________
Emergency Contact:

Name___________________________________________________
Telephone__________________Relationship___________________

How did you hear about us?
 Friend or Family (name)_____________  Whole Foods Massage Therapist____________
 Website  Internet  Other: ________________________________________
Please be advised, we do not bill health insurance for massage services outside of car accident
and workman’s compensation claims. If you have any questions please ask the front desk staff.
Health Insurance for Acupuncture, Auto Accident or Workman’s Compensation Patients Only:
Ins. Co: _____________________________ Subscriber Name: __________________________
Subscriber ID#: ________________ Group#: __________ Subscriber DOB: ________________
Subscriber SSN:__________________________ Patient SSN: ___________________________
DISCLAIMER
The services available at Whole Health Center are complementary to and not a substitution for
treatment by a licensed medical doctor. By signing below you indicate that you understand
this disclaimer.
Signature: ____________________________________ Date: _________________________

Patient’s Name (please print): _____________________________________

COLORADO MANDATORY DISCLOSURE STATEMENT
Whole Health Center
9370 S. Colorado Blvd, Suite A-10, Highlands Ranch, CO 80126
303-471-9355

Stephanie Shober

Teresa M. Sullivan

Erika Becker

Stephanie Shober, L.Ac., Dipl. OM, received her Master of Science degree at the Colorado School for Traditional
Chinese Medicine (a credentialed 36-month program.) She was trained in the recommendation and application of
adjunctive therapies and herbs as defined by traditional Oriental medicine concepts. Stephanie is certified by the
National Certification Commission for Acupuncture and Oriental Medicine (NCCAOM). Stephanie received her Colorado
Acupuncture License in 2009. Stephanie has not had any license, registration or certification revoked or suspended.
Teresa M. Sullivan, L.Ac. received her Master of Science degree at the Colorado School for Traditional Chinese
Medicine (a credentialed 36-month program.) She was trained in the recommendation and application of adjunctive
therapies and herbs as defined by traditional Oriental medicine concepts. Teresa is certified by the National
Certification Commission for Acupuncture and Oriental Medicine (NCCAOM). Teresa received her Colorado
Acupuncture License in 2012. Teresa has not had any license, registration or certification revoked or suspended.
Erika Becker, L.Ac. began her acupuncture education in Minnesota at Northwestern Health Sciences University, and
graduated from Colorado School of Traditional Chinese Medicine in Denver, Colorado. Her education consists of 3,030
classroom hours, 645 Acupuncture clinical hours, and 180 Chinese Herbal clinical hours. Erika has obtained Diplomate
credentials by meeting national requirements set by the National Certification Commission for Acupuncture. She also
received her Certificate in Functional Medicine in 2020. Erika has not had any license, registration or certification
revoked or suspended.
Cash at Time of Service Fee Schedule
Initial Acupuncture Evaluation and Treatment
Follow-up Acupuncture Treatment
Prepaid Plans: 5-visit package
10-visit package
20-visit package

$160*
$99
$450
$850
$1,500

*Coupons or discounts may apply. Herbs are purchased separately. Insurance is billed by code; payment varies by plan.
Patient’s Rights
Each patient who visits this clinic is entitled to receive information about the methods of therapy, the techniques used,
and an estimated 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 Regulatory Agencies in the Department of Regulatory Agencies. The Colorado
Department of Regulatory Agencies regulates the practice of acupuncture. If you have comments, questions, or
complaints, contact the Acupuncturists Registration Office, 1560 Broadway, Suite 1350, Denver, Colorado, 80202.
Telephone: 303-894-7800.
I have read and understand the above disclosure statement. I understand my rights and responsibilities as a patient.
Signature of Patient or legal guardian: ___________________________________ Date: ________________________

Patient’s Name (please print): ________________________________________________________

