	Yao’s Acupuncture Clinic 



New Patient Registration Form





Date   ______________

Name _______________________________________  
Date of Birth ________
            Age  _________

Address    ___________________________________________________________________________

City ___ ____________________________       State __________         Zip _______________________

Home Phone ________________    Work Phone ________________   Cell Phone  _________________

Sex ________     Marital Status  ________           Email  ____________________________

Occupation  _____________________________             Employed by   __________________________

Emergency Contact ___________________       Relationship  ________        Phone    _______________

Who is your primary care physician? _________________________              Phone  ________________

Health Insurance Company _________________________________            Phone  ________________

Contract #  __________________       Group # _____________       Policy #  ______________________

Whom may we thank for referring you?   ___________________________________________________

Policy Statement

· Payment is due at the time service is rendered, unless alternative arrangements are made prior to treatment. 

· We accept cash and checks at this time.

· A receipt will be provided but I understand that I need to provide Changping Yao L. Ac. a copy of medical diagnosis if I want the receipt to be used as an insurance claim.  I understand that acupuncturists cannot issue Western medical diagnosis.

· Time is reserved for your appointment.  Please give 24 hours notice if an appointment cannot be kept, otherwise you will be charged for missed appointments.  Late arrivals for appointments (15 to 20 minutes late) may necessitate rescheduling if other appointments will be impacted.

I understand and agree to the above policy statement.

______________________________



 _______________

Signature of Patient (Parent/Guardian)



  Date of Signature

Consent Form

· I understand that acupuncture is performed by the insertion of needles through the skin with or without the use of electrical stimulation, with or without the application of heat (moxibustion, heat lamp), and/or other techniques (i.e. cupping, manipulation) at acupuncture points.

· I understand that acupuncture is part of Chinese medicine and that other therapeutic approaches may be suggested to me, such as Chinese herbal therapy, or soft tissue manipulation (tuina).

· I acknowledge that the office is providing free information sheets at my request regarding: (1) acupuncture, (2) Chinese herbal therapy, (3) tuina, and (4) insurance and acupuncture.

· I understand that certain adverse effects may result from treatment.  These could include, but are not limited to, slight bleeding and bruising or soreness at the insertion site.  Fainting or dizziness may occur, especially with patients who are highly anxious, extremely fatigued, or 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 understand that acupuncture is not a substitute for Western Medical treatment and that if I am under the care of a Physician for a particular ailment or condition, I should continue my care until advised differently by my Physician.

· I understand that I am encouraged to ask additional information regarding Oriental Medicine.

I do hereby consent to be treated with acupuncture.

_______________________________



_______________

Signature of Patient (Parent/Guardian)



Date

_______________________




_______________

Witness







Date

