Comfort Acupuncture Clinic
Richmond, Virginia











New Patient    /   Established Patient
PATIENT INFORMATION (Please print and complete in full)
Name: (First, Middle, Last) ________________________________________   Today’s Date: (mo/day/yr) ____________

Street Address: ______________________________________ City: _______________Zip Code: ________________

Home Telephone Number: ________________________ Work Telephone Number: __________________________

Cell Phone Number:  ____________________________ Email Address:  __________________________________

Patient Status:
 Married             Single              Divorced              Widowed              Other        _________________

Birth Date: (mo/day/yr) ________________ Age:  _______ Referred to our office by: __________________________

Emergency Contact:  _________________________________________ Relationship: _______________________

Emergency Contact Telephone Number: ____________________________________________________________

Employment Status:  Full-Time              Part-Time              Retired            Unemployed                 Student

Occupation: ___________________________________________________________________________________

Employer’s Name: ___________________________________________ Telephone Number: _________________

Employer’s Address: ____________________________________________________________________________

Primary Health Care Source
Physician’s Name: ___________________________________________ Telephone Number: __________________

Physician’s Address: __________________________________________ Date of last physical: ________________

Medical Insurance status:   Self               Private Insurance             Workman’s Comp          Other     ​​​​​​​​​​_____________

The Comfort Acupuncture Clinic exists for the benefit of the community and to provide optimal treatments to all.  To help maintain our vision, we ask that payment for services are made at the time of treatment.  

We would like our patients to understand that this clinic provides treatments exclusive to traditional Chinese Medicine and patients who seek other modalities of diagnosis and treatment must arrange to see other appropriate practitioners.  We have no Medical Doctors on staff.

I understand the above statements and will comply with the stated needs and requests of the clinical personnel in order to retain this unique health care service in the county of Henrico.

Patient Signature: _________________________________________ Date: _________________________________

Parent or Guardian Signature: _______________________________ Date: __________________________________
INITIAL HEALTH HISTORY

Successful health care and preventative medicine are only possible when the practitioner has a complete understanding of the patient physically, mentally, and emotionally.  Please complete this questionnaire as thoroughly as possible.  Print all information and indicate areas of confusion with a question mark.  Thank you.
Have you ever had an acupuncture treatment?  When and for what reason? _________________________

_______________________________________________________________________________________

Are you presently being treated for a medical condition?  Please describe ____________________________

_______________________________________________________________________________________

Please briefly describe any chronic pain: ______________________________________________________

_______________________________________________________________________________________

What health issue do you want treated?  Please describe as fully as possible. ________________________

_______________________________________________________________________________________

What treatment (s) have you been using for relief of this issue? ___________________________________

_______________________________________________________________________________________

Do you have any other health concerns? ______________________________________________________

_______________________________________________________________________________________
FAMILY HISTORY: Complete the following for each family member by placing an X in the appropriate box:
	
	Self
	Mother
	Father
	Sister
	Brother
	Spouse
	Child

	Allergies
	
	
	
	
	
	
	

	Blood Disorder
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	Cancers or Tumors
	
	
	
	
	
	
	

	Seizures
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	

	Kidney or Bladder Disorder
	
	
	
	
	
	
	

	Stomach or intestinal disorder
	
	
	
	
	
	
	

	Drug Abuse
	
	
	
	
	
	
	

	Tuberculosis
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	

	Depression/Mental Illness
	
	
	
	
	
	
	

	Other

	
	
	
	
	
	
	

	Age at Death
	
	
	
	
	
	
	


MAJOR HOSPITALIZATIONS:  If you have ever been hospitalized for any serious medical illness or operation, please write them below.

	Year
	Operation or Illness
	Name of Hospital
	City, State

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


PREVIOUS PREGNANCIES:

Total Pregnancies ______ Living ______ Ectopic ______ Miscarriages ______ Induced Abortions _______

MEDICATIONS: Check the box next to any of the following medications you are currently taking.