Acupuncture Informed Consent
Acupuncture has been explained to me as a treatment consisting of the insertion of needles through the skin at specific
points on the surface of the body (small amounts of electrical current may be applied to the needles). The purpose of
acupuncture has been explained as the alleviation or cure of symptoms or disorders.
Acupuncture, acupressure, moxibustion, cupping therapy, allergy elimination technique, and nutritional or herbal
counseling are considered experimental procedures and are not considered a substitute for Western Medicine. Therapies
and advice offered shall not be construed by the client to be a diagnosis of treatment of any disease or injury. Whole
Health Center recommends that you CONSULT YOUR PHYSICIAN for any serious conditions and receive at least two
medical opinions. It is your right and responsibility for your own body.
I understand that complications may result from acupuncture treatment. Among these possible complications are: areas
of anesthesia, fainting, weakness, nausea, hematoma, infection, pain and discomfort, pneumothorax, and aggravation of
present symptoms. Being hungry, tired, or stressed can infrequently make the body more sensitive to the acupuncture
treatment. Please tell your provider if you have any conditions that may inhibit blood clotting, such as hemophilia or
Coumadin use. Please use caution when walking with bare feet in the treatment room.
I further understand and agree to hold harmless, to indemnify and to protect against court action the individual therapist
as well as the management and owners of this clinic, in the event of accidental injury on these premises.

Payment Practices
Whole Health Center gladly accepts health insurance, automobile insurance, and worker’s compensation as payment.
Insurance coverage depends upon your individual plan. Please call your insurance company to verify your acupuncture
benefits. In the event your insurance does not cover acupuncture, discounted charges will be collected at the time of
service.

Payment Agreement
I authorize Whole Health Center to release any information required to process this claim to any insurance company or
attorney in this case. I also authorize my insurance company or medical provider to release my medical records to Whole
Health Center. This information is to be used for the purpose of processing my claims for benefits due. I hereby agree
that a photocopy of the document is as valid and effective as the original.
I hereby authorize my insurance benefits to be paid directly to Whole Health Center. I assume full responsibility for and
agree to pay all costs, charges, and expenses of every kind and description for services furnished by Whole Health Center
practitioners. I agree to pay charges and services not covered by any insurance or other third-party payer and/or not paid
to Whole Health Center for any reasons within a reasonable time (as determined by Whole Health Center). The amount
of the bill shall be due and payable upon presentation to the patient, his/her agent, guardian, conservator, or third party
responsible for payment of the charges.

Cancellation Notice
Please be considerate of your appointment time. We make every effort to respect your time and see you promptly when
you are scheduled. Please call if you cannot make your appointment or you are running late. Patients who consistently
miss their appointments or fair to cancel 24 hours in advance may be charged for their missed appointments.
I have read and understand the above Informed Consent statement. I agree to the conditions set forth in this statement.

_________________________________________________
Signature of Patient or legal guardian

_____________________________
Date

Patient’s Name (please print): ________________________________________________________

Acupuncture Privacy Practices
As your health care provider, we use your health information for evaluation and treatment, as well as to obtain payment for
treatment. If you are referred to another health care provider, or at your request, your medical records may be shared with
those providers. We may use your health care information without your authorization for the following reasons
Public health safety
At the request of your insurance carrier
Auditing purposes
When required by law
Emergencies
In all other circumstances, we will ask your written permission to release your medical information in the form of a “Release
of Medical Records” form. If you choose to sign such a form, you have the right to revoke that authorization at any time. If
you would like to review our “Notice of Privacy Practices,” please request a copy at the front desk. Whole Health Center
reserves the right to change the privacy practices that are described in the “Notice of Privacy Practices.” You may obtain a
revised “Notice of Privacy Practices” by notifying the office of Whole Health Center and requesting a revised copy.
You have the right to view and obtain a copy of your medical record. You also have the right to know to whom we have
disclosed your medical records. If you believe the information in your medical record is not correct or missing information,
you have the right to request that such information is corrected or added to your medical record.
If you have any questions or concerns about your medical records, please contact Whole Health Center, or you can file a
written complaint with the U.S. Department of Health and Human Services. Whole Health Center is required by law to
protect your medical information and provide this notice to you, along with your signature acknowledging your receipt of this
information.
Our office sends thank you cards for referrals, periodic newsletters, and participates in other non-private contact. This may
be via email or postal service. Reminders of your appointments may be via email or telephone.

