
 

PATIENT INFORMATION 

Date 

SS/HIC Patient ID#  

Patient Name 

                        Last Name 
 

                       First Name                                                    Middle Initial 

Address 

E-mail 

City 

State                                                                     Zip 

Sex                � M          � F                              Age 

Birthdate 

� Married   � Widowed    � Single    � Minor 

� Separated   � Divorced    � Partnered for ______years 

Patient Employer/School 

Occupation 

Employer/School Address 

Employer/School Phone (____) 

Spouse’s Name 

Birthdate 

SS# 

Spouse’s Employer 

Whom may we thank for referring you? 

INSURANCE INFORMATION 

Who is responsible for this account? 

Relationship to Patient 

Insurance Co. 

Group # 

Is patient covered by additional insurance?        � Yes           �  No 

Subscriber’s Name 

Birthdate                                                          SS# 

Relationship to Patient 

Insurance Co. 

Group # 

ASSIGNMENT AND RELEASE 

I certify that I, and/or my dependent(s), have insurance coverage with 
                                                                         And assign directly to 
            Name of Insurance Company(ies) 
 
Dr.                                                                    all insurance benefits. If any, 
otherwise payable to me for services rendered. I understand that I am 
financially responsible for all charges whether or not paid by insurance. I 
authorize the use of my signature on all insurance submissions. 
 
The above-names doctor may use my health care information and may 
disclose such information to the above-named insurance Company(ies) and 
their agents for the purpose of obtaining payment for services and 
determining Insurance benefits or the benefits payable for related services. 
This consent will end when my current treatment plan is completed or one 
year from the date signed below. 
 
Signature of Patient, Parent, Guardian or Personal Representative 
 
Please print name of Patient, Parent, Guardian or Personal Representative 
 
Date                                     Relationship to Patient 
 

PHONE NUMBERS 

Cell Phone (____)             Home Phone (_____) 

Best time and place to reach you  

IN CASE OF EMERGENCY, CONTACT 

Name     

Relationship 

Home Phone(_____)          Work Phone(_____) 

 

ACCIDENT INFORMATION 

Is condition due to an accident?   � Yes     �  No      Date_______________ 

Type of accident    � Auto    � Work   � Home    � Other 

To whom have you made a report of your accident? 

 

� Auto Insurance     � Employer      � Worker Comp.    �  Other 

Attorney name (if applicable) 

 

PATIENT CONDITION 

Reason for Visit 

When did your symptoms appear 

Is this condition getting progressively worse?      � Yes    � No      � Unknown 

Mark an X on the picture where you continue to have pain, numbness, or tingling. 

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) 

Type of pain:  � Sharp     � Dull           � Throbbing       � Numbness      � Aching     � Shooting 

      � Burning   � Tingling    � Cramps           � Stiffness         � Swelling   � Other 

How often do you have this pain? 

Is it constant or does it come and go? 

Does it interfere with your    � Work    � Sleep    � Daily Routine    � Recreation 

Activities or movements that are painful to perform   � Sitting    � Standing   � Walking     � Bending       � Lying Down 
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              MEDICATIONS     ALLERGIES    VITAMINS/HERBS/MINERALS 

 

 

 

 

 

 

 

 

 
Pharmacy Name 

Pharmacy Phone (_____) 

HEALTH HISTORY 

What treatment have you already received for your condition?      � Medications       � Surgery        � Physical Therapy 

   � Acupuncture     � Chiropractic Services       � Massage                � None           � Other 

Name and address of other doctor(s) who have treated you for your condition 

Date of Last:   Physical Exam   Spinal X-Ray  Blood Test 

  Spinal Exam   Chest X-Ray  Urine Test 

  Dental X-Ray   MRI, CT-Scan, Bone Scan 

Place a mark on “Yes” or “No” to indicate if you have had any of the following: 

AIDS/HIV  � Yes   � No Chicken Pox � Yes   � No Liver Disease � Yes   � No Rheumatoid Arthritis � Yes   � No 

Alcoholism  � Yes   � No Diabetes  � Yes   � No Measles  � Yes   � No Rheumatic Fever � Yes   � No 

Allergy Shots � Yes   � No Emphysema � Yes   � No Migraine Headaches � Yes   � No Scarlet Fever � Yes   � No 

Anemia  � Yes   � No Fractures  � Yes   � No Miscarriage � Yes   � No Stroke  � Yes   � No 

Anorexia  � Yes   � No Glaucoma  � Yes   � No Mononucleosis � Yes   � No Suicide Attempt � Yes   � No 

Appendicitis � Yes   � No Goiter  � Yes   � No Multiple Sclerosis � Yes   � No Thyroid Problems � Yes   � No 

Arthritis  � Yes   � No Gonorrhea  � Yes   � No Mumps  � Yes   � No Tonsillitis  � Yes   � No 

