HZ Acupuncture & Herb Clinic


Acknowledgement of 

Review of

Notice of Privacy Practice
I have reviewed the office’s `Notice of Privacy Practice’, which explains how my medical information will be used and disclosed. I understand that I am entitled to receive a copy of this document.

____________________________________                              _______________

Print Name of Patient or Patients` Personal Representative                                                               Date
____________________________________

Signature of Patient or Patients` Personal Representative

Due to Health Insurance Portability and Accountability Act (HIPAA) of 1996, the following information must be filled out be each patient annually.

I authorized Hongzhen Chen, L.Ac. to release any of my medical/insurance information necessary to process my medical claims and coordinate or manage my health care.

In the event of family member or caregiver attends office visit and is in the room wit me, I give HZ Acupuncture Clinic providers and employees my permission to discuss freely, my condition, treatment, or diagnosis with that person. YES/NO (circle one).
Home Phone: _______________________________ May we leave a message? Yes/No

Work Phone: _______________________________ May we leave a message? Yes/No

Cell Phone: _________________________________ May we leave a message? Yes/No

Email: _____________________________________ Optional
With whom may we discuss or release information about your care, treatment, or diagnosis?

Medical Facility: ________________________________

Relative/Other: _________________________________

Print Name: ____________________________    Signature: ____________________________

Address: _____________________________________

_____________________________________________

REQUEST AND CONSENT

I hereby request Hongzhen Chen L.Ac. to treat me. I also authorize her to perform on me the treatment known as Acupuncture as her judgment may indicate and authorize her to use whatever therapeutic methods she may see fit. Acupuncture and other oriental medical procedures including diagnostic techniques such as questioning, pulse evaluation, palpation on a variety of areas on my body, observation, range of motion, muscle, and orthopedic testing; modes of manual or physical therapy, manipulation of joints and/or viscera, heat and /or cold therapy and electrical and/or magnetic stimulation; the prescription of herbal and homeopathic medicines as well as dietary supplements; dietary recommendation; exercise advice and healthy lifestyle counseling.


I have had an opportunity to discuss with Hongzhen Chen L.Ac. the nature and purpose of the treatment, the risks involved, included but not limited to mild bruise and bleeding from needling and general aches etc. I do not expect the Acupuncturist to be able to anticipate and explain all risks and complications, and I wish to rely on the Acupuncturist, to exercise such judgment, during the course of my treatment, based on the facts known, to be in my interest. I authorize her to perform any necessary services needed during diagnosis and treatment.

If you are suffering from any of the following diseases/conditions, please notify the acupuncturist at this time:

1. Heart condition
2. Stroke
3. Fainting form needles
4. Bruise easily
5. Diabetes

6. Please confirm that you have been shown the disposable needles.
Yes

In the event that me condition is such that treatment is beyond the normal capabilities of the acupuncturist. I understand that I may be referred to other competent practitioners including, but not limited to, medical physicians.

I also agree to give 24 hours notice if I am going to be unable to make my scheduled appointment.

I have been given no guarantee as to the results that may be obtained.

_____________________________


______________________________

Patient’s Name (Please Print)




Patient’s Signature

_____________________________

Date Signed

_____________________________


______________________________

Print Name of Patient’s Representative (if applicable)


Relationship or Authority of Patient’s Representative

_____________________________


______________________________

Signature of Patient’s Representative (if applicable)


Date Signed

Notification Form Regarding Evaluation of Patent by Physician

(Pursuant to the requirement of section 183.6 (e) of this title and section 6.11, Subsection (d) V.A.C.S article 4495b, governing the practice of acupuncture)

I (patient’s name), ___________________________ am notifying HZ Acupuncture & Herb Clinic of the following:

Yes ___ No ___ I have been evaluated by a physician, dentist, or nurse practitioner for the condition being treated within twelve (12) months before the acupuncture was performed. I recognized that a physician should evaluate me for the conditions being treated by the acupuncturist.

OR

Yes ___ No ___ I have received a referral from a chiropractor within the last 30 days for acupuncture. The date of the referral is ___________________________, and the most recent date of chiropractic treatment prior to acupuncture treatment is _____________________________. After being referred by a chiropractor, if after 120 days or 30 treatments, whichever comes first, no substantial improvement occurs in the condition being treated, I understand that the acupuncturist is required to refer me to a physician. It is my responsibility and choice to follow this advice.

_____________________________ 



___________________

Patient Signature (Required)





Date

The acupuncturist has referred me to a physician. It is my responsibility and choice to follow her advice.

_______________________




___________________

Patient Signature (Required)





Date

_______________________




___________________

Hongzhen Chen L.Ac.






Date

HZ Acupuncture & Herb Clinic is not responsible for untrue statements made by patients.

Patient Intake Form

Thanks you for coming. Please help us provide you with a complete evaluation by taking the time to fill out this questionnaire carefully. All your information will be confidential. If you have questions please ask. Thank you.