Consent
I understand that I have a right to read the “Notice of Privacy Practices” prior to signing this form. The “Notice of Privacy
Practices” describes the types of uses and disclosures of my protected health information that will occur in my treatment,
payment of my bills, or in the performance of health care operations at Whole Health Center. This “Notice of Privacy
Practices” also describes my rights, as well as the duties of the practitioner with respect to my protected health information.
I consent to the use or disclosure of my protected health information by Whole Health Center for the purpose of analyzing,
diagnosing, or providing treatment, as well as obtaining payment for my health care bills or to conduct health care
operations. I understand that analysis and treatment by Whole Health Center practitioners may be conditioned upon my
consent as evidenced by my signature below.
I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry
out treatment, payment, or health care operations of the practice. Whole Health Center is not required to agree to the
restrictions that I may request. However, if Whole Health Center agrees to a restriction that I request, the restriction is
binding on Whole Health Center. I have the right to revoke this Consent, in writing, at any time, except to the extent that
Whole Health Center has taken action in reliance on this Consent.
My “protected health information” means health information, including any demographic information collected from me and
created or received by my physician, another health care provider, a health plan, my employer, or a health care
clearinghouse. This protected health information relates to my past, present, or future physical or mental health condition
that identifies me, or there is a reasonable basis to believe the information may identify me.

_________________________________________________
Signature of Patient or legal guardian

_____________________________
Date

Patient’s Name (please print): ____________________________________

Whole Health Center Financial Policy for Patient Care Services
Whole Health Center wants to provide the most efficient and affordable health care services, so it is necessary for us to have a financial
policy stating our requirements for timely payment of services and products provided by our office. We welcome the opportunity to discuss
any aspect of our financial policy. To help us help you, please:
1.) Provide us with accurate and updated information on yourself and your insurance company.
2.) Pay at the time of service for your entire balance.
3.) Discuss your account balance only with the front office staff. It is important for practitioners to be allowed to provide patient care.
If the front office staff cannot help you, do not hesitate to contact the office manager.
Insurance Patients:
We are happy to file for insurance as a courtesy to you. As stated by your insurance company: “Verification of benefits is no guarantee of
payment.” If you have insurance and we file with your carrier for you, you will be responsible for all charges not paid by the insurance
company. In addition, the balance due is your responsibility if we have not received payment from your insurance company within 60 days.
Whole Health Center sends claims with procedure codes to the insurance companies. Your insurance company then chooses the
“reasonable and customary” amount to apply to your visit. Your insurance plan is a contract between you and your insurance company,
therefore any amount applied toward your deductible must be paid in full.
By signing this financial policy:
1.) You are authorizing Whole Health Center, its providers, and its employees to release any necessary information related to this visit
and all future visits to your insurance company for the purposes of claim(s) payment.
2.) You are authorizing your insurance company and your medical provider to release your medical records to Whole Health Center
for the purpose of claim(s) payment.
3.) You are authorizing your insurance company to pay all future claims for services provided by our office directly to Whole Health
Center.
4.) You are authorizing Whole Health Center to keep a credit or debit card on file to charge all outstanding patient balances which
were not paid by your insurance company. Patient balances may include deductible payments, coinsurance payments, uninsured
visits and/or no show fees. Please note that no advanced notice will be given prior to charging your stored card. However, if there
is a charge to your stored card, we will mail you a receipt. ___________ (Initial Here)
5.) You are giving Whole Health Center the right to speak with your insurance company, any third party insurance company, and your
attorney regarding your claims and bills.
6.) You agree that a photocopy of any document is as valid and effective as the original.
Whole Health Center and its providers accept worker’s compensation and auto accident insurance. If you prefer that we do not file
insurance claims for you, you may pay the “Cash at Time of Service” discounted rate and send the claim to your insurance carrier. If you
choose to submit your own claims, we will provide you with a superbill, but cannot assist you in filing your claims.
Self-Pay Patients:
If you do not have insurance or our services are not covered by your insurance company, you will be considered a “Self-Pay” patient.
Discount packages must be applied at the time of service and cannot be back-dated.
Cancellation Policy:
In order to provide you with the best care, please arrive 10 minutes prior to your appointment: late arrival may result in cancellation. We
also require a 24 hour notice of cancellation or you may be charged our cash rate of $99 for the missed appointment. Please remember
that failure to provide 24 hour notice for a missed appointment prevents our staff from offering available times to other patients.
Finance Charges:
Failure to pay for services and products provided by our office will result in a finance charge. If we need to forward your account to a
collection agency for further legal action, you will be responsible for the entire balance on your account plus any collection fees.
Permission to Charge Credit Card on File for Past due balances:
We will always attempt to contact you regarding past due invoices however, after repeated attempts to collect, we need your written
permission to charge your credit card on file. Your signature on the line below indicates that you understand you are agreeing to permit
Whole Health Center permission to charge your credit card for a past due balance if your invoice balance lapses past the due date.
NSF Charges:
We charge a NSF charge if any payment is returned due to insufficient funds. If payment is returned then we are authorized to charge your
credit card on file for the balance owed plus the NSF Charge.
__________________________________________________________
Responsible Party or Authorized Person Signature

