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include how you-feel today AND during the prevuous fwelve months for all questions.

¢ Some- Very
PARTD A Neuer Rarely| times Often Often
. How often do you feel energetic and healthy? : o @ @ ®@ @ @
2 Is your complexion*and skin smooth, Iustrous and healthy? @ @ ©) @ ® *
3. Is your hair healthy and shiny? | @ @ ®
4™Do you have a good appetite? @ @ € ® | &
5. Areyou sleeping well at night and feel rested upon waking? €D @ Y] @ | ®
6. How often do you feel positive and optimistic? ' j_{_\_ @ (©)] ®
7. In social situations doyou feel energetic and confident? @ @ @- @ ®
PARTE> —
. Do you have & weak voice when speaking? @ @ @ E @ : ®
9 Do you ever experience shortness of breath? @ &) ® © | @
10. How often are you fatigued and have low energy? @ @ @ | @
11. Do you sweat easily even with minor exertion? @ @ €] @ @
12. Is your complexion pale? @ @ €)) @ @ ®
13. How often do you catch colds? @ @ @ @
14 Do you prefer a quiet environment with less talking? @ @ ® | @
. Are you so short of breath that speaking is difficult? @ @ ©) @ | @
\ \
PARTD | $
16. How often do you feel cold and wear warmer clothes than others? @ @ ! @ | ®
17. Do you dislike air conditioned rooms and winter weather? @ @ @ | @ : &
18. Does eating cold foods cause you discomfort? Ll @ @ | @ @ ®
19. Is the tip of your nose noticeably cold and pale in color?’ @ @ | ® @ | ®
20. Does cold weather cause low back discomfort? @ @ ) t ®
21. Are your extremities cold? @ @ @ | @
22. Are you overweight, even slightly? @ @ | @ @ | ®
. Do you wake up at night to urinate? @ @ | D @ | @
‘ |
|
PART> | |
. Do your hands and feet get hot and feel like they are buming? @D @ @ @ - !
25. Are you easily angered or irritated? @ @ ©) @ | ®
26. Are you underweight? @ @ @ @ ! @
27. Does your face or cheeks get flushed and red? @ @ &) @ ) €9
28. Are you constipated or have difficult dry bowel movements? @ @ @ @ &
29. How often is your throat dry and parched? @ @ @ @ : ®
30. How often do'you have an overall feeling of being hot? @ @ @ ® | &
How often are your eyes dry? @ | @ @ | @ 1 ®
PARTD S
32. Do you have bruises or bleeding under the skin? @D @ €] @ ‘ ®
33. s your complexion/skin-tone unusually dark or pigmented? @D @ @ ® | @
34. Do you have spider veins or veins seen through the skin? @ @ @ @ ‘ @
35. Do you have stabbing pain that typically stays in one place? @ @ ® @ | ®
36. Do you have dry and scaly skin? @ @ @ l €3] } ®
37. How often are your lips purple? D @ ® | @ @
38. How often do you have dark circles under your eyes? @D @ @ ‘ @ | ®
39. How often are you forgetful? D @ @ @ @




Include how you feel today AND durin

PARTD>

40. Do you have an oily complexion?

41. Is there a thick coating on your tongue?

42. Do you have a soft, spongy belly?

43. Is you sweat sticky or oily?

44. How often do you feel heavy, slow and sluggish?

45. How often does your nose run or you have a cough with phlegm?
46. Does your mouth feel sticky and greasy?

47. Do you have fatty bumps under your skin?

ART[>

48. Do you tend to have an oily complexion?

49. Do you have acne or get skin eruptions?

50. Do you get a bitter taste in your mouth?

51. Do you have a yellowish vaginal discharge (females) or an increased
amount of moisture around the genitals (male)?

52. How often is your urine dark and hot when expelling it?

53. Do you get canker sores on your lips or mouth?

54. Are you irritable or hot-tempered?

55. How often are your bowel movements loose and smelly?

ARTD>

56. How often are you depressed?

57. How often do you feel stressed out and anxious?

58. Is sadness something that happens easily to you?

59. Do you feel like sighing?

60. Does it feel like something is stuck in your throat?

61. Are you easily frightened?

62. Do you worry a lot about too many things?

63. Do you feel a heavy feeling around your ribcage or breast area?

ARTP>

B4. Does your skin get red after you briefly scratch it?

65. How often do you have allergic problems?

66. How often do you have sinus congestion?

67. Do you sneeze often even if you don't have a cold?

68. Is your nose runny when you don't have a cold?

69. How often do you have skin rashes?

70. Do you have purplish (not red) spots or patches on your skin?
1. How often do you wheeze or have asthmatic problems?

PARTP>
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72. |s your complexion/skin pale and dry?

73. Are your lips dry or your fingemails brittle?

74. Do you get dizzy when standing up from a sitting position?
75. Do you forget where you leave items?

76. Is your hair dry. dull, or breaking off?

77. How often do your hands and/or feet get numb?

78. How often do you feel your heart beating too strong?

79. How often are your eyes dry?
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ACUPUNCTURE INFORMED CONSENT TO TREAT

| understand that | am the decision maker for my heaith care. Part of this office’s role is to provide me with information to assist me in making
informed choices. This process is often referred to as “informed consent” and involves my understanding and agreement regarding the care
recommended, the benefits and risks associated with the care, altematives, and the potential effect on my heaith if | choose not to receive the
care. Acupunciure is not intended to substitute for diagnosis or treatment by medical doctors or to be used as an altemative to necessary
medical care. It is expected that you are under the care of a primary care physician or medical specialist, that pregnant patients are being
managed by an appropriate healthcare professional, and that patients seeking adjunctive cancer support are under the care of an oncologist.