	Full Name
	 
	 
	 
	Sex     ( F     ( M
	 
	 
	Date
	 
	 

	Date of Birth
	 
	Age
	Occupation
	 
	 
	Company Name
	 
	 

	Email: Address
	 
	 
	Home #
	 
	 
	 
	Work #
	 
	 
	 

	Address: Street
	
	
	
	
	City
	
	State
	
	Zip
	 

	In Emergency Notify
	 
	 
	 
	 
	Marital Status   ( S    ( M    ( D   ( W
	# Of Kids
	 

	Family Physician
	
	
	
	
	Chiropractor
	
	
	
	 

	Do you have Health Insurance
	( Yes    ( No
	 
	Name of Insurance Company
	 
	 
	 

	Does your insurance cover acupuncture
	( Yes  ( No   ( ?
	Have you ever been treated for acupuncture before

	How did you know this clinic?
	( Friends/Relatives _____________________________
	 
	( Periodicals

	      ( Direct Mails
	
	( Location or Walk By
	( Referred By __________________________________

	      ( Yellow Pages
	 
	( Website
	 
	 
	( Other (Please Specify)
	 
	 
	 


Main Problem(s): You would like us to help you with ________________________________________________________

When did this problem begin?



What are the precipitation factors?

Have you been given a diagnosis for this problem? If so, what?

To what extent does this problem interfere with your daily activities (work, sleep, sex, etc.)?

What kind of treatment have you tried?

What makes this problem worse?



What makes this problem better?

Is there anybody in you family with the same/similar problem?


Past Medical History (Please include the month/year when the diagnosis was established)

Significant Illness:
Cancer

Diabetes

Hepatitis
Thyroid Disease

Seizures

Fibromyalgia

Arthritis

Tuberculosis
Hypertension
Emotional Imbalance 
Anemia

Breathing Problems
Heart Disease
Digestive Disorders
HIV/AIDS Positive
Venereal Disease

Other (Please Specify)

Surgeries:





Hospitalization:

Significant trauma (Auto Accidents, Sports Injuries, etc):

Allergies: (Drugs, Chemicals, Foods)

Family Medical History (Please Specify Family Members)
Cancer

Diabetes

Hepatitis

Hypertension
Heart Disease
Stroke
      Asthma
Alcoholism 
Miscarriage
Other (Please Specify)

Medicines taken within the last two months (Including Vitamins, OTC drugs, Herbs, Etc, and their Dosages)

Occupation
Do you usually work 
( Indoor

( Outdoor?


Occupational Stress (Chemical, Physical, Psychological, Etc)

Personal
Height __________
Weight Now ___________
One Year Ago ___________________


Weight Maximum ______________ @ Year ___________

Habits Do you smoke?   ( Yes      ( No     What? _____________ How many per day? _________ Since when? __________

     Please describe any use of drugs for non-medical purpose:

     Do you exercise regularly     ( Yes    ( No     Please describe your exercise program:

     How many hours do you sleep in general? __________
When do you usually go to bed? ________________

Diet How much coffee do you drink? ________cups/day: Colas _______number/day; Tea _______cups/day.

     What kind of alcoholic beverage do you usually drink? _______, Average number of drinks/week? _______

     How much water do you drink per day? _______

     Are you a vegetarian?     ( Yes     ( No     ( Yes, but not so strict
Do you eat a lot of spicy food?      ( Yes     ( No

     Remarks and additional information (e.g. Diet)

Please describe your average daily diet (Please be as specific as possible):


Morning


Afternoon


Evening

[image: image1.jpg]Qccupation Do you usually work Oindoors O outdoors ?
Occupational stress (chiemical, physical, psychological, etc) '

Personal Height Weight now One year ago
Weight maximum @Year
Habits Do you smoke ? 0 Yes ONo What? _ How many per day? Since when?

Please describe any use of drugs for non-medical purposes:
Do you exercise regularly 0 Yes ONo  Please describe your exercise program:
How many hours do you sleep in general? When do you usually go to bed?

Diet How much coffee do you drink ? ___ cups/day; Colas number/day; Tea cups/day.
Whatkind of alcoholic beverages do you usually drink? , average number of drinks/week ? ___
How much water do you drink per day?
Are you a vegetarian? OYes ONo 0O Yes, jbuf not so strict Do you eat a lot of spicy food ?0 Yes O No

Remarks and additional information (e.g. diet)
Please describe your average daily diet (Please be as specific as possible):

p
it

Please check if you have or have had (in the last tree months) any of the following diseases or conditions.