Asthma  � Yes   � No Gout  � Yes   � No Osteoporosis � Yes   � No Tuberculosis � Yes   � No 

Bleeding Disorders � Yes   � No Heart Disease � Yes   � No Pacemaker � Yes   � No Tumors, Growths � Yes   � No 

Breast Lump � Yes   � No Hepatitis  � Yes   � No Parkinson’s Disease � Yes   � No Typhoid Fever � Yes   � No 

Bronchitis  � Yes   � No Hernia  � Yes   � No Pinched Nerve � Yes   � No Ulcers  � Yes   � No 

Bulimia  � Yes   � No Herniated Disk � Yes   � No Pneumonia � Yes   � No Vaginal Infections � Yes   � No 

Cancer  � Yes   � No Herpes  � Yes   � No Polio  � Yes   � No Venereal Disease � Yes   � No 

Cataracts  � Yes   � No High Cholesterol � Yes   � No Prostate Problem � Yes   � No Whooping Cough � Yes   � No 

Chemical    Kidney Disease � Yes   � No Prosthesis  � Yes   � No Other 

        Psychiatric Care � Yes   � No  

 

EXERCISE   WORK ACTIVITY   HABITS 

� None    � Sitting    � Smoking  Packs/Day 

� Moderate   � Standing   � Alcohol   Drinks/Week 

� Daily    � Light Labor   � Coffee/ Caffeine Drinks Cups/Day 

� Heavy    � Heavy Labor   � High Stress Level  Reason 

Are you pregnant?    � Yes          � No              Due Date 

Injuries/Surgeries you have had    Description                   Date 

 Falls  

 Head Injuries 

 Broken Bones 

 Dislocations 

 Surgeries 

 

 

 

Dependency � Yes   � No 
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PATIENT SYMPTOM CHECKLIST 

 
NAME______________________________________ DATE________________ 
 
It is very important in Chinese Medicine to know how long a patient has experienced his/her 
symptoms.  It is essential to indicate time on the symptoms. 

 
Water Element 

o Hearing Loss 
o Dizziness 
o Lower Back 

Pain/Neck Pain 
o Sinus Congestion 
o Edema 
o Darkness under the 

eyes 
o Emotional instability 
o Aversion to cold 
o Hair thinning or loss 
o Pre-mature aging 
o Frequent urination 
o Kidney stones 
o Perspire very easily 
o Weakness of the 

Legs/Knees 
o Asthmatic Cough 
o Rapid Weight 

Change 
o Asthmatic Cough 
o Loose teeth 
o Reduced sexual 

energy 
o Thyroid Problems 
o Diabetes 

 
Earth Element 

o Indigestion 
o Flatulence 
o Food Allergy 
o Stomach ache/ulcer 
o Diarrhea 
o Anemia 
o Halitosis 
o Mouth sores 
o Heartburn 
o Strong appetite 
o Weak appetite 
o Nausea 
o Abdominal bloating 
o Low body weight 
 

 
 
 
 
 
 
 

Wood Element 
o Headache 
o Migraines 
o Ringing in the ears 
o Poor eyesight 
o Eye infections 
o Dry eyes 
o Eczema 
o Shingles 
o Herpes Simplex 
o Warts 
o Nervousness 
o Convulsions/Spasms 
o Irritability 
o Constipation 
o Hemorrhoids 
o Hepatitis 
o Irregular 

Menstruation 
o Painful Menstruation 
o Ulcer 
o Vomiting  
o Gallstones 
o Indecisiveness 
o Fullness below ribs 
o Shoulder/neck 

tension 
o Insomnia 11pm-3am 

 
Fire Element 
o Dry Scalp 
o Skin eruptions, 

rashes 
o Cysts, tumors 
o Ear infections 
o Sore throat, tonsillitis 
o Lymphatic swelling 
o Hot palms and soles 
o Heart palpitations 
o Aversion to heat 
o Bitter taste in mouth 
o Gum problems 
o Nose bleed 
o Facial redness 
o Itching/burning skin 
o Hot hands/ feet 
o Thirst 
o Dark urine 
o Nightsweats 

 
 

 

 
 

Metal Element 
o Bronchitis 
o Asthma 
o Shallow breathing 
o Cough 
o Sinus congestion 
o Nasal infections 

 
Other 

o Fatigue 
o Arthralgia 
o Sciatica / nerve pain 
o Cold hands/ feet 
o Tendonitis 
o Bursitis 

 
Pain (please describe) 
 
 
 
 
 
 
 
 
Other Comments 
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Consent for Treatment 

By signing below, I do hereby voluntarily consent to be treated with acupuncture and/or substances from the Oriental 
Materia Medica by a licensed acupuncturist at the Chinese Medical Clinic.  I understand that acupuncturists practicing in the 
State of Florida are not primary care providers and that regular primary care by a licensed physician is an important choice 
that is strongly recommended by this clinic’s practitioners. 
 

