	ACU-Health Medical Clinic, Inc.


	LAST NAME
	     
	M I
	     
	FIRST NAME
	     


	ADDRESS
	     


	CITY
	     
	STATE
	 FORMDROPDOWN 

	ZIP CODE
	     -     
	HOME PHONE
	 FORMDROPDOWN 
       -     


	EMPLOYER
	     







OCCUPATION:


	ADDRESS
	     


	CITY
	     
	STATE
	 FORMDROPDOWN 

	ZIP CODE
	     -     
	WORK PHONE
	 FORMDROPDOWN 
       -     


	SEX:
	
	SSN:
	     -     -     
	BIRTHDATE
	 FORMDROPDOWN 
 /       /      
	AGE
	     


	Marital Status :
	 FORMDROPDOWN 

	Height:
	Weight:


List your current health provider(s), please indicate MD, DO, L.Ac., DC, OB/GYN, ND, other: [Please include address and telephone number)

	     
	
	     

	     
	
	     

	
	
	     

	Email Address:      
	
	     


	How did you hear about ACU-HEALTH ? :
	     


EMERGENCY CONTACT INFORMATION:

	In Case of Emergency notify:
	     

	Relationship:
	     

	Emergency Contact telephone No.:
	     


INSURANCE INFORMATION:

	Insurance Company:
	 FORMDROPDOWN 

	
	Policy Type.
	 FORMDROPDOWN 


	Address:
	     
	
	Policy/Group No.
	     

	
	     
	
	Claims Phone No.
	     

	Insured Person's name:
	     
	
	Insured's SSN:
	

	Insured's Address:
	
	
	Insured's DOB:
	

	Insured's Telephone No.:
	
	
	Insured's Sex:
	

	Amount of co-pay at time of service (if applicable)
$
	     


Massage, acupressure, acupuncture, reflexology, preventative or corrective exercise and nutritional or herbal counseling 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.  We recommend that you CONSULT YOUR PHYSICIAN for any serious conditions and get at least two medical opinions.  It is your right and responsibility for your own body.

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.

I understand that complications may result from acupuncture treatment.  Among those possible complications are: areas of anesthesia, fainting, weakness, nausea, hematoma, infection, pain and discomfort, pnuemothorax, and aggravation of present symptoms.

Client further understands and agrees to hold harmless, to indemnify and protect against court action the individual practitioner as well as the management and owners of this clinic, in the event of accidental injury on these premises.

I hereby authorize my insurance benefits to be paid directly to ACU-HEALTH.  I authorize  the above provide to release any information required to process this claim to any insurance company or attorney in this case.  I also authorize any insurance company or medical provider to release my medical records to the above provider.

	Patient's Signature
	
	
	Date
	


CONFIDENTIAL MEDICAL HISTORY
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	CURRENT COMPLAINT

	
	Your chief complaint or symptom: [Please indicate on diagram]

	
	     

	
	When/how did this condition begin:

	
	     

	
	Treatment(s) you have received for this condition:

	
	     

	
	Result of the above treatment(s):

	
	     

	
	What factors alleviate this condition (e.g. heat, cold, rest, or activity]:



	
	Is this injury related to auto, work or other?



	I
	List your pain on a scale of 1 to 10 (10 being the most painful].



	
	On a percentage scale, how often are you in pain?




	RECENT CONDITIONS:
	
	MEDICATION USE

	 FORMCHECKBOX 

	dizziness/lightheadedness
	
	Medication
	Never
	Occasional
	Frequently
	Daily

	 FORMCHECKBOX 

	Fatigue
	
	Appetite Suppressants
	
	
	
	

	 FORMCHECKBOX 

	headaches (location)


	
	Aspirin
	
	
	
	

	 FORMCHECKBOX 

	periods of unconsciousness
	
	Cortisone
	
	
	
	

	 FORMCHECKBOX 

	swelling or edema (where) 


	
	Laxatives
	
	
	
	

	 FORMCHECKBOX 

	swollen glands
	
	NSADs
	
	
	
	

	 FORMCHECKBOX 

	Trauma
	
	Sedatives
	
	
	
	

	 FORMCHECKBOX 

	weight loss/gain
	
	Sleeping Pills
	
	
	