________________________________
Date

Surprise/Balance Billing Disclosure Form
Surprise Billing – Know Your Rights
Beginning January 1, 2020, Colorado state law protects you* from “surprise billing,” also known as “balance billing.”
These protections apply when:
· You receive covered emergency services, other than ambulance services, from an out-of-network provider in
Colorado, and/or
· You unintentionally receive covered services from an out-of-network provider at an in-network facility in
Colorado
What is surprise/balance billing, and when does it happen?
If you are seen by a health care provider or use services in a facility or agency that is not in your health insurance plan’s
provider network, sometimes referred to as “out-of-network,” you may receive a bill for additional costs associated with
that care. Out-of-network health care providers often bill you for the difference between what your insurer decides is
the eligible charge and what the out-of-network provider bills as the total charge. This is called “surprise” or “balance”
billing.
When you CANNOT be balance-billed:
Emergency Services
If you are receiving emergency services, the most you can be billed for is your plan’s in-network cost-sharing amounts,
which are copayments, deductibles, and/or coinsurance. You cannot be balance-billed for any other amount. This
includes both the emergency facility where you receive emergency services and any providers that see you for
emergency care.
Nonemergency Services at an In-Network or Out-of-Network Health Care Provider
The health care provider must tell you if you are at an out-of-network location or at an in-network location that is using
out-of-network providers. They must also tell you what types of services that you will be using may be provided by any
out-of-network provider.
You have the right to request that in-network providers perform all covered medical services. However, you may have
to receive medical services from an out-of-network provider if an in-network provider is not available. In this case, the
most you can be billed for covered services is your in-network cost-sharing amount, which are copayments, deductibles,
and/or coinsurance. These providers cannot balance bill you for additional costs.
Additional Protections
· Your insurer will pay out-of-network providers and facilities directly.
· Your insurer must count any amount you pay for emergency services or certain out-of-network services (described
above) toward your in-network deductible and out-of-pocket limit.
· Your provider, facility, hospital, or agency must refund any amount you overpay within sixty days of being notified.
· No one, including a provider, hospital, or insurer can ask you to limit or give up these rights.
If you receive services from an out-of-network provider or facility or agency OTHER situation, you may still be balance
billed, or you may be responsible for the entire bill. If you intentionally receive nonemergency services from an out-ofnetwork provider or facility, you may also be balance billed.
If you want to file a complaint against your health care provider, you can submit an online complaint by visiting this
website: https://www.colorado.gov/pacific/dora/DPO_File_Complaint.
If you think you have received a bill for amounts other than your copayments, deductible, and/or coinsurance, please
contact the billing department, or the Colorado Division of Insurance at 303-894-7490 or 1-800-930-3745.
*This law does NOT apply to ALL Colorado health plans. It only applies if you have a “CO-DOI” on your health insurance
ID card. Please contact your health insurance plan at the number on your health insurance ID card or the Colorado
Division of Insurance with questions.

