PERSONAL INFORMATION

10F5

PATIENT NAME: LAST FIrsT MIDDLE
ADDRESS:
TEL.: HOME MOBILE WORK

() - () - (O -
FAX: EMAIL:

() -
DATE OF BIRTH: AGE: SOCIAL SECURITY NO.:
EMERGENCY CONTACT: TEL.: RELATIONSHIP:

REFERRED By:

STATUS:

[ 1 MARRIED [ 1 SINGLE

[ 1 DIVORCED [ 1 WiboweD [ 1 OTHER

EMPLOYMENT INFORMATION

EMPLOYMENT STATUS:

[ 1 FuLt TIME [ ] PART-TIME [ 1 RETIRED [ ] UNEMPLOYED [ | STUDENT
EMPLOYER NAME: EMPLOYER TEL:
(] -
EMPLOYER ADDRESS:
PRIMARY HEALTHCARE PROVIDER
PRIMARY PHYSICIAN: TEL.:
() -

PHYSICIAN ADDRESS:

DATE OF LAST VISIT:

DATE OF INJURY/ONSET OF [LLNESS:

INSURANCE / SUPERBILL INFORMATION

INSURANCE COMPANY:

POLICY HOLDER'S NAME:

PouLicy NAME (IF APPLICABLE):

EMPLOYER NAME (IF APPLICABLE):

PoLicy NO.:

INSURANCE COMPANY TEL.:

INSURANCE COMPANY FAX.:




ILLNESS AND TREATMENT INFORMATION

20F5

HAVE YOU EVER HAD AN ACUPUNCTURE TREATMENT?  WHEN AND FOR WHAT REASON?
[ INO [ 1 Yes

ARE YOU PRESENTLY BEING TREATED FOR A MEDICAL CONDITION?  PLEASE DESCRIBE.
[ INO [ ] Yes

PLEASE BRIEFLY DESCRIBE ANY CHRONIC PAIN?

WHAT HEALTH ISSUE DO YOU WANT TREATED?  PLEASE DESCRIBE AS FULLY AS POSSIBLE.

HAVE YOU BEEN USING OTHER MEDICAL TREATMENTS FOR RELIEF OF THIS ISSUE?  PLEASE DESCRIBE.
[ INO [ 1 Yes

DO YOU HAVE OTHER HEALTH CONCERNS?  PLEASE DESCRIBE.
[ 1NO [ 1 YES

FAMILY HISTORY INFORMATION:  PLEASE COMPLETE FOR EACH FAMILY MEMBER, PLACING AN X IN THE APPROPRIATE BOX:

SELF MOTHER FATHER SISTER BROTHER SPOUSE

CHILD

ALLERGIFS

BLOOD DISORDER/ANEMIA

DIABETES

CANCER OR TUMORS

SEIZURES

HIGH BLOOD PRESSURE

KipNEY Or BLADDER DISORDER

STOMACH OR INTESTINAL DISORDER

DRUG ABUSE

TUBERCULOSIS

HEART DISEASE

STROKE

DEPRESSION/MENTAL ILLNESS

HIV

HEPATITIS

OTHER

AGE OF DEATH




MAJOR HOSPITALIZATIONS: WRITE IN ANY RECENT HOSPITALIZATIONS FOR SERIOUS INJURY OR ILLNESS BELOW.
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YEAR OPERATION OR ILLNESS NAME OF HOSPITAL CITY AND STATE
YEAR OPERATION OR ILLNESS NAME OF HOSPITAL CITY AND STATE
YEAR OPERATION OR ILLNESS NAME OF HOSPITAL CITY AND STATE
YEAR OPERATION OR ILLNESS NAME OF HOSPITAL CITY AND STATE

PREVIOUS PREGNANCIES:

TOTAL PREGNANCIES

LIVING

EcToPIC

MISCARRIAGES

INDUCED ABORTIONS

MEDICINES:  MARK AN X IN THE BOX NEXT TO ANY OF THE FOLLOWING THAT YOU ARE NOW TAKING:

[ ] ASPIRIN [ ] IBUPROFEN [ ] ACETAMINOPHEN(TYLENOL) [ ] OTHER:
[ ] ANTACIDS [ ] LAXATIVES | ] CoLD TABLETS [ ] ViTaminNs:
[ ] OraL CONTRACEPTIVES [ ] DIET PILLS [ ] TRANQUILIZERS [ ] Herss:
[ ] FIBER SUPPLEMENTS [ ] SLEEPING PILLS [ ] HAaY FEVER TABLETS
| ] BLooD PResSURE PiLts [ ] BLoOD THINNING Pitts [ ] INSULIN, DIABETIC PILLS
DRUG ALLERGIES:  Prease LisT.
HAB|TS PLEASE CHECK ANY OF THE HABITS LISTED BELOW WHICH APPLY TO YOU NOW OR IN THE PAST.
NO YES CUPS PER DAY/WEEK AGE STARTED AGE QuIT
COFFEE: [ L] Q
o [ 1 NO [ ]VYEs CIGARETTES PER DAY/WEEK AGE STARTED AGE QuIT
TOBACCO:
NO YES USE PER DAY/WEEK AGE STARTED AGE QuIT
ALCOHOL: L1 . Q
[ 1 No []Yes USE PER DAY/WEEK AGE STARTED AGE QUIT
MARIJUANA:
NO YES USE PER DAY/WEEK AGE STARTED AGE QuIT
CRACK/COCAINE: [ . Q
[ 1 No []VYes USE PER DAY/WEEK AGE STARTED AGE QuIT
HEROINE:
OTHER: USE PER DAY/WEEK AGE STARTED AGE QuiT
OTHER: USE PER DAY/WEEK AGE STARTED AGE QuIT
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HEALTH: CHEck ALL THAT AppLy:

