NEW PATIENT INFORMATION


Name__________________________________________DOB____________________Age______________
Address_________________________________________________City_____________________________
State____________Zip_________________Email________________________________________________
[bookmark: _GoBack]Home Phone____________________________________Cell Phone________________________________
Referred by_____________________________________Marital Status_____________________________
Emergency Contact Name__________________________________Relationship____________________
Emergency Contact Number_______________________________________________________________
Employer Address_____________________________Employer Phone____________________________
Occupation_______________________________________________________________________________

Physician______________________________________Physician Phone____________________________
Medical Conditions________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Surgical History___________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Medications/Supplements________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Known Allergies___________________________________________________________________________


Name_______________________________Signature___________________________Date_____________

PRIVACY POLICY 

This information describes how healthcare information about you may be used and disclosed and how you can get access to this information.  Please review carefully

This office abides by the terms described in this policy and we use and disclose your protected heath care & personal information for the following reasons:

· To share with other treating health care providers or facilities regarding your health
· To submit to insurance companies, Workers Compensation, or No Fault regarding your treatments & payments, or a collection agency in order to obtain delinquent payments
· To determine patient benefits from health care plan
· Releasing information required by State or Federal Public Health Law
· To assist in overwhelming a language barrier when caring for a patient
· To consult with business associates at our facility regarding your health care
· Emergency situations
· Abuse, neglect, or domestic violence
· Appointment reminders to household members or answering machines
· Sign-in logs may be disclosed to verify office visits
· To send birthday cards/postcards, and newsletters to our patients

We are requesting your authorization in this regard to assure that you are fully informed and in agreement with the methods and circumstances in which we deliver your care.  Any other uses or disclosures will be made with your specific written prior authorization.  Feel free to raise any concerns to your healthcare provider. 

You have the right to:

· Revoke authorization, in writing, at any time by specifying what you want restricted and to whom
· Speak to or render a complaint to your Acupuncturist regarding privacy issues
· Inspect, copy, and amend your protected health information as allowed by law
· Obtain an accounting of disclosures of your protected health information

Sharon L Petito reserves the right to change the terms of this notice and to make new notice provisions for all health information that it maintains.  Patients may also get an updated copy upon request at any time.

I acknowledge that I have received and reviewed this notice with full understanding.

_____________________________	___________________________________ 	__________________
Name of Patient (Print)		Signature of Patient/Legal Rep.	 	Date		
PATIENT ADVISORY TO CONSULT A PHYSICIAN


Sharon L. Petito, L.Ac. is committed to your health and well-being.  It is believed that Oriental Medicine is a beneficial health care system and has many advantages.  Acupuncture, however, does not act as a complete replacement for treatment by Western physicians.  It is most favorable to combine the two systems in order to achieve your optimal state of health.  It is recommended that you consult your physician regarding any condition(s) for which you wish to be evaluated and treated for in your Acupuncture treatment.  

We, the undersigned, do assert that________________________________(Patient) has been informed by________________________________(Licensed Acupuncturist) that he/she should consult a physician regarding the condition(s) for which the patient seeks Acupuncture treatments.


Patient Signature___________________________________________________________Date___________________________


Acupuncturist Signature_____________________________________________________Date___________________________


INFORMED CONSENT TO ACUPUNCTURE TREATMENT

~I agree to Acupuncture treatment, as well as any other treatment methods associated with Oriental Medicine (such as Moxibustion, Cupping, Gua Sha, Electrical Stimulation, and Tui Na), provided by Licensed Acupuncturist, Sharon L. Petito. 
~I have discussed the nature and purpose of my treatments with the Licensed practitioner, and have been notified that while Acupuncture is a safe practice, but as with most forms of medical treatments, there may be side effects, such as bruising, numbness or tingling at the needle site, burns at site of moxibustion, dizziness or fainting, and rare occurrences of spontaneous miscarriage, nerve damage, or organ puncture. 
~I understand that Acupuncture is performed with sterile, disposable needles, in a safe & clean environment, but there is the unusual risk if infection.  These are the possible risks of Acupuncture but not limited to the above.  
~I agree to notify the practitioner if I become pregnant.
~I choose to trust in the judgment of my practitioner during the course of my treatment, and do not expect the practitioner to be able to predict all possible risks or complications of the treatment.

By willingly signing below I have read, or have had read to me, this consent to treatment.  I have had the opportunity to ask questions.  This consent form is intended to cover any future treatment with the undersigned Acupuncturist.  


PATIENT:

Print______________________________Sign_________________________________Date _______________

ACUPUNCTURIST:	

Print______________________________Sign_________________________________Date _______________



INSURANCE INFORMATION

Patient Name:_________________________________________________DOB:______________________
SS#:_________________________ Phone on file with Insurance Company:________________________
Mailing Address:__________________________________________________________________________


MAJOR MEDICAL:
Insurance Company:______________________________________________________________________
Provider # on back of card:________________________________________________________________
Insurance Plan #:_________________________________________________________________________
Policy Holder’s Name:_____________________________________________________________________
Policy Holder’s DOB:______________________________________________________________________
Policy Holder’s Gender:___________________________________________________________________
Relationship to Policy Holder:______________________________________________________________


NO FAULT:
NF Company:______________________________NF Claim #:____________________________________ 
Adjustor Name:_____________________________Adjustor Phone:_______________________________
Date of Accident:___________________________State of Accident:______________________________


WORKER’S COMPENSATION:
Employer:_____________________________________Employer Number:_________________________
Adjustor Name:_______________________________ Adjustor #:_________________________________
Claim #:_______________________________________Date of Injury:______________________________
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