
New Patient lntal<e Tortn Today's Date

City, State, Zip
Home Phone
Emergency Contact Name & Phone
Referred by
Reason for visit today

IIow long have you had this condition?

Name

Address

Insurance Co, Name
Address

HaYe you had acupuncture
before? QYes DNo

Chinese herbal
medicine? QYes DNo

Marital Status Age
D M D F  H t wt

Work Phone Occupation

Is it getting worse? Does it bother your: Q Sleep O Work D Other (what?)
What seemed to be the initial cause?
What seems to make it better?
What s€ems to make it worse?
Are you under the care of a physician now? BYes DNo lfyes, for what?
Who is your physician? Physician's Phone
qth€r concurrent therapies
Health Insurance Info:

Policy #
Phone

Citv. Sta zi
Medicare Info:
Ins[rance Co. Name
Address
City, State, Zip

Policy #
Phone

Family MedicalHistory

Your Past Medical History
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Your Diet

Average Daily

O Soft Drinks

Menu

FtrmEudoL rrk . in lrrr r bonrh!:
VitridAupd.idt t|r6 i' Llr , 'ontht:



Your Lifestyle
O OrcuprriDnrl Hrzrds

Typ._ FEqu.i.y

General Symptoms

O SiFngly lilc .old d;rk O D(.n-dnbrbcd de.p O Poor circdrrion
Oshnsly lil.hotdrink O F!.iguc
O Resni w.igh. los/grin O L!. k or (Pn grh

Oshorln.$orbr.rrh OMU*l..r.nDr

Head, Eyes, Ears, Nose, Throat
OGl.$6 ONi8h.bljndnc$
Of,y.nnin Oclrucomr
OEy.pain O C.brads
O Red.ycs O Teth pmblcns
o Irhy ey6 o Gnndi4 reth
O Spot in eyB O TMJ
O Poo.vGior O Frci.l n.in
O BlurEd vilion Ocum pmbl.ns

O Hodrch.r

Olh.f head orneck probl€n!

Respiratory
O Dim.ulry brcrrhirg shen O Tjghr .h6r

Thiclorlhin?_

Cardiovascular
O High blood nre$uE O Ldr blood p4$un O ChB.prin OT$hvcrrdit O Phl.b is

O Blood ctoL O F.inring ODim.ult) brc.lhing O Harl ptlDib.ions O lrr.guhrh.rnbs.

Gastrointestinal
O lrrariMl prin orcnnpine

Terlur.r'rom_

O Nrurou! in tooh

Musculoskeletal
O Nck hould.rDrin O Upp.r brc* ptin OJoin.prin
O Mu$l. din Ol-oEb.clDlin ORibP.in

O Limn d nnfr ornorion Othcr(ddrib.)

Skin and Hair
O Chrncc in hlirhkin ..itoi! Oih.r hrir or skin pmblems

Neuropsychological
Oconlid.red/,ii.mpr.d Oth.rGp..iry)

Genito-urinary
O Unlbl. ro hold urin. O Bedw.nins
Ol'compl.t.urinili0n Owrkebunni.

Gynecology
(.olorJ_ rP'.cn'n.i.r

L.ngrh of cy.l. {d!y I lo d'y | ) Olrftgulrrl,eiiods
O Prinrul p.nod3
O PMS

# Livsbidhs
PrniiuEbinhr- Datelrsrperiodb.grn
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I. PATIENT ADVISORY TO CONSIJLT A PHYSICIAN

Oriental medicire has a g€at de3l to ofrer as a health care systeq however it crnnot totally replace the
r€sourc€s available lhrough biomedical physicians. Cons€qu€ndy, it is rccomnr€trded that you consilt a
Dhysicisn r€eardhg atry conditiofi or conditioos for which ]ou are s€eldng aqpirchlc tr€gtment

wE, Ttrf, IINDIRSIGNED, AITIRM THAT pr-(Pdient)
HAS BEEN AIwITIEL BY @_Wg (Licerled Acuputrctrriit) TO CONSULT A
TtrYSICIAN REGARDING THE CONDMON OR CONDITTONS FOR WHICE SUCE
PATIENT SEEKS ACIIPIINCTIJRI TR.EATII,IENT.

x

To be compl€ted by rhe member of
The clinical stafr plovidirE car.

To b€ cofipfe&d by rbe patient (or patient's rcpresetrtative
Ifa minor or phlsically or tegaly iNqsble).

Y -

Date conscnt coopl€t€d

Priot treme ofpalie

x
SignaturE of pstied or repr€senlative

Patient SiglaturE Date

Licensed Aclpundtirist Signatue Date

II. INFORMED CONSENT TO ACUPUNCTIJRE TREATMENT

I conrent 10 acupunctorc lr€atsr€lt ad other procedues associated with the practice of tnditional
Orie al nedicine govidedty the clioical staff(Lic€nsed Acupunclurists or Massage Therapists). Ihaw
dis@ssed lhe oatus ad purposc of my treatmed wilh drc clinical slafr

I ljnderstand that methods of tr€atment nay include bul are not limited to: acupulclure, moxibustio!,
ct4ping, eleclrical stimulatio4 and bodlvork therapies such as massage.

I tave been informed that acuputrcture is a safe method of lreatrnent but lhat il may ftave etrec{s,
itrcluding bruising, numbness or litrglirg Irear the needle sites that may lasl a few days, and dizimss or
fainting. Bruising is a cotr|mon side dect ofcupping. I ljrdenlad lhat I must indicare ifl have atry
bl€rdiq or bruising disoders or arE taking bl@d thinners, as this will afrecl the course of Eeament. I
utrdeGtand ttral I musr indicate ifl am allergic to silico4 late)! o. vinyl products, as this will afrecl tle
couse of tr€atmenl.