Afternoon
Evening
Snacks

Indicate painful or distressed areas:

General O Poor appetite 0 Poor Sleeping O Fatigue O Fevers O Chills
ONight sweats O Sweat easily O Tremors 0 Cravings 0 Change in appetite

O Poor balance O Bleed or bruise easily O Localized weakness O Weight loss O Weight gain

O Peculiar tastes O Desire hot food O Desire cold food O Strong thirst (cold or hot drinks)

O Sudden energy drop (What time of a day) Favorite time of year Worst time of year

2




Snacks

Indicate painful or distressed areas:

Please check if you have or have had (in the last three months) any of the following disease or conditions.

General 
( Poor Appetite

( Poor Sleeping

( Fatigue
( Fevers

( Chills

( Night Sweats
( Sweat easily

( Tremors

( Cravings
( Change in appetite

( Poor Balance
( Bleeding/Bruise easily
( Localized Weakness
( Weight Loss
( Weight Gain

( Peculiar Tastes
( Desire Hot Food
( Desire Cold Food
( Strong Thirst (Cold or Hot Drinks)

( Sudden Energy Drop (What time of day) _______    Favorite time of year __________ Worst time of year __________

Skin & Hair 
( Rashes

( Ulcerations
( Hives

(Itching 

( Eczema

( Pimples
( Dandruff
( Dry Skin 
( Recent Moles
( Loss of hair 
( Purpura

( Change in hair or skin texture
( Other

Musculoskeletal
( Joint Disorder
(Weakness Muscles     ( Pain/Soreness in the Muscles       ( Tremors

( Difficult Walking     ( Cold Hands/Feet
( Swelling of Hands/ Feet
    ( Back Pain
( Spinal Curvature      (Hernia

( Numbness
( Tingling
( Paralysis
 ( Neck Tightness    ( Neck Pain
( Shoulder Pain

( Hand/Wrist Pain        ( Hip Pain
( Knee Pain
 ( Sprain of Joint
     ( Other 

Head, Eyes, Ears, Nose, and Throat
( Dizziness
( Concussions

( Migraines
( Glasses/Lens

( Eye Strain
( Eye Pain 
( Color Blindness
( Night Blindness
( Poor Vision
( Cataracts

( Blurry Vision
( Earaches
( Ringing in Ear

( Poor Hearing

( Spot in front of Eyes

( Sinus Problems
( Nose Bleeding
( Sore throat

( Grinding Teeth

( Teeth Problems


( Jaw Clicks
( Sores on Lip/Tongue


( Difficulty Swallowing
( Facial Pain 
( Other

Cardiovascular
(High Blood Pressure
( Low Blood Pressure
( Chest Pain
( Palpitation
( Fainting

 ( Phlebitis
( Irregular Heartbeat 
( Rapid Heartbeat
( Varicose Veins
( Other


Respiratory
( Cough

( Coughing Blood
( Wheezing
( Difficulty Breathing

( Bronchitis
( Pneumonia
( Chest Pain

( Production of Phlegm – What Color? __________ 

Gastrointestinal 
( Nausea
( Vomiting 
( Diarrhea 
(Constipation
( Gas

( Belching
( Black Stools
( Blood in Stools
( Indigestion
( Bad Breath
( Rectal Pain

( Hemorrhoids
( Abdominal Pain/Cramps
     (Gallbladder Pain
( Parasites
( Chronic Laxative Use

Bowel Movements: Frequency __________
Color __________ Odor __________ Texture/Form __________

Nero-Psychological
( Loss of Balance

( Lack of Coordination
( Concussion

( Depression
( Anxiety
( Stress

( Bad Temper

( Bi-Polar

Genital-Urinary
( Pain on Urination
( Frequent Urination
( Blood in Urine
( Urgent to Urinate

( Kidney Stones
( Unable to hold Urine
( Dribbling
( Pause of Flow 
( Frequent Urinary Tract Infection

( Pain in Genital

( Itching of Genital
( Other

Female
( Frequent Vaginal Infections
( Pelvic Infection

( Endometriosis
( Vaginal/Genital Discharge

( Fibroids
( Ovarian Cysts

( Irregular Periods
( Clots
( Pain/Cramps Prior/During Periods

( Breast Tenderness
( Breast Lumps
( Fertility Problems
( Hot Flashes
( Moodiness Related to Periods

_____ Number of Pregnancies
_____ Number of Births 
_____ Miscarriages
_____ Abortions

_____ Premature Births

_____ Cesareans

_____ Difficult Delivery

First date of last period __________ Age of first menses _____ Duration of periods _____ days, cycle _____ days

Do you practice birth control?   ( Yes   ( No.  If yes, what type and for how long? __________________________________

If you’re on birth control pills, what are you taking and for how long?  ___________________________________________

Male
( Prostate Problems
( Discharge
( Impotence 
( Frequent Seminal Emission

( Fertility Problems
( Ejaculation Problems
( Painful/Swollen Testicles
( Other

I understand the above information and guarantee this form was completed correctly to the best of my knowledge.

Signature:





( Adult Patient
  ( Parent or Guardian
( Spouse