Patient Signature:____________________________________

Date: _____________________________

Acupuncture Patient Information
Please complete this form as thoroughly as possible. Some questions may seem unrelated to your condition, but the
answers may affect your diagnosis and treatment. All information is confidential.

First Name: _____________________________ Last Name: _____________________________ Date: ________________
Gender (please circle):

M

F

Date of Birth: ___________________________ Age: _________________

Place of Employment: __________________________________ Occupation: _____________________________________
Preferred Language: ___________________________
Right or Left Hand Dominate (please circle):

RIGHT

LEFT

Major complaints, in order of importance to you:
#1 ________________________________________________________  Severe
 Moderate
 Slight
Describe your symptoms: _______________________________________________________________________________
When/how did this condition occur? ______________________________________________________________________
How does this condition impair your daily activities? _________________________________________________________
Modifying Factors:
What makes the pain worse? _________________________________________________________
What reduces the pain? _____________________________________________________________
#2 ________________________________________________________  Severe
 Moderate
 Slight
Describe your symptoms: _______________________________________________________________________________
When/how did this condition occur? ______________________________________________________________________
How does this condition impair your daily activities? _________________________________________________________
Modifying Factors:
What makes the pain worse? _________________________________________________________
What reduces the pain? _____________________________________________________________
#3 ________________________________________________________  Severe
 Moderate
 Slight
Describe your symptoms: _______________________________________________________________________________
When/how did this condition occur? ______________________________________________________________________
How does this condition impair your daily activities? _________________________________________________________
Modifying Factors:
What makes the pain worse? _________________________________________________________
What reduces the pain? _____________________________________________________________

Please rate your commitment to feeling better: 1

2

3

4

5

6

7

8

9

10

What are your goals for your acupuncture visits? ____________________________________________________________
Have you had acupuncture treatments before? ______________________________________________________________
Do you have any concerns about having acupuncture? ________________________________________________________

Patient’s Name (please print): __________________________________

Medical Conditions
Please list conditions and surgeries you have had, along with the year diagnosed:
Year
Condition
______
________________________________________________________________________________
______
________________________________________________________________________________
______
________________________________________________________________________________
______
________________________________________________________________________________
Please list all prescription medication, including those you use occasionally and inhalers, nose sprays, & eye drops:
Medication/Dose
Purpose
Length of Time
Last Dose
____________________________
_________________________ __________________ ______________
____________________________
_________________________ __________________ ______________
____________________________
_________________________ __________________ ______________
____________________________
_________________________ __________________ ______________
____________________________
_________________________ __________________ ______________
Please list all supplements you take, including vitamins:
Supplement
Purpose
____________________________
_________________________
____________________________
_________________________
____________________________
_________________________
____________________________
_________________________
____________________________
_________________________

Length of Time
__________________
__________________
__________________
__________________
__________________

Last Dose
______________
______________
______________
______________
______________

Please list any allergies (seasonal, medication, environmental, food, etc.)
_____________________________________________________________________________________________
Please list any occupational concerns (stress, computer work, heavy lifting, etc.)
_____________________________________________________________________________________________
Please tell us about your exercise routine (regular, minimal, etc.)
_____________________________________________________________________________________________
Musculoskeletal (Please list areas where you have problems, if any)
Muscle cramps? _______________________________ Muscle pain? ____________________________________
Joint Swelling? ________________________________ Tendonitis? ____________________________________
Arthritis? ____________________________________ Bursitis? _______________________________________
Please label (A,B,C,D) problem areas on diagram, then answer the questions about each area:
Describe Pain for Each Area
□ Sharp

