Sound & Color Acupuncture, P.A.

NEW PATIENT INFORMATION FORM

Name

Date


Address_________________________________________________________________

City

State

ZIP


Home Phone (____) ____-_________
Cell Phone (____) ____-_________

E-Mail:  ______________________________ Occupation_________________________

Whom may we thank for referring you?:


Date of Birth

Age ____ Sex: M/F    Height _____   Weight _____

Overall health (circle one): Excellent / Good / Fair / Poor / Other:


Chief complaint (reason you are here): (use separate sheet if more room needed)

Previous treatments for this complaint


Did any of those previous treatments help?  If so, which ones?______________________

________________________________________________________________________

Other complaints or problems: (use separate sheet if needed)


Please list all prescription medications/drugs you are currently taking:

               1._________________________________________

               2._________________________________________

               3._________________________________________

               4._________________________________________

               5._________________________________________

Are you currently under the care of a physician or other health care professionals (ie: Chiropractor, Acupuncturist, Nutritionist, etc.)?

(If yes, please give name and date of last visit):

________________________________________________________________________

Nutritional supplements you are taking:


________________________________________________________________________

Do you smoke, drink coffee or alcohol? (if yes indicate how much)

Cigarettes 

Coffee

Alcohol


Are you currently using any recreational drugs (ie: marijuana)?_____________________

Do you have any religion based dietary restrictions? (ie: vegetarian, Kosher, etc.)_______

Do you wear a pacemaker?  _____________


Sound & Color Acupuncture, P.A.

NEW PATIENT INFORMATION FORM

Name:

Date


Although we firmly believe in the incredible benefits of traditional acupuncture, we realize that not everyone is comfortable with needles, please let us know your level of comfort with needles (circle one):

1. I am comfortable with needles, getting a regular shot at the doctor’s office doesn’t bother me.

2. I don’t like needles but am willing to give it a try.  Please use a very gentle method that involves very few needles in non-sensitive areas.

3. I would like the benefits of acupuncture but would prefer a treatment that does NOT involve needles.  Please discuss with me treatment options that do not involve needles.

HISTORY:

List any major illnesses & mental/psychological/psychiatric disorders (with approx. dates):


List any surgery or operations with approx. date:


Past Accidents or injuries:


List any scars you have from cuts or surgeries:__________________________________

Marital Status:   S   M   D   W
Name of Spouse


Describe health of spouse:

Number of children if any 


Name of Child

Age
Sex
Any physical conditions or concerns?





M/F








M/F







M/F



Any family history of serious illnesses (circle those which apply): Cancer / Diabetes / Heart / Other


Emotional Status:  Which emotion best describes you in general?  (Please circle one)

       Happy         Depressed         Worried        Angry        Afraid       Other:____________

My social, family, and personal relationships are (circle one):

Very Fulfilling       Usually Fulfilling       Rarely Fulfilling      Horrible      Indifferent

What can we do to make you happier?



Symptom Survey

Patient Name____________________

1. Please rate your level of energy during the day:  (circle one) 


-  Great, I have plenty of energy to get all my work done.


-  Good, I have enough energy to get through the day, but could use a little more.


-  Below average, it’s a struggle for me to get through the day, but I get it done.


-  Poor, my energy levels are so low that it’s affecting my life and keeping me                       .
    from getting things done….I really need help here.

2.  Body Temperature


Do you suffer from hot flashes or night sweats?_________________________


Do you get cold very easily?________________________________________


Do you get hot very easily?_________________________________________


Do you sweat abnormally?__________________________________________

3.  Sleep


Do you have a hard time falling asleep at night?__________________________


Do you have a hard time staying asleep at night?_________________________


How many hours of sleep do you get per night?__________________________


Do you usually feel rested when you wake up in the morning?_______________

            Is there anything preventing you from sleeping well?_______________________

4.  Appetite/Digestion


Do you have problems controlling your appetite?__________________________


Do you crave sweets everyday?________________________________________


Do you get any of the following digestive complaints? (circle all that apply)


Heartburn/nausea     Stomach pain after eating     Gas/bloating
Indigestion     

5.  Bowel Movements and Urination


Do you have any problems with bowel or bladder control?___________________


Do you get the urge to urinate more than once every two hours?______________


Do you have any difficulty urinating?___________________________________


Do you have at least one complete bowel movement per day?______________


Do you have any of the following bowel movement problems?  (please circle)

