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Please complete the following as accurately as possible.

Name:X Date:

Present Illness:
What is your chief complaint? Mark with an X where
you feel pain or discomfort.
When did this condition begin?

What treatment have you received already?

Medical History:

What surgeries have you had? When did you have them?

What other serious injuries or illnesses have you had?

Do you have any allergies that you know of?
What medications are you taking?

Have any of your blood relatives had any of the following?

Stroke

Cancer

Heart Disease
Tuberculosis
Bleeding disorders
Diabetes

High blood pressure





Adams Acupuncture Family Practice
Confidential Patient Information
Date:                                                     
Name___________________________________________________________________________________

                   First                                                                  Middle                                                Last

Address_________________________________________________________________________________

                  Street                                                                City                                            State                 Zip      

Home Phone________________________________ Cell Phone___________________________________

E-mail____________________________________________________  (Please make clear)
Social Security Number _____________________________________
Occupation________________________________________________
Age________   Date of Birth_______/________/________    

                                                               MM         DD              YY
Sex:  M     F      Marital Status  S    M    D   W

How were you referred to the office?________________________________________________________
Emergency Contact Name _______________________________________________________________

Relation__________________________________________ Phone________________________________

________________________________________________________________________________

Street                                                                                 City                                       State                       Zip


Adams Acupuncture Family Practice

Consent For Treatment

I hereby request and consent to the performance of acupuncture and other procedures within the scope of the practice of acupuncture on me (or the patient named below for whom I am legally responsible) by a licensed acupuncturist at Adams Acupuncture Clinic.

I have had the opportunity to discuss questions with my practitioner, regarding the nature and purpose of acupuncture and treatment procedures such as pulse and tongue evaluation, manual palpation, range of motion evaluation, abdominal assessment, massage, shiatsu, heat and/or cold therapy, the use of electrical stimulation, cupping, topical application of liniments, dietary recommendations and advice regarding lifestyle and exercise. 

Acupuncture needling treatment will consist of the insertion of sterile disposable needles at specific sites on the body. Stimulation of said needles may be achieved by hand manipulation, electrical stimulation or the application of warming substances (moxa) on the needle itself. 

I understand and am informed that, as in the practice of medicine, in the practice of acupuncture there are some risks to treatment. I understand that the risks include but are not limited to; bleeding, bruising, light-headedness, inflammations, infections, general aches, burns, discomfort at the location where the needle was inserted or radiating from that location, and temporary aggravation of current symptoms. I do not expect the practitioner to be able to anticipate and explain all risks and complications, and during the course of treatment I wish to rely on the practitioner's judgment based on the facts known at the time. The patient accepts the full responsibility to follow up the medical advice given at Adams Acupuncture.

I have read, or have had read to me the above consent. I have also had an opportunity to ask questions about its content and by signing below I agree to the above named procedures. I intend this consent form to cover the entire course of treatment for my present treatment and for any future condition(s) for which I seek treatment. 

To be completed by patient:

_______________________________________ Date__________________

Signature of patient or legal guardian            

NOTICE OF PRIVACY POLICIES
For Your Information !

Adams Acupuncture is dedicated to providing service with respect for human dignity. Protecting your privacy and healthcare information is fundamental in the course of our relationship. This notice will remain in effect until it is replaced or amended by changes in law.

We gather personal information and health information in several ways;
· Information we receive from other healthcare providers.

· Information we receive from third party payers.

This information is used for treatment, payment and healthcare operations.

You should be aware that during the course of our relationship with you we may use and disclose health information about you for the treatment, payment, and healthcare operations.

You may specifically authorize us to use protected health information for any purpose or to disclose our health information by submitting the authorization in writing. Such disclosures will be made to any personal representation you choose to have your protected health information.

Marketing 

This office will not use your health information for marketing. This office may send cards, newsletters and appointment reminder, by calls, post cards or letters.

Disclosure

This office may use or disclose your Protected Health Information when required by law.

Patient Rights

1. Upon written request you have the right to access, review or receive copies of your healthcare records.

2. Upon written request you have the right to receive a list of items this office disclosed about your healthcare information.

3. You have the right to request that this office place additional restrictions on disclosure of your Protected Health Information.

4. You have the right to request that we amend your Protected Health Information; the request must be in writing.

5. You have a right to receive all notices in writing.

Send a written complaint to the U.S. Department of Health and Human Services.

DHHS (Office of Civil Rights)

200 Independence Ave S.W. Room 509 F HHH Building

Washington, DC 20201

I have read and understand the Privacy Policies of Adams Acupuncture Clinic

Name____________________________________________ Date_____________
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Please complete the following as accurately as possible.

Indicate if you have had any of the following:
Cold sores Hemorrhoids

Genital herpes Sexually transmitted diseases
Epstein Barr virus (EBV) Disorder of the genitals
Fibromyalgia Gynecological disorder
Heart disease Congenital abnormalities
Rheumatic fever Skin diseases
High blood pressure Cardiac pacemaker
Stroke Surgical implants
Epilepsy or convulsions Change in bowel or bladder habits
Kidney disease Sores that will not heal
Urinary bladder problems or infections Unusual bleeding or discharge
Diabetes mellitus Indigestion
Cancer Colitis
Respiratory Crone’s disease
Pneumonia Irritable bowel disease
Emphysema Gall stones
Tuberculosis Lupus erythmatosis
Asthma Difficulty swallowing
Hepatitis Obvious change in a wart or mole
Peptic ulcer Cough
Pancreatitis ‘Hoarseness
Anemia or other blood disorder History of smoking
Bleeding disorder History of smokeless tobacco use
Hepatitis History of drinking alcohol
Jaundice History of recreational drug use
Hernia History of sexually transmitted disease
Thyroid disorder Hiv/ AIDS
Menstrual History:

Age of your first period:

Vaginal discharge:

Length of cycle, day 1 to day 1

Length of flow (days):

Date of your last period:
Do you believe you are pregnant? Yes No

Do you have any of the following:

Menstrual cramps Breast pain

Menstrual blood clots Breast cysts

Excessive bleeding Emotional changes with period
PMS Hot flashes

Breast swelling Vaginal yeast (Candida) infections

Urology History: 9 o
remature ejaculation Infertility

Impotence Prostate problems





Adams Acupuncture Family Practice

Describe a Typical Day’s Diet


Describe Your Current Program of Physical Fitness:




List All Vitamins, Supplements, and Herbs You Are Presently Taking:
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       Breakfast                                                 Lunch                               Dinner
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Medical Questionnaire B
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_Women Only_
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Medical Questionnaire A





_Men Only_