□ Burning

□ Aching

□ Fixed

□ Other: __________________________

□ Sharp

□ Burning

□ Fixed

□ Other: __________________________

□ Sharp

□ Burning

□ Fixed

□ Other: __________________________

□ Aching

□ Aching

Patient’s Name (please print): __________________________________

Acupuncture Medical Conditions
Symptoms – Note: For each symptom you currently have, rate it in severity from 1-5 (5 being worst).
LEAVE BLANK IF NOT APPLICABLE
Liver/Gallbladder
______ Irritability/Anger
______ Depression/Stress
______ Headaches/Migraines
______ Visual Problems
______ Red/Dry/Itchy Eyes
______ Gallstones
______ Dizziness
______ Blurred Vision
______ Feeling of lump in throat
______ Clenching of teeth at nights
______ Muscle cramping/twitching
______ Tension
______ Joints/Neck/Shoulder pain
______ Poor Circulation
______ Soft/Brittle Nails
______ Emotional Eater
Kidney/Urinary Bladder
______ Urinary Problems
______ Bladder Infection
______ Lack of Bladder control
______ Weakness/Pain in low back
______ Decreased Bone Density
______ Feel cold easily
______ Low sex drive
______ Excess sex drive
______ Poor Memory
______ Loss of Hair
______ Hearing Problems
______ Cavities
______ Craving/Avoiding Salty Foods
______ Fear
______ Hot Flush/Night Sweating

Heart/Small Intestine
______ Heart Palpitations
______ Chest Pains
______ Insomnia/Sleep Problems
______ Easily Startled
______ Restlessness/Agitation
______ Vivid Dreams
______ Lack of joy in life
Lung/Large Intestine
______ Dry Cough
______ Cough with sputum
______ Nasal discharge
______ Post-nasal drip
______ Sinus Infection/Congestion
______ Itchy, red or painful throat
______ Dry mouth, nose or throat
______ Skin rashes/hives
______ Snoring
______ Grief/Sadness
______ Shortness of Breath
______ Allergies/Asthma
______ Low Resistance to Colds/Flu
______ Sneezing
______ Mild Fever comes & goes
______ Smoke Cigarettes

Body Temperature – please check any that apply:
______ Cold Entire Body
______ Cold Extremities
______ Hot All Day
______ Hot Only in Afternoon
______ Hot Only at Night
______ Normal
Energy Level (please circle)
Low 1 2 3 4 5 6 7 8 9 10 High

Spleen/Stomach
______ Heaviness anywhere in body
______ Fatigue/Worse after eating
______ Hard to get up in the morning
______ Edema (Swelling)
______ Muscles feel tired often
______ Easily bruising/bleeding
______ Bad breath
______Decreased/Increased appetite
______ Crave Sweets
______ Hypoglycemia
______ Difficulty digesting oily foods
______ Nausea/Vomiting
______ Gas/Belching
______ Insulin Sensitivity
______ Hemorrhoids
______ Constipation
______ Diarrhea
______ Abdominal Pain
______ Indigestion/Heartburn
______ Over-thinking
______ Tendency to gain weight
______Brain Foggy

Patient’s Name (please print): _____________________________________

Acupuncture Personal Information
For Women Only

For Women and Men: Diet Information

Please Circle

Have you had a hysterectomy?
Ovaries removed?
Post-menopausal bleeding?
Could you be pregnant now?

YES
YES
YES
YES

NO
NO
NO
NO

Describe your appetite: (please circle)
STRONG
NORMAL
POOR
Do you hunger quickly?

YES

NO

Please describe your diet (low-carb, low-fat, vegetarian, etc.)

Number of pregnancies: _______ Births: ________
Miscarriages: _________ Abortions: ____________

_______________________________________
_______________________________________

When did your last period end? _________________
Number of days in your monthly cycle: ___________
Number of days bleeding lasts: _________________

Please list what you ate yesterday:

Describe Menstrual Flow: (please circle)

Lunch: _________________________________

HEAVY MODERATE

Dinner: ________________________________

LIGHT NONE

Breakfast: ______________________________

Color of Menstrual Flow: (please circle)

Snacks: ________________________________

DARK BRIGHT RED

How much water do you drink per day?