	

	
	
	
	Thyroid medicines
	
	
	
	

	
	
	
	Tranquilizers
	
	
	
	


Describe recent condition(s) you marked:

	     


	List medications you presently take:
	
	List and describe any allergies to medications or topical substances  (i.e. iodine):

	     
	
	     

	     
	
	     

	 FORMCHECKBOX 
 None known
	
	 FORMCHECKBOX 
 None known


	PAST DIAGNOSIS, ILLNESS AND SURGERIES:

	Past Diagnosis
	
	Describe any condition you marked:

	AIDS/HIV
	 FORMCHECKBOX 

	Hemophilia
	 FORMCHECKBOX 

	
	     

	Anemia
	 FORMCHECKBOX 

	Hepatitis
	 FORMCHECKBOX 

	
	

	Cancer (type)
	 FORMCHECKBOX 

	Herpes
	 FORMCHECKBOX 

	
	

	Cirrhosis
	 FORMCHECKBOX 

	High Blood Pressure
	 FORMCHECKBOX 

	
	

	Diabetes
	 FORMCHECKBOX 

	Mononucleosis
	 FORMCHECKBOX 

	
	

	Epilepsy
	 FORMCHECKBOX 

	Stroke
	 FORMCHECKBOX 

	
	

	Heart Attack
	 FORMCHECKBOX 

	Tuberculosis
	 FORMCHECKBOX 

	
	

	Heart Disease
	 FORMCHECKBOX 

	
	
	
	

	Past Illness
	
	Describe any condition you marked:

	Chicken Pox
	 FORMCHECKBOX 

	Rubella (German measles)
	 FORMCHECKBOX 

	
	     

	Diphtheria
	 FORMCHECKBOX 

	Scarlet Fever
	 FORMCHECKBOX 

	
	

	Mumps
	 FORMCHECKBOX 

	Tetanus
	 FORMCHECKBOX 

	
	

	Pneumonia
	 FORMCHECKBOX 

	Trauma
	 FORMCHECKBOX 

	
	

	Polio
	 FORMCHECKBOX 

	Venereal Disease
	 FORMCHECKBOX 

	
	

	Rheumatic Fever
	 FORMCHECKBOX 

	
	
	
	


	Do you have a pacemaker   ?
	YES
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 



	List any past surgeries, major illness or trauma (approximate date):

	     


EYES, EARS, NOSE AND THROAT:

	Do you wear glasses/contacts? 
 Yes
 FORMCHECKBOX 

 No
 FORMCHECKBOX 

	Date of your last vision exam:
	     


	Bloody nose
	 FORMCHECKBOX 

	Eye infections
	 FORMCHECKBOX 

	Spots before eyes
	 FORMCHECKBOX 

	Difficulty swallowing
	 FORMCHECKBOX 

	Change or loss in taste
	 FORMCHECKBOX 

	

	Blurry vision
	 FORMCHECKBOX 

	Glaucoma
	 FORMCHECKBOX 

	Sinus problems
	 FORMCHECKBOX 

	Discharge from ear
	 FORMCHECKBOX 

	Dry, red or itchy eyes
	 FORMCHECKBOX 

	

	Cataracts
	 FORMCHECKBOX 

	Hearing loss
	 FORMCHECKBOX 

	Stuffed-up nose
	 FORMCHECKBOX 

	Sensitive to odors
	 FORMCHECKBOX 

	Recurrent sore throat/strep
	 FORMCHECKBOX 

	

	Cloudy vision
	 FORMCHECKBOX 

	Loss of smell
	 FORMCHECKBOX 

	Teeth grinding
	 FORMCHECKBOX 

	Sensitivity to light
	 FORMCHECKBOX 

	Sensation of lump in throat
	 FORMCHECKBOX 

	

	Double vision
	 FORMCHECKBOX 

	Pain behind eyes
	 FORMCHECKBOX 

	Thyroid problems
	 FORMCHECKBOX 

	Dry itchy throat
	 FORMCHECKBOX 

	Laryngitis/hoarseness
	 FORMCHECKBOX 

	

	Earache
	 FORMCHECKBOX 

	Post-nasal drip
	 FORMCHECKBOX 

	TMJ/jaw pain
	 FORMCHECKBOX 

	
	