therebyWmmtm,mmmmdmmmmmmmmuwedmmmmWM&m practice of
acupuncture on me (or on the patient named below, for whom | am legally responsible) by the acupuncturist indicated below and/or other
Inemadaquptmﬂmswhonowprmmemmeh'eatmwhieawbyedby,wodxhgorasmdatadwiﬁ,orsavbgasbadwpfurme
fac::.:punt:tutnst named below, including those working at the dlinic or office listed below or any other office or clinic, whether signatories to this
‘orm or not.

lunperstand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na
(Chinese massage), Chinese herbal medicine, and nutritional counseling. | understand that the herbs may need to be prepared and the teas
consumed according to the instructions provided orally and in writing. ‘The herbs may have an unpleasant smell or taste. | will immediately
notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

| appreciate that it is not possible to consider every possible complication to care. | have been informed that acupuncture is a generally safe
method of treatment, but, as with all types of healthcare interventions, there are some risks to care, including, but not limited to: bruising;
numbness or tingling near the needling sites that may last a few days; and dizziness or fainting. Bums and/or scarring are a potential risk of
moxibustion and cupping, or when treatment involves the use of heat lamps. Bruising is a common side effect of cupping. Unusual risks of
acupuncture include nerve damage and organ puncture, including lung puncture (pneumothorax). infection is another possible risk, although
the clinic uses sterile disposable needles and maintains a clean and safe environment.

| understand that while this document describes the major risks of treatment, other side effects and risks may occur. The herbs and nutritional
supplements (which are from plant, animal, and mineral sources) that have been recommended are traditionally considered safe in the practice
of Chinese Medicine, although some may be toxic in large doses. | understand that some herbs may be inappropriate during pregnancy. | will
notify a clinical staff member who is caring for me if | am, or become, pregnant or if | am nursing. Should | become pregnant, | will discontinue
all herbs and supplements uniil | have consulted and received advice from my acupuncturist and/or obstetrician. Some possible side effects
of taking herbs are: nausea; gas; stomachache; vomiting; liver or kidney damage; headache; diarrhea; rashes; hives; and tingling of the
tongue.

While | do not expect the diinical staff to be able to anticipate and expiain all possible risks and complications of treatment, | wish to rely on the
clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then known, is
in my best interest. | understand that, as with all healthcare approaches, results are not guaranteed, and there is no promise to cure.

| understand that | must inform, and continue to fully inform, this office of any medical history, family history, medications, and/or supplements
being taken currently (prescription and over-the-counter). | understand the clinical and administrative staff may-review my patient records and
lab reports, but all my records will be kept confidential and will not be released without my written consent.

| understand that there are treatment options available for my condition other than acupuncture procedures. These options may include, but
are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest, medical care with prescription drugs,
physical therapy, bracing, injections, and surgery. Lastly, | understand that | have the right to a second opinion and to secure other options
about my circumstances and healthcare as | see fit

By voluntarily signing below, | confirm that | have read, or have had read to me, the above consent to treatment, have been told about the
risks and benefits of acupunciure and other procedures, and have had an opportunity to ask questions. | agree with the curment or future
recommendations for care. | intend this consent form to cover the entire course of treatment for my present condition and for any future
condition(s) for which | seek treatment.

Both parties agree that this agreement may be electronically signed, and that the electronic signatures appearing on this agreement are
the same as handwritten signatures for the purposes of validity, enforceability, and admissibility.

PATIENT NAME:

ACUPUNCTURIST NAME: W\,%/z;% E W L%@

(Date)

PATIENT SIGNATURE: x
(Or Patient Representative) {Indicate relationship if signing for patient)

ALsO SIGN THE ARBITRATION AGREEMENT on REVERSE sipe
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PATIENT NAME:

ARBITRATION AGREEMENT

bysubrnlsslontnarbin'aﬁonasprovidodbysmeandfederalIaw,an_dnotbya!awsuitormsorttocounprocess.axoeptasstateandfederal

Iawpmvidesforiudidairaviewofasbih-aﬁonprooeedﬁus. Both parties to this contract, by entering into it, are giving up their constitutional right

tohaveanysud\d‘sptnededdedinacou:toflawbeforeajury.andinsteadareampﬁngﬂnumofabiﬂaﬁon. Further, the parties will not

havemeﬂgtntoparﬁcipateasammxberofanydassofdaimams,andhereshdlbema:ﬂmﬂyforanydispmetdbededdedonadass

mr;:nm;d;nm tion can only decide a dispute boanheparﬁesandmaynoteomoﬁdaﬁaorjdnﬂwadaimsofoherpemonswho
ms.

https:/Mmww.namadr.com or by calling 1-800-358-2550 to request a copy of the nules.

Article 4: General Provision: Alldaimsbaseduponmesamehddmhhamcﬁon.mmlateddmhwesshallbeammatedinone
procaeding.Adainsmlbenmivedmufawbmadi(nmmadamminmomm.maa'm,ifasserbadinadviacﬁm.mjd ;
bebanedbymeapplmuelegagga‘umofﬁmﬁom,u(z)mmm\amfmmmmmmmdmhmummmmm
prescribed herein with reasonable ditigence.

Article 5: Revocation: mmmmmmwmmmmmmmmmmmammmm
and,wnmmw.wgmqmdmmmwmepaﬁmmwmmmmm.

Article 6: Retroactive Effect: nmmmmmmmmmmmuwmw.m
treatment), patient should initial here. . Effective as of the date of first professional services.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE

DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT.

Both parties agree that this agreement may be electronically signed, and that the electronic signatures appearing on this agreement are
the same as handwritten signatures for the purposes of validity, enforceability, and admissibility.

Patient Name (print): Signature: Date:
Parent or Guardian (print): Signature: Date:
Office Name: Signature: Date:

ALSO SIGN THe INFORMED CONSENT on REVERSE sipe
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