SLIGHTLY REDDISH

Birth Control: (please circle)

_______________________________________

NONE

BIRTH CONTROL PILLS

IUD

BARRIERS

SPERMICIDES

OTHER _____________

Do you suffer from: (please circle)
Cramping? NONE
BEFORE PERIOD
Clotting?

MILD

Please describe your thirst:
STRONG

MODERATE

DURING PERIOD

Other fluids: ____________________________

SEVERE

AFTER PERIOD

NO YES: BRIGHT COLOR DARK COLOR

Premenstrual Syndrome: (please circle)
FLUID RETENTION

CRAVINGS

FLUCTUATING EMOTIONS

IRRITABILITY

DEPRESSION

FATIGUE

BREAST TENDERNESS
Do you suffer from any of the following: (please circle)
BLEEDING BETWEEN PERIODS

INFERTILITY

PELVIC INFLAMMATORY DISEASE

OVARIAN CYSTS

ENDOMETRIOSIS

HOT FLASHES

MASTITIS

BREAST CYSTS

YEAST INFECTIONS/VAGINITIS
OTHER: ________________________________

NORMAL

POOR

If you eat any of the following, please circle and list
how much per week.
CANDY ____________ COOKIES/BAKED GOODS ________
CHOCOLATE ________ WHITE FLOUR BREAD __________
MILK ________________ SODA (REG/DIET) __________
CHEESE _______________ YOGURT _________________
EGGS _________________ ICE CREAM _______________
PASTA ________________ COFFEE __________________
ALCOHOL _____________ FAST FOOD _______________
PROTEIN ______________ FRUIT ___________________
DARK GREEN VEGETABLES __________________________
OTHER __________________________________________

For Men Only
Please circle any applicable condition
IMPOTENCE

TESTICULAR PAIN/LUMP

WEAK ERECTION

DISCHARGE FROM PENIS

INFERTILITY

PREMATURE EJACULATION

LOW SEX DRIVE

PROSTATE PROBLEMS

Review of Symptoms
Patient’s Name (please print): __________________________________
Are you allergic to any medications?

NO

YES

Please list:

Osteoporosis

Past Medical History
Yes
No
Blood Clots
☐
☐

Yes
☐

No
☐

☐

Asthma/COPD

☐

☐

Peripheral Vascular Disease

☐

☐

☐

☐

Stroke/CVA/TIA

☐

☐

Tuberculosis

☐

☐

Heart Disease

☐

☐

Seizures

☐

☐

Depression

☐

☐

Heart Attack

☐

☐

HIV/AIDS

☐

☐

Congestive Heart Failure

☐

☐

High Cholesterol

☐

☐

Hepatitis

☐

☐

Thyroid Disease

☐

☐

Pacemaker

☐

☐

Stomach Ulcer

☐

☐

Other (please list below)

Headaches

☐

☐

Liver Disease

☐

☐

Kidney Stones

☐

☐

Heart Palpitations

☐

☐

Kidney Disease

☐

☐

Arthritis

☐

☐

Cancer

☐

☐

Heart Surgery

☐

☐

Diabetes

Yes
☐

No
☐

Chest Pain/Angina

☐

High Blood Pressure

ROS
Constitutional

(-)

Please check all CURRENT positive findings
Weight loss ☐ Fevers ☐ Chills ☐ Poor appetite ☐ Fatigue ☐ Weight gain ☐ Insomnia ☐ Night sweats ☐

Eyes

Blurry Vision ☐

Eye pain ☐

Eye discharge ☐ Eye redness ☐ Decrease in vision ☐ Dry eyes ☐ Double Vision ☐

ENT

Sore throat ☐

Cardiovascular

Chest pain ☐ Palpitations ☐ Rapid heart rate ☐ Heart murmur ☐ Poor circulation ☐ Swelling in the legs or feet ☐

Respiratory

Shortness of breath ☐ Chronic cough ☐ Coughing up blood ☐ History of Tuberculosis ☐ Excess sputum production ☐