	
	 FORMCHECKBOX 

	

	Ringing in ears: 
	intermittent
	 FORMCHECKBOX 

	all the time
	 FORMCHECKBOX 

	high pitched
	 FORMCHECKBOX 

	 low pitched
	 FORMCHECKBOX 

	No problems 
 FORMCHECKBOX 


	Other:
     

	
	RESPIRATORY SYSTEM:
	CARDIOVASCULAR:
	

	
	Asthma
	 FORMCHECKBOX 

	Post-nasal drip
	 FORMCHECKBOX 

	
	Murmur
	 FORMCHECKBOX 

	Chest pain-relieved by meds?
	 FORMCHECKBOX 

	

	
	Bronchitis
	 FORMCHECKBOX 

	Pneumonia
	 FORMCHECKBOX 

	
	High Blood pressure 
	 FORMCHECKBOX 

	Leg cramps when walking or at night
	 FORMCHECKBOX 

	

	
	How much?
	 FORMCHECKBOX 

	Nasal drainage
	 FORMCHECKBOX 

	
	Night sweats
	 FORMCHECKBOX 

	Swelling of hands, ankles or face
	 FORMCHECKBOX 

	

	
	I sigh frequently
	 FORMCHECKBOX 

	Dry cough
	 FORMCHECKBOX 

	
	Varicose veins
	 FORMCHECKBOX 

	Poor circulation in extremities/ purple nails
	 FORMCHECKBOX 

	

	
	I get colds easily
	 FORMCHECKBOX 

	Wheezing
	 FORMCHECKBOX 

	
	History of Anemia
	 FORMCHECKBOX 

	Palpitations/irregular heartbeats
	 FORMCHECKBOX 

	

	
	Emphysema
	 FORMCHECKBOX 

	Sinus infection
	 FORMCHECKBOX 

	
	Low blood pressure
	 FORMCHECKBOX 

	Pain in arm, neck or mid-back
	 FORMCHECKBOX 

	

	
	
	
	
	
	
	High cholesterol
	 FORMCHECKBOX 

	History of cardiac problems
	 FORMCHECKBOX 

	

	
	No difficulties
	 FORMCHECKBOX 

	
	
	No difficulties
	 FORMCHECKBOX 

	

	
	OTHER:
	     
	
	OTHER:
	     
	


	RESPIRATORY SYSTEM:
	

	Shortness of breath
	worse with exertion 
 FORMCHECKBOX 

worse at night
 FORMCHECKBOX 


	Cough with phlegm (color)
	     

	Smoke:
	Cigarettes
 FORMCHECKBOX 

Cigars
 FORMCHECKBOX 


	Other
	     


	MUSCULOSKELETAL:
	
	DIGESTION
	
	SKIN, HAIR, NAILS:
	
	BOWEL HABITS:
	

	Muscle cramps
	 FORMCHECKBOX 

	Bad breath
	 FORMCHECKBOX 

	Brittle nails
	 FORMCHECKBOX 

	Black/tarry stool
	 FORMCHECKBOX 


	Burning sensation
	 FORMCHECKBOX 

	Belching
	 FORMCHECKBOX 

	Cuts heal slowly
	 FORMCHECKBOX 

	Blood in stool
	 FORMCHECKBOX 


	Tendonitis
	 FORMCHECKBOX 

	Bitter taste in mouth
	 FORMCHECKBOX 

	Dandruff
	 FORMCHECKBOX 

	Constipation
	 FORMCHECKBOX 


	Joint swelling
	 FORMCHECKBOX 

	Bleeding gums
	 FORMCHECKBOX 

	Oily hair
	 FORMCHECKBOX 

	Diarrhea/loose stools
	 FORMCHECKBOX 


	Muscle pain/rheumatism
	 FORMCHECKBOX 

	Vomiting – what do you throw up?
	 FORMCHECKBOX 

	Skin is dry – where? 
	 FORMCHECKBOX 

	Hemorrhoids
	 FORMCHECKBOX 


	Pain radiating down legs
	 FORMCHECKBOX 

	Heartburn/acid stomach 
	 FORMCHECKBOX 

	Rashes – where? 
	 FORMCHECKBOX 

	I use laxatives
	 FORMCHECKBOX 


	Muscle spasms
	 FORMCHECKBOX 

	