Blood in the stool
Diarrhea/loose stool
Difficulty going      Itchy/burning sensations
Symptom Survey

Patient Name____________________

6.  Pain


Please list any areas of your body that are in pain (ie: shoulder, low back, etc.):


Is there anything that makes the pain better?______________________________


Is there anything that makes the pain worse?______________________________

7.  Vision and Hearing


Do you feel that your eye sight has been deteriorating?______________________


Do you get periods of blurry vision or spots in your vision?__________________


Do you feel that your hearing has been deteriorating?_______________________


Do you hear ringing sounds in your ear (tinnitus)?_________________________

8.  Headaches and Dizziness


Do you regularly suffer from headaches or migraines?______________________


If yes, how often?___________________________________________________


And in which area of the head? (ie: front, right side, over eye, etc.)____________


Is there anything that makes your headaches better?________________________


Is there anything that makes your headaches worse?________________________


And how would you rate the severity of headache pain from a scale of 1 to 10,


with “10” being really bad? _________


Do you regularly feel dizzy or lightheaded during the day?___________________


Do you tend to faint or pass out easily?__________________________________


Do you have any sort of tremors or tics?_________________________________


If so, where are they and how long have you had them? _____________________

9.  Respiration and Chest


Do you have asthma or any trouble breathing?____________________________


Do you have any problems with sinus congestion or runny nose?_____________


Do you tend to get sick and catch colds easily?____________________________


Please list any allergies that you have:

Symptom Survey

Patient Name____________________

Respiration and Chest (continued)

Do you have any heart problems?______________________________________


Do you get chest pain?___________ If yes, how often?_____________________

10.  Hair, Skin, and Nails

Please circle any of the following that may apply to you:

Dry Skin
Psoriasis/Eczema
Acne/Pimples

Abnormal Skin Growths

Excessive Hair Loss
    Hair Thinning         Brittle Nails       Other__________________

11.  Endocrine

Women Only:


Any current gynecology problems?_____________________________________


Pregnant?_________ Number of Pregnancies_______ Age of first menses______


How many days is your cycle?___________ Average length of period?________


Date of last menses_______________ Do you have any of the following? (circle)


Blood clots in menstrual flow

Cramps/pain before menstruation


Miss/skip periods

Mood changes

Low/no sexual drive


Breast Pain/distension
 
Fatigue after menses
   Leukorrhea (discharges)


Excessive Bleeding

Birth Control (what form?)____________________


C-Section or Episiotomy Scars              Other:_____________________________


Men Only:


Please list any prostate problems:_______________________________________


Do you have any of the following? (circle)


Low/no sexual drive

Erectile dysfunction

Premature ejaculation


Pain/burning during urination

Pain upon ejaculation


Painful sensation behind the testicles

Other:________________________
Patient Name_____________________________

1)
Please list the family members or other persons, if any, with whom we may communicate with about your general medical condition and your diagnosis (including treatment, payment, and general health care):

2)
Please list the family members or other persons, if any, whom we may and should inform about your medical condition ONLY IN AN EMERGENCY:

Name_________________________ Phone Number___________________

Name__________________________Phone Number_______________________

Name________________________ Phone Number________________________
3)
Do you have a special address that anything mailed to you should be sent?
 YES ___
NO __
4)
If anything is mailed to you, do you need it specially marked “CONFIDENTIAL” YES __
NO __ 
5)
Do you have a special phone number that must be used to call you? 
YES __
NO __

6)
If so, what is that number? __________________________________________________________

7)
May confidential messages be left on your telephone answering machine or voicemail? YES __ NO __
PATIENT NAME ____________________________________________________ 
PATIENT SIGNATURE______________________________________ 
DATE _____________________
Financial Policy

Payment is requested at the time service is provided.  We accept cash, check, MasterCard, and Visa.

We do not participate in any forms of health insurance whatsoever.  We will provide a Superbill receipt for you to submit to your insurance carrier if your plan covers acupuncture or herbal consultations.

Please remember that it is your responsibility to check with your insurance provider regarding the eligibility of this.

Important 24-Hour Appointment Cancellation Policy

Please be advised that when you make an appointment with Vanessa Cisneros, LA.c, that time is reserved exclusively for you.

If you need to cancel or re-schedule an appointment, kindly provide at least 24 hours notice so that we can give the appointment to someone else who may need my immediate care.

You will be asked to pay for appointments cancelled or missed without 24 hours notice.