Gastrointestinal

Nausea ☐ Vomiting ☐ Diarrhea ☐ Constipation ☐ Blood in stool ☐ Frequent heartburn ☐ Trouble swallowing ☐

Genitourinary

Increased urinary frequency ☐

Skin

Rash ☐

Musculoskeletal

Joint pain ☐ Muscle aches ☐ Frequent leg cramps ☐ Muscle weakness ☐

Psychiatric

Anxiety ☐ Depression ☐ Alcohol or drug dependence ☐ Suicidal thoughts ☐ Panic attacks ☐ Use of anti-depressants ☐

Endocrine

Goiter ☐

Neurological

Seizures ☐ Tremors ☐ Migraines ☐ Numbness ☐ Dizziness/Vertigo ☐ Loss of balance ☐ Slurred speech ☐ Stroke ☐

Hem/Lymphatic

Low blood count ☐ Easy bruising ☐ Swollen lymph nodes ☐ Transfusions ☐ Prolonged bleeding ☐ Blood clots ☐

Allergic/Immun

Allergic reactions ☐ Hay fever ☐ Frequent infections ☐ Hepatitis ☐ HIV positive ☐ Positive tuberculin skin test (PPD) ☐

Hoarseness ☐ Ear pain ☐ Hearing loss ☐ Ear discharge ☐ Nose bleeds ☐ Tinnitus ☐ Sinus problems ☐

Hives ☐

Blood in the urine ☐ Incontinence ☐ Painful urination ☐ Urinary retention ☐ Frequent UTI’s ☐

Hair loss ☐ Skin sores or ulcers ☐ Itching ☐ Skin thickening ☐ Nail changes ☐ Mole changes ☐
Bone pain ☐ Joint swelling ☐ Back pain ☐

Heat intolerance ☐ Cold intolerance ☐ Increased thirst ☐ Change in skin pigment ☐ Excess swelling ☐

Social History: Marital Status__________________________________
Non-Smoker (never smoked) ☐
Ex-smoker ☐
Current Smoker ☐
Alcohol consumption: Never ☐
Occasional ☐
Frequent ☐

How many packs per _________________

Family History: (Please list any known medical problems)
Father: ________________________________________________
Mother: _________________________________________________
Siblings: _____________________________________________________________________________________________________________
Your children: _________________________________________________________________________________________________________
Additional Information: Use this space to provide any additional information which may be important to your health care.

____________________________________________________
Signature of Patient
Date

___________________________________________________
Signature of Acupuncturist
Date

How to Get the Most Out of Your

Acupuncture
Treatments
Depending upon your condition, Acupuncture can
often produce results faster than common
medications. However, it’s still important to try to get
the most out of your treatment and commit to healing.
Here are some tips for ensuring that you receive the
maximum benefits from your sessions with a licensed
acupuncturist:
Do not brush your tongue for
at least 24 hours leading up
to your appointment. This
allows the acupuncturist to
use the color, texture, and
coating on your tongue as a
diagnostic tool.

Prior to your acupuncture
session, eat a light meal
or snack. You don’t want
to be starving but you
also don’t want to be
overly full. Avoid greasy,
heavy foods that could
upset your stomach.

Engage your licensed acupuncturist and ask pertinent
questions so that you feel confident and well-informed.
Be realistic.
There is no such
thing as an instant
cure. It may take
several sessions
before you feel relief.

After your first acupuncture
session, take notes about
how you felt during and after
the session. Share these
notes with your practitioner
so any necessary adjustments
can be made.

It’s fine to go to work, school,
or other activities following
treatment, but avoid
overexerting yourself.


If you are asked to fill out any
forms, fill them out honestly
and completely. Don’t shortchange yourself by using
answers you think the
acupuncturist wants to hear
or omitting bad habits.
Some questions may seem
irrelevant to your current
condition, but keep in mind
acupuncture is a holistic
practice and deals with all
aspects of your body, mind,
and spirit. The most
effective personalized
treatment plan will come
from honest answers and
comprehensive health
history.
Wear loose fitting clothes for comfort
during acupuncture sessions.