Aspirin



Ibuprofen 

Acetaminophen (Tylenol) 

Other: 
Antacids


Laxatives

Common Cold



_______________
Oral Contraceptives

Diet Pills

Tranquilizers



_______________
Fiber supplements

Sleep Aids 

Allergy/Sinus 



_______________
Blood Pressure


Blood Thinners
Insulin/Diabetic


_______________

Prescriptions (Please List or Attach) _________________________________________________________

______________________________________________________________________________________

Vitamins (Please List) _____________________________________________________________________

Herbal Supplements ______________________________________________________________________

DRUG ALLERGIES ___________________________________________________________

FOOD ALLERGIES ___________________________________________________________

HABITS: Please check any of the habits listed below that you engage in.

Coffee 

No
Yes

Cups per day ____________
Age began: ______ Age quit: ________
Tobacco
No
Yes

# Cigarettes per day ______ Age began: ______ Age quit: ________
Marijuana
No
Yes

Use per day/week ________ Age began: ______ Age quit: ________
Alcohol 
No
Yes

Use per day/week ________ Age began: ______ Age quit: ________
Crack/Cocaine No
Yes

Use per day/week ________ Age began: ______ Age quit: ________
Heroin           No
Yes

Use per day/week ________ Age began: ______ Age quit: ________

Other _________________________________________________________________________________

PATIENT’S CONSENT FOR THE PURPOSES OF TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS:
I, ___________________________________________________________ give consent to Comfort Acupuncture Clinic the use and disclosure of my individual identifiable health information or Protected Health Information for the specific purposes:


A.  Providing treatment to me;


B.  Relating to the payment of the services this office has rendered to me; and


C.  The general administrative operation this practice provides to me.

The purpose of this consent:

Protected Health Information is any information that includes:

A. Demographic information

B. Information gathered by this practice as it relates to my past, present and future physical or mental health or condition.

C. Information gathered for past, present, or future payments for providing the healthcare services.

D. Healthcare operations purposes will include quality assessment activities, credentialing, business management and other general operations procedures or activities.

I understand I have the right to request a restriction on the use and disclosure of my protected Health Information for the purposes of treatment; payment of healthcare operation of the Acupuncture practice, but the Practice is not required to agree to these restrictions.  However, if the Practice agrees to a restriction that I request, the restriction is binding on the Practice.

I understand I have the right to read and discuss the Notice of Privacy Policies and Procedures for this acupuncture practice before I sign this consent form regarding the use and disclosures of my Protected Health Information.

I have the right to revoke this consent, in writing, at any time except to the extent that Comfort Acupuncture Clinic has acted in reliance on this consent.

__________________________________ 


Date ________________________
Signature of Patient or Personal Representative
__________________________________


Date ________________________
Description of Personal Representative’s Authority
To allow us an opportunity to provide care and services to our patients as well as maintain our operating costs, we ask patients to provide us with 24-HOURS NOTICE WHEN CANCELLING or rescheduling appointments.  When shorter notice or a no-show occurs, the patient will be subjected to a $40 SERVICE CHARGE.
Notice of Privacy Policies
Our office is dedicated to providing service with respect for human dignity.  Protecting your privacy and your 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 you;

· Information we receive from other healthcare providers; and

· 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 will likely 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 your health information by submitting the authorization in writing.  Such disclosure 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 communications without your written authorization.  However, this office may send birthday cards, newsletters, and appointment reminders by telephone calls or mail.

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.  There is a copy fee of $15 and with 10 working days to process it.

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.

If you have questions, complaints or want more information, please contact this office.

Contact:  Satori Poch      

Address:  7660 E. Parham Road, Suite 104A Richmond, VA  23294

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

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I, _______________________________, have read, reviewed, understand, and agree to the statement of the Privacy Policy for healthcare services in this office.  

This practice has attempted to provide each patient with a statement of Privacy Policies.

Patient Signature _________________________________ Date __________________
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