 do antacids/meds help?
	 FORMCHECKBOX 

	Hair loss
	 FORMCHECKBOX 

	Mucous in stool
	 FORMCHECKBOX 


	Arthritis
	 FORMCHECKBOX 

	Ulcers – what kind?
	 FORMCHECKBOX 

	I bruise easily
	 FORMCHECKBOX 

	My bowel movements are:
	 FORMCHECKBOX 


	Bursitis
	 FORMCHECKBOX 

	Gallbladder problems
	 FORMCHECKBOX 

	Itching
	 FORMCHECKBOX 

	Regular
	 FORMCHECKBOX 


	No problems
	 FORMCHECKBOX 

	Gas/gas pains
	 FORMCHECKBOX 

	White spots on nails
	 FORMCHECKBOX 

	Irregular
	 FORMCHECKBOX 


	
	
	I am thirsty often
	 FORMCHECKBOX 

	No skin problems
	 FORMCHECKBOX 

	Pain/cramping in intestines
	 FORMCHECKBOX 


	BODY TEMPERATURE:
	
	Loss of appetite
	 FORMCHECKBOX 

	Dry hair
	 FORMCHECKBOX 

	Rectal bleeding
	 FORMCHECKBOX 


	Afternoon feverishness
	 FORMCHECKBOX 

	Trouble digesting fats
	 FORMCHECKBOX 

	Eczema/psoriasis
	 FORMCHECKBOX 

	1 –2 daily
	 FORMCHECKBOX 


	Alternating chills and feverishness
	 FORMCHECKBOX 

	Trouble digesting proteins
	 FORMCHECKBOX 

	Nails don’t grow well
	 FORMCHECKBOX 

	No difficulties
	 FORMCHECKBOX 


	I sweat without exertion
	 FORMCHECKBOX 

	Pain/distention above navel
	 FORMCHECKBOX 

	Ridges or lines in nails
	 FORMCHECKBOX 

	Once every _     _ days
	 FORMCHECKBOX 


	Chills or sensation of chilliness
	 FORMCHECKBOX 

	Bloated sensation  after eating
	 FORMCHECKBOX 

	Weepy sores
	 FORMCHECKBOX 

	
	

	Cold natured/cold hands and feet
	 FORMCHECKBOX 

	Strong or aggressive hunger
	 FORMCHECKBOX 

	Sore which doesn’t heal
	 FORMCHECKBOX 

	
	

	Warm natured
	 FORMCHECKBOX 

	Nausea
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	

	I have night sweats
	 FORMCHECKBOX 

	Mouth sores
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	

	Fever or sensation of feverishness
	 FORMCHECKBOX 

	‘Noisy’ stomach
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	

	No problems
	 FORMCHECKBOX 

	Indigestion
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	

	
	
	Loss/change of taste
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	

	
	
	No problems
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	

	
	
	
	
	
	
	
	

	Other:
	

	URINATION:
	
	FOR WOMEN ONLY:
	
	FOR MEN ONLY:
	
	

	Bed wetting
	 FORMCHECKBOX 

	Date of last pap smear:
	     
	Discharge from penis
	 FORMCHECKBOX 

	

	Bladder/kidney infections 
	 FORMCHECKBOX 

	Date of last mammogram: 
	     
	Low sex drive
	 FORMCHECKBOX 

	

	Blood in urine
	 FORMCHECKBOX 

	Age you began menstruating: 
	     
	Infertility
	 FORMCHECKBOX 

	

	Cloudy or dark urine
	 FORMCHECKBOX 

	Age of menopause (if applicable): 
	     
	Impotence
	 FORMCHECKBOX 

	

	Urgency
	 FORMCHECKBOX 

	Hysterectomy – ovaries removed:
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
	Premature ejaculation
	 FORMCHECKBOX 

	

	Painful/burning sensation
	 FORMCHECKBOX 

	Post-menopausal bleeding:
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
	Testicular pain or lump
	 FORMCHECKBOX 

	

	Incontinence/dribbling
	 FORMCHECKBOX 

	Could you be pregnant now?
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
	Prostate problems
	 FORMCHECKBOX 

	

	Full feeling in bladder but only small amount of urination
	 FORMCHECKBOX 

	Number of past pregnancies:

past births:
	     
	Weak erection
	 FORMCHECKBOX 

	

	Times you urinate in the daytime:
	 FORMCHECKBOX 

	Miscarriages:
	     
	
	
	

	Frequent urination
	 FORMCHECKBOX 

	Abortions:
	     
	
	
	

	Inability to urinate properly
	 FORMCHECKBOX 

	When did your last period end?
	     