Patients who repeatedly cancel or miss appointments without 24 hours notice will be asked to leave the practice.

I have read and understand the above financial and appointment cancellation policies

Print Name:_____________________________________

Signature:_______________________________________  Date:________________
Sound & Color Acupuncture, P.A.
PERMISSION & AUTHORIZATION FORM

PLEASE READ BEFORE SIGNING:

I specifically authorize the natural health practitioners at Sound and Color Acupuncture, P.A. to perform a comprehensive health analysis and to develop a natural, complementary health improvement program for me which may include dietary guidelines, nutritional supplements, acupuncture/acupressure, sound and color treatments etc. in order to assist me in improving my health, and not for the treatment, or "cure" of any disease.

I understand that the natural health practitioners at Sound and Color Acupuncture, P.A. are not medical doctors and that care at Sound & Color Acupuncture, P.A.  is not a substitute for Western Medical Treatment.  I understand that if I am under the care of a Physician for a particular ailment or condition, that I should continue my care until advised differently by my Physician.

I understand that the licensed acupuncturists at Sound & Color Acupuncture, P.A. do not "diagnose" or "treat" any disease including conditions of cancer, AIDS, Infections, or other medical conditions, and that these are not being tested for or treated.

I understand that Chinese techniques called Gua Sha, Tui Na and Cupping may be used in certain cases.  These procedures may produce a deep redness of the skin which can remain for varying periods of time.  For some people, a slight bruising and tenderness may persist for a few hours following the treatment.  You will be given instructions on how to manage these reactions at the end of your visit

I understand that methods of treatment may include musical notes, sounds, color lights and herbal essence aromas. I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the therapies I am receiving. With this in mind I agree that color and sound therapy healing and the color and sound therapist(s) listed below cannot be held liable for any problems that might arise that I think could be attributed to the color and sound healing session(s).  I have stated all of my known medical conditions and vow to keep the color and sound therapist(s) listed below updated on my physical, mental, and emotional health.  I attest that I understand the nature of the treatment and freely elect to receive treatments.  I release the color and sound therapist(s) listed below from any and all claims of malpractice, non-disclosure, or lack of informed consent.

No promise or guarantee has been made regarding the results of care programs given at Sound & Color Acupuncture, P.A. or any natural health, nutritional or dietary programs recommended, but rather I understand that the care given at Sound & Color Acupuncture, P.A. is a means by which the body's natural self-healing abilities can be strengthened, so that safe natural programs can be developed for the purpose of bringing about a more optimum state of health.  I understand that I am free to discontinue care at any time.

I have read and understand the foregoing.

This permission form applies to all subsequent visits and consultations.

Date:


Print Name: 


Patient Signature:_______________________________________

Sound & Color Acupuncture, PA.
Acupuncture Consent Form (for patients who would like to receive traditional acupuncture with needles)

I understand that the acupuncture practitioners at Sound and Color Acupuncture, P.A.  are fully licensed and board certified by the State of Florida, Department of Health, Division of Medical Quality Assurance.

I understand that only disposable needles are used at Sound & Color Acupuncture, P.A.  to ensure the safety of our patients.

I understand that acupuncture is performed by the insertion of needles through the skin with or without the use of electrical stimulation, and/or other techniques (ie: acupressure, manipulation, etc.) at acupuncture points.

I understand that discomfort, swelling or bruising, at the site where the needles or modalities are placed onto the skin, can occur.  In some cases, electrical stimulation or cold laser therapy may be indicated.  This procedure involves the use of an electric or battery powered stimulator, which is either contact pads placed directly on the body, attached with wires to the ends of needles after they have been inserted into the skin or directly contacted to the body as is the case with the cold laser therapy.  A slight heat or vibratory sensation may be felt during stimulation.  Fainting, although not common, can be an unfortunate side effect of acupuncture and electrical stimulation

I understand that certain adverse effects may result from treatment.  These can include, but are not limited to, slight bleeding and bruising or soreness at the insertion site.  Fainting or dizziness may occur in a patient who is highly anxious, extremely fatigued, or extremely hungry.

I understand that there is no guarantee concerning the effect of the treatment provided to me and that I am free to discontinue treatment at any time.

I do hereby consent to be treated with acupuncture.

Date:


Print Name: 


Patient Signature:_________________________________

PATIENT CONSENT FORM--PRIVACY

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.

Print name: _______________________________________

Signed by: _______________________________________

Date: ________________

NewClient 7/01
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