Acupuncture/Moxibustion: I understand that acupuncture is performed by the insertion of needles through the skin or by 
the application of heat to the skin (or both) at certain points on or near the surface of the body in an attempt to treat bodily 
dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions.  I am 
aware that certain adverse side effects may result.  These could include, but are not limited to: local bruising, minor 
bleeding, fainting, pain or discomfort, and the possible aggravation of symptoms existing prior to acupuncture treatment.  I 
understand that no guarantees concerning its use and effects are given to me and that I am free to stop acupuncture treatment 
at any time. 
 

Direct Moxibustion: I understand that if I receive direct moxibustion as part of therapy, there is a risk of burning or 
scarring from its use. I understand that I may refuse this therapy. 
 

Chinese Herbs: I understand that substances from the Oriental Materia Medica may be recommended to me to treat bodily 
dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions. I 
understand that I am not required to take these substances but must follow the directions for administration and dosage if I 
do decide to take them. I am aware that certain adverse side effect may result from taking these substances. These could 
include, but are not limited to: changes in bowel movement, abdominal pain or discomfort, and the possible aggravation of 
symptoms existing prior to herbal treatment.  Should I experience any problems, which I associate with these substances, I 
should suspend taking them and call the Chinese Medical Clinic as soon as possible. 
 

Acupressure/Tui-Na Massage: I understand that I may also be given acupressure/tui-na massage as part of my treatment to 
modify or prevent pain perception and to normalize the body’s physiological functions.  I am aware that certain adverse side 
effects may result from this treatment.  These could include, but are not limited to: bruising, sore muscles or aches, and the 
possible aggravation of symptoms existing prior to treatment.  I understand that I may stop the treatment if it is too 
uncomfortable. 
 
Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered with the acupuncture. I 
am aware that certain adverse side effects may result. These may include, but are not limited to: electrical shock, pain or 
discomfort, and the possible aggravation of symptoms existing prior to treatment. I understand that I may refuse this 
treatment. 
 
I understand that there may be other treatment alternatives, including treatment offered by a licensed physician. 
 
I have carefully read and understand all of the above information and am fully aware of what I am signing.  I understand 
that I may ask my practitioner for a more detailed explanation.  I give my permission and consent to treatment. 
 
Signature: ________________________________________________________ Date: ______________________ 
Printed Name: ____________________________________________________ Date of Birth: _______________ 
Address: ___________________________________________________________________________________________ 
City: ________________________         State: ___________    Zip Code: _____________     Phone: ________________ 
 
SIGN BELOW ONLY IF YOU REQUESTED AND RECEIVED MORE DETAILED INFORMATION  
 
I requested and received, in substantial detail, further explanation of the procedure or treatment, other 
alternative procedures or methods of treatment, and information about the material risks of the 
procedure or treatment.  I give my permission and consent to treatment.

  
 

 

Patient’s Signature             Date  Explained by me and signed in my presence     Date 
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HIPHIPHIPHIPAAAAAAAA    

 CONSENT  CONSENT  CONSENT  CONSENT     

 
 
Our Notice of Privacy Practices provides information about how we may use and disclose protected health 

information about you.  The Notice contains a Patient Rights section describing your rights under the law.  You have 

the right to review our Notice before signing this Consent.  The terms of our Notice may change. If we change our 

Notice, you may obtain a revised copy by contacting our office. 

 

You have the right to request that we restrict how protected health information about you is used or disclosed for 

treatment, payment or health care operations. We are not required to agree to this restriction, but if we do, we shall 

honor that agreement.  

 

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, 

payment and health care operations. You have the right to revoke this Consent, in writing, signed by you.  However, 

such a revocation shall not affect any disclosures we have already made in reliance on your prior Consent.  The 

Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

 

The patient understands that: 

 

• Protected health information may be disclosed or used for treatment, payment or health care operations 

• The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this 

Notice 

• The Practice reserves the right to change the Notice of Privacy Policies 

• The patient has the right to restrict the uses of their information but the Practice does not have to agree to 

those restrictions 

• The patient may revoke this Consent in writing at any time and all future disclosures will then cease 

• The Practice may condition treatment upon the execution of this Consent. 

 

  

 

 

This Consent was signed by:          

       Printed Name - Patient or Representative 

 

__________________________________________________________________________________ 

       Signature 

 

Relationship to Patient (if other than patient):        

Date: /    /  

 

Witness       Dr. Brenda Yanofsky, EdD, DOM, Lac.______________ 

       Printed name - Practice Representative 

Date: /    /  
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