GENERAL CARDIOVASCULAR FEMALE
Past CURRENT CONDITION PasT CURRENT CONDITION PasT CURRENT CONDITION
[ ] [ 1] POOR APPETITE [ 1] [ 1] HIGH BLOOD PRESSURE [ ] [ 1] FREQUENT URINARY TRACT
[ ] [ ] EXCESSIVE APPETITE [ ] [ Low BLOOD PRESSURE INFECTIONS
[ ] [ ] INSOMNIA [ ] [ ] BLoob CLots [ ] [ ] FREQUENT VAGINAL INFECTIONS
[ ] [ ] FaTiGUE [ ] [ ] PALPITATIONS [ ] [ 1] PAIN/ ITTCHING OF GENITALIA
[ ] [ ] FEVERS [ [ 1] FAINTING [ [ ] GENITAL LESIONS / DISCHARGF
[ ] [ ] NIGHT SWEATS [ 1] [ ] PHLERITIS [ 1] [ 1] PELVIC INFLAMMATORY DISFASE
[ ] [ SWEAT FASILY [ ] [ ] CHEST PAIN [ 1] [ ] ABNORMAL PAP SMEAR
[ ] [ 1] CHILLS [ 1] [ 1] IRREGULAR HEART BEAT [ 1] [ 1] IRREGULAR MENSTRUAL PERIODS
[ ] [ 1] LOCALIZED WEAKNESS [ 1] [ 1] CoLD HANDS / FEET [ 1] [ 1] PAINFUL MENSTRUAL PERIODS
[ ] [ ] POOR COORDINATION [ ] [ ] SWELLING OF HANDS / FEET [ ] [ ] PREMENSTRUAL SYNDROME
[ ] [ ] CHANGE IN APPETITE [ ] [ ] OTHER: [ ] [ ] ABNORMAL BLEEDING
[ ] [ ] STRONG THIRST [ ] [ ] MENOPALISAL SYNDROME
[ ] [] OtHerR: RESPIRATORY [ ] [ ] BREAST LUMPS
PasT CURRENT CONDITION L] L] OTHER
SKIN & HAIR [ ] [ ASTHMA
PasT CURRENT CONDITION [ ] [ ] BRONCHITIS NEUROLOGICAL
[ ] [ ] RASHES [ ] [ ] FREQUENT COLDS Past CURRENT  CONDITION
[ ] [ ] Hives [ ] [ ] CHRONIC OBSTRUCTIVE [ ] [ ] SEIZURES
[ ] [ ] ITCHING PULMONARY DISEASE [ ] [ ] TREMORS
[ ] [ ] ECzEMA [ ] [ ] PNEUMONIA [ ] [ ] NUMBNESS/TINGLING OF LIMBS
[ ] [ ] PIMPLES [ ] [ ] COUGH [ ] [ ] CONCUSSION
[ ] [ ] DRYNESS [ ] [ ] COUGHING BLOOD [ ] [ ] PAIN
[ ] [ ] TUMORS, LUMPS [ ] [ ] PRODUCTION OF PHLEGM [ ] [ ] PARALYSIS
[ ] [ ] OTHER: [ ] [ ] OTHER:
HEAD & NECK
PAsT CURRENT CONDITION GASTRO'INTESTWAL
(1 (1  Duzzes Pasy CURRENT CONDITION PSYCHOLOGICAL
[ ] [ ] FAINTING [] [ ] NAUSEA b
] [ ] NECKSTIFFNESS [ ] [ VOMITING PAsT CURRENT CO.\ll‘J.ltrIO.\l
[ [ ] ENLARGED LYMPH GLANDS [ ] [ 1] DIARRHEA [ ] [ ] DEPRESSION
[ ] [ ] HEADACHES [ ] [ ] BELCHING [ [ 1] ANXIETY / STRESS
[ [ CONCUSSIONS [ ] [ ] BLOOD IN STOOLS/BLACK [ ] [ ] IRRITABILITY
[ [ OTHER‘“ ’ STOOLS [1] [ 1] TREATED FOR EMOTIONAL OR
e [ ] [ ] BAD BREATH PSYCHOLOGICAL PROBLEMS
[] [ ] RECTAL PAIN ] [ OTHER:
[ ] [ ] HEMORRHOIDS
EARS [ 1] [ 1] CONSTIPATION
PasT CURRENT CONDITION [ ] [ ] PAIN OR CRAMPS INFECTION SCREENING
L1 INFECTION L1 0 INDIGESTION PAST CURRENT CONDITION
[ ] [] RINGING [ ] [ ] GALL BLADDER DISORDER [ ] [ ] HIV
[ ] [ ] DECREASED HEARING [ 1] [ ] GaS [ ] [ ®
[ ] [ ] OTHER: [ ] [ 1] OTHER: [ ] [ 1 HEPATITIS
[1] [ 1] GONORRHEA
EYES GENITO-URINARY [] [ ] CHLAMYDIA
PAST CURRENT CONDITION PAST CURRENT  CONDITION L1 L1 SveHws
[ 1] [ ] BLURRED VISION [1] [ ] KIDNEY STONES [ ] [ ] GENITAL WARTS
[] [ ] VISUAL CHANGES [ [ ] PAIN OR URINATION [ [ ] HERPES: ORAIL
[1 [ 1  POORNIGHT VISION [ 1 [ 1  FREQUENT URINATION 1 L1 HeReEs: GINITAL
[ 1] [ ] SpOTS [ ] [ 1] BLOOD IN URINE
[ 1] |1 CATARACTS [ ] [ ] URGENCY TO URINATE
[ ] [ ] GLASSES / CONTACTS [] [ ] UNABLE TO HOLD URINE
[] [ EYE INFLAMMATION [ 1] [ ] OTHER:
[ ] [ 1 OTHER:
MALE
NOSE, THROAT, MOUTH PAST CURRENT CONDITION
PaST CURRENT CONDITION [ ] [ 1] PAIN/ ITCHING GENITALIA
[] [ 1] Nost BLEEDS [ ] [ ] GENITAL LESIONS / DISCHARGE
[ ] [ 1] SINUS INFECTIONS [ 1] [ ] IMPOTENCE
[ 1] [ 1] HAY FEVER OR ALLERGIES [ 1] [ 1] WEAK URINARY STREAM
[ 1] [ 1] RECURRING SORF THROATS [ ] [ ] LUMPS IN TESTICLES
[ ] [ ] GRINDING TEFTH [ [ 1] OmerR:
[ ] [ ] DIFFICULTY SWALLOWING