	
	
	

	Poor flow
	 FORMCHECKBOX 

	Number of days for monthly cycle?
	     
	
	
	

	Times you urinate in the nighttime:
	 FORMCHECKBOX 

	Number of days bleeding lasts?
	     
	
	
	

	Difficulty starting urination
	 FORMCHECKBOX 

	Describe menstrual flow:
	Heavy
 FORMCHECKBOX 

	
	
	

	Gravel or stones in urine
	 FORMCHECKBOX 

	
	Moderate
 FORMCHECKBOX 

	
	
	

	No difficulties
	 FORMCHECKBOX 

	
	Mild
 FORMCHECKBOX 

	
	
	

	EMOTIONS:
	
	
	Not present
 FORMCHECKBOX 

	
	
	

	Anger
	 FORMCHECKBOX 

	
	it varies, explain:
	
	
	

	Depression
	 FORMCHECKBOX 

	Color of menstrual flow:
	Dark
 FORMCHECKBOX 

	
	
	

	Fear
	 FORMCHECKBOX 

	
	Bright red
 FORMCHECKBOX 

	
	
	

	Difficulty concentrating
	 FORMCHECKBOX 

	
	Slightly reddish
 FORMCHECKBOX 

	
	
	

	General sadness
	 FORMCHECKBOX 

	
	other, explain:
	
	
	

	History of abuse
	 FORMCHECKBOX 

	Do you suffer from:
	
	
	
	

	Nervousness
	 FORMCHECKBOX 

	Fluid retention
	 FORMCHECKBOX 

	
	
	

	Forgetfulness
	 FORMCHECKBOX 

	Infertility
	 FORMCHECKBOX 

	
	
	

	I can’t let go
	 FORMCHECKBOX 

	Bleeding between periods
	 FORMCHECKBOX 

	
	
	

	I feel stressed often
	 FORMCHECKBOX 

	Premenstrual syndrome’
	 FORMCHECKBOX 

	
	
	

	Irritability
	 FORMCHECKBOX 

	Yeast infection/vaginitis/
	 FORMCHECKBOX 

	
	
	

	I have trouble making decisions
	 FORMCHECKBOX 

	Mastitis
	 FORMCHECKBOX 

	
	
	

	I generally feel fine
	 FORMCHECKBOX 

	other discharge
	 FORMCHECKBOX 

	
	
	

	I over think things
	 FORMCHECKBOX 

	Irritability
	 FORMCHECKBOX 

	
	
	

	Worry/anxiety
	 FORMCHECKBOX 

	Fatigue
	 FORMCHECKBOX 

	
	
	

	
	
	Fluctuating emotions
	 FORMCHECKBOX 

	
	
	


	SLEEP PATTERNS:
	
	FOR WOMEN ONLY:
	

	Difficulty falling asleep
	 FORMCHECKBOX 

	Tenderness in breasts
	 FORMCHECKBOX 

	Cramping:
	Severe
 FORMCHECKBOX 

	

	Difficulty staying asleep
	 FORMCHECKBOX 

	Cravings
	 FORMCHECKBOX 

	
	Mild
 FORMCHECKBOX 

	

	I take a sleeping aid – what? 
	 FORMCHECKBOX 

	Endometriosis
	 FORMCHECKBOX 

	
	Before period
 FORMCHECKBOX 

	

	Excessive dreaming
	 FORMCHECKBOX 

	Depression
	 FORMCHECKBOX 

	
	During period
 FORMCHECKBOX 

	

	Nightmares
	 FORMCHECKBOX 

	Pelvic inflammatory disease
	 FORMCHECKBOX 

	
	At the end of period
	

	Sweating during the night
	 FORMCHECKBOX 

	Breast cysts
	 FORMCHECKBOX 

	Do you use:   
	Birth control pills
 FORMCHECKBOX 

	