Unusual risks of acupunc$r€ includ€ spontaneous miscarriage, newe damage, and organ punclure,
including lUIu pu&ture (pneumothorax). Infection is arcther poGsible risk, although dris site us€s s€rile,
disposable @edles and maintains a cle3n atrd safe eNiloment. Bums atr(yor scarring ar€ a pote.tial risk
ofmoxrbustror I understand that I must indicate ifl bai€ diabeteE as this will afrec{ tlle course of
aEatrnent I udeNtatd tbat ehile this documeDt descaites the major risks oftreatmert, other side efects
and rislG may oc-€ltlr,

I wil notit the clinical slatr member who is catiDg for me if I am or become prEgnant.
I do not exp€61 the clidcal sl?fr to be able to anticipst€ ad €xplain all possible dsks and complications

oftr€atmelrt, and I wish to rEly on t]e clinical stafrto exercisejudgment duting the couse oftt€atment
which the clioical slrff lhinks at the time, bosed upon th€ fads loown to theq is in my besr inter€sls.

By wlu[trrily ligding b€lofl I rhow {r.t I h$t rtad, or h.ve h.d ftrd to ne' thir corlcnt to
trcrtment, brve beer told abo{t lhe riskr .trd benelita of rcupurchre and other procedure!' and
have hrd thc oppornrni8 to.rk question& I intend thir consent forD to cover the ertir€ courlc of
hErlDent for my pftlent aonditiotr .trd for any frrtur! mnditiotr(s) for which I lcek lr€rtdent

Peter Scol.lo
Pri name ofclinical stafr

Prinf oane ofpariefi r€pr€s tativ€ (ifqplicable)

Signatr|re of clinical staff



Peter Scolaro, L.Ac.
New York State Licensed Acupuncturist

PATIENT CONSENT FOR USE/DISCLOSIJRE OF PROTECTED HEALTH INFORMATION
TO CARRY OI]T TREATMENT, PAYMENT AND TIEAI-THCARE OPERATIONS

h€reby slat€s thrt by sig ng this ctns€nt, I aclmowledge and agree as fonows:

l. The hscti@'s PrivalyNotic!lasb€€nprovidedto me priorto ny signinglhis consent The Priwy
Notice includ€s a complete deiFtion of the ules anivor disclosue ofmy lmt€ct€d h€afth infonnation
(?Hn nec€s$ry for lhe Pmctic€ to provide treatndt io mq md also n€c€ssary for the Pncric€ to
obtain poynlent for that tr€alnmt and lo carry out ils h€alth c6e operEtions. 

T te PlE tic€ exdain€d to
ne lhat the Privacy Notice will b. available to me in lhe fidure at my r€que$. Ille PrEctie ls nflher
er"lain€d my right to obtain a oopy of the Privacy Notice prior to sisnins fiis crnsen! and has
enouEsed me to rcad the hivacy Notic€ carefinly prior to ny signine tltis Cons€nt.

2. The Practice r€serves lhe right to chanee its privacy practices tlat ar€ described in its Priwcy Practic€,
in ac$rdanc€ with appli@ble law

3. I und€rstand that a cons€nt to, the following appotutnet rcniders thar wil be ls€d by the Ptactrc€:
a0 a poscrrd mailed to me at lhe addrEss provided by rn€; and b) telahoning nry home and leaving a
n€ssa8e @ my answering rnachine or with the individual ans\rerine the phone.

4. The Practice mey us€ ald/or disclos€ my PHI (ll'Iich iftlud€s infonnation about my health or c.ndition
and the t€atnelt provid€d to n€) in o:df. for {le Practic! to lreat me and oblain payrnmt fm ihat
tr€atnent and as neffss8y for lhe Prsptic€ to conduct its sl€cifio heslth lre operations.

5. I undetsland that I have a right to r€quest that tie PFctic€ restrict how my PHI is us€d andor disclos€d
to carry out teatrnal! payment ed/or h€alth cse opentions. Ho\rever, lhe Pmctic€ is not lEquired lo
aeree to any ofthe ch8nges that I hlve rcqueded. flhe Pmctice agr€es to a rEquestEd rcstriction,lhen
the rcstriction is binding on the hactic€.

6. I undergaid that this Consqt is valid for seven years. I tunher undersled tnat I have the nght to
revoke lhis Cons€nf iD \rriting, at any tine for slultrE tre$actions, with lh€ understanding that my
such r€vocation shrll not aply to lhe e]rleflt tbat lhe Pmctice has alrady taken action in r€lianc€ on lhis
Consent

7. I rudqstaid tlat ifl revoke this Consent at any time, the Plactie ha! the right to refiise to tr€at me.

8. I udsdad thrl ilt do not sien this Consent eeiclmcing my (x)'lgt to the uses and disclosures
desrib€d to rne above and contained in tlle Ptivacy Notic€, lh.fl rh€ Plactic€ will not lreal me.

I have r€ad {trd underrjtand the foregoing notic€, ,nd dl By que3iion3 brve been snrwertd to my full
satisfrction in r wly thrt I cln cl€arly undentand:

Name of Indiddual @rinted) Sigurur€ of Individual

Signafure of kgal ReFesertative Relationship

Witness:Date Signed