CONSENT TO TREATMENT FORM 50F5

BY SIGNING BELOW, | DO HEREBY VOLUNTARILY CONSENT TO BE TREATED WITH ACUPUNCTURE AND/OR SUBSTANCES FROM THE
ORIENTAL MATERIA MEDICA BY HASAN TAS SUME, A LICENSED ACUPUNCTURIST.

ACUPUNCTURE/MOXIBUSTION: | 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. | 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. | UNDERSTAND THAT NO GUARANTEES
CONCERNING ITS USE AND EFFECTS ARE GIVEN TO ME AND THAT | AM FREE TO STOP ACUPUNCTURE TREATMENT AT ANY TIME.

DIRECT MOXIBUSTION: | UNDERSTAND THAT IF | RECEIVE DIRECT MOXIBUSTION AS PART OF THERAPY, THERE IS A RISK OF
BURNING OR SCARRING FROM ITS USE. | UNDERSTAND THAT | MAY REFUSE THIS THERAPY.

CHINESE HERBS: | 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. | UNDERSTAND THAT | AM NOT REQUIRED TO TAKE THESE SUBSTANCES BUT MUST FOLLOW THE
DIRECTIONS FOR ADMINISTRATION AND DOSAGE IF | DO DECIDE TO TAKE THEM. | 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 | EXPERIENCE ANY PROBLEMS, WHICH | ASSOCIATE WITH THESE SUBSTANCES, | SHOULD SUSPEND
TAKING THEM AND CALL THE CLINIC AS SOON AS POSSIBLE.

ACUPRESSURE/TUI-NA MASSAGE: | UNDERSTAND THAT | 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. | 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. | UNDERSTAND THAT | MAY STOP THE TREATMENT IF IT IS TOO UNCOMFORTABLE.

ELECTRO-ACUPUNCTURE: | UNDERSTAND THAT | MAY BE ASKED TO HAVE ELECTRO-ACUPUNCTURE ADMINISTERED WITH THE
ACUPUNCTURE. | 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. | UNDERSTAND THAT | MAY REFUSE THIS TREATMENT.

| UNDERSTAND THAT THERE MAY BE OTHER TREATMENT ALTERNATIVES, INCLUDING TREATMENT OFFERED BY A LICENSED
PHYSICIAN.

| HAVE CAREFULLY READ AND UNDERSTAND ALL OF THE ABOVE INFORMATION AND AM FULLY AWARE OF WHAT | AM SIGNING. |
UNDERSTAND THAT | MAY ASK MY PRACTITIONER FOR A MORE DETAILED EXPLANATION. | GIVE MY PERMISSION AND CONSENT
TO TREATMENT.

SIGNATURE: DATE:

PRINTED NAME: DATE OF BIRTH:
ADDRESS:

City: STATE: Z1p CODE:
PHONE:

ELEMENTS ACUPUNCTURE 908 E STREET, SAN RAFAEL, CA 94901
TEL: 415-608-5890
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