	
	
	Hot flashes
	 FORMCHECKBOX 

	
	No birth control
 FORMCHECKBOX 

	

	
	
	Ovarian cysts
	 FORMCHECKBOX 

	
	IUD
 FORMCHECKBOX 

	

	
	
	
	
	
	Spermicide
 FORMCHECKBOX 

	

	
	
	
	
	
	Barriers
 FORMCHECKBOX 

	

	What time do your sleep problems seem to occur most? 
	 FORMCHECKBOX 

	
	
	Clotting:
	Bright in color
 FORMCHECKBOX 

Dark in color
 FORMCHECKBOX 

	

	No difficulties – I sleep just fine
	 FORMCHECKBOX 

	
	
	
	
	

	
	
	
	
	
	
	

	Other:
	


	FAMILY HISTORY
	

	
	Father
	Mother
	Brother
	Sister
	Child
	Other

	Alcoholism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cancer
Breast
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Colon
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Female organs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Prostate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Skin
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Other:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Depression, suicide, other mental illness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Glaucoma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Heart disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	High blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	High cholesterol
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Kidney disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Migraines
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Obesity (weight problem)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Osteoporosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Seizure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Thyroid disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



NOTES

	S 
(subjective);


 Chief Complaint:
	
     






	O 
(objective):
	
     






	A 
(assessment):
	Tongue:
	
     






	
	Pulse:
Left:
	
     






	
	Pulse:
Right:
	
     






	
	Diagnosis:
	
     






	
	Differentiation
	
     






	P  
(plan):
	
     






	
	Acu-point selection:
	
     






	
	Herbs:
	
     






	
	Recommendations:
	
     







I. Understanding Your Health Record/Information

Each time you visit a hospital, physician, acupuncturist, chiropractor, or other healthcare provider, a record of your visit is made. Typically, this record contains your symptoms, examination and test results, diagnoses, treatment, and a plan for future care or treatment. This information, often referred to as your health or medical record, serves as a:

a) basis for planning your care and treatment

b) means of communication among the many health professionals who contribute to your care

c) legal document describing the care you received

d) means by which you or a third-party payer can verify that services billed were actually provided

e) a tool for educating heath professionals

f) a source of data for medical research

g) a source of information for public health officials charged with improving the health of the nation

h) a source of data for facility planning and marketing

i) a tool with which we can assess and continually work to improve the care we render and the outcomes we achieve

Understanding what is in your record and how your health information is used helps you to:

a) ensure its accuracy

b) better understand who, what, when, where, and why others may access your health information

c) make more informed decisions when authorizing disclosure to others

II. Your Health Information Rights

Although your health record is the physical property of the healthcare practitioner or facility that compiled it, the information belongs to you. You have the right to:

a) request a restriction on certain uses and disclosures of your information

b) obtain a paper copy of this Notice of Privacy Practices upon request

c) inspect and obtain a copy of your health record

d) amend your health record under certain circumstances

e) obtain an accounting of disclosures of your health information

f) request communications of your health information by alternative means or at alternative locations

g) revoke your authorization to use or disclose health information except to the extent that action has already been taken

III. Our Responsibilities

This organization is required to:

a) maintain the privacy of your health information

b) provide you with a notice as to our legal duties and privacy practices with respect to information we collect and maintain about you

c) abide by the terms of this notice

d) notify you if we are unable to agree to a requested restriction

e) accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations.

We reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain. Should our information practices change, we will mail a revised notice to the address you supply to us.

We will not use or disclose your health information without your authorization, except as described in this notice.

IV. For More Information or to Report a Problem

If have questions and would like additional information, ask your provider for clarification. If you believe your privacy rights have been violated, you can file a complaint with the U.S. Department of Health and Human Services, Office of Civil Rights. You can find the Office for Civil Rights for your state at: http://www.hhs.gov/ocr/regmail.html.There will be no retaliation for filing a complaint.

V. Examples of Disclosures for Treatment, Payment and Health Operations

Needless-to-say, we will disclose your protected health information in communications with you. For example, we may use and disclose health information to contact you as a reminder that you have an appointment for treatment here, or to tell you about or recommend possible treatment options or alternatives that might be of interest to you. We may use and disclose health information about you to tell you about health-related benefits or services that might be of interest to you. Other reasons to disclose your health information include the following. 

1) We will use your health information for treatment.

For example: Information obtained by your practitioner will be recorded in your record and used to determine the course of treatment that should work best for you. Your provider will document in your record his or her expectations of any other members of your healthcare team. Those team members will then record the actions they take and their observations. In that way, the practitioner will know how you are responding to treatment.

2) We will use your health information for payment.

For example: A bill may be sent to you or a third-party payer. The information on or accompanying the bill may include information that identifies you, as well as your diagnosis, procedures, and supplies used.

We will use your health information for regular clinic operations.

For example: Members of the clinic staff may use information in your health record to assess the care and outcomes in your case and others like it. This information will then be used in an effort to continually improve the quality and effectiveness of the service we provide.

3) Business associates

There are some services provided in our organization through contacts with business associates. When these services are contracted, we may disclose your health information to our business associate so that they can perform the job we've asked them to do and bill you or your third-party payer for services rendered, if appropriate. To protect your health information, however, we require the business associate to appropriately safeguard your information.

4) Directory

Unless you notify us that you object, we may use your name, general condition, and religious affiliation for directory purposes.

5) Notification

We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person responsible for your care, your location, and general condition.

6) Communication with family

Health professionals, using their best judgment, may disclose to a family member, other relative, close personal friend or any other person you identify, health information relevant to that person's involvement in your care or payment related to your care.

7) Research

We may disclose information to researchers when their research has been approved by an institutional review board that has reviewed the research proposal and established protocols to ensure the privacy of your health information.

8) Coroners, medical examiners and funeral directors

We may disclose health information to coroners, medical examiners and funeral directors consistent with applicable law to carry out their duties.

9) Organ procurement organizations

Consistent with applicable law, we may disclose health information to organ procurement organizations or other entities engaged in the procurement, banking, or transplantation of organs for the purpose of tissue donation and transplant.

10) Marketing

We may contact you to provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of interest to you.

11) Food and Drug Administration (FDA)

We may disclose to the FDA health information relative to adverse events with respect to food, supplements, product and product defects, or post marketing surveillance information to enable product recalls, repairs, or replacement.

12) Workers compensation

We may disclose health information to the extent authorized by and to the extent necessary to comply with laws relating to workers compensation or other similar programs established by law.

13) Public health

As required by law, we may disclose your health information to public health or legal authorities charged with preventing or controlling disease, injury, or disability.

14) Correctional institution

Should you be an inmate of a correctional institution, we may disclose to the institution or agents thereof health information necessary for your health and the health and safety of other individuals.

15) Law enforcement

We may disclose health information for law enforcement purposes as required by law or in response to a valid subpoena.

16) Health oversight

Federal law makes provision for your health information to be released to an appropriate health oversight agency, public health authority or attorney, provided that a work force member or business associate believes in good faith that we have engaged in unlawful conduct, or have otherwise violated professional or clinical standards, and are potentially endangering one or more patients, workers or the public.

17) As required by law

We will disclose health information about you when required to do so by federal, state, or local law. For example, information may need to be disclosed to the Department of Health and Human Services to make sure that your rights have not been violated.

18) Suspicion of abuse or neglect

We will disclose your health information to appropriate agencies if relevant to a suspicion of child abuse or neglect, or, if you are not a minor, if you are a victim of abuse, neglect or domestic violence and either you agree to the disclosure or we are authorized by law to disclose this and it is believed that disclosure is necessary to prevent serious harm to you or others. 

19) To avert a serious threat to health or safety

We may use and disclose health information about you when necessary to prevent a serious threat to your health and safety, or to the health and safety of the public or another person. Any disclosure, however, would only be to someone who we believe would be able to prevent the threat or harm from happening. 

20) For special government functions

We may use or disclose your health information to assist the government in its performance of functions that relate to you. For example, if you are a member of the armed forces, this might include sharing your information with appropriate military authorities to assist in military command. 

Signature__________________________________Date_____________________________________
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