Redwood Spring, PC – Patient Information Form
Patient Information (Please print and complete in full.)
Name:








Today’s Date: _________________________
Address:





City  


Zip Code: ____________________________
Home Phone: ______________________Cell Phone: __________________________Work Phone:______________________
Email Add.: _____________________________________Are messages ok at home? _______ at work? ____on cell?_______
Date of Birth (DOB):


   Age: ___________ Sex:________Marital Status:________________________
Occupation: ___________________________________________________________________________________________
Employer’s Name: ______________________________________________________________________________________
Address:








Telephone #:__________________________
Emergency Contact:





Emergency Phone #:___________________________
Who may I thank for referring you to Redwood Spring? ________________________________________________________
Name of Spouse, Significant Other, or Insured Parent: _______________________________________________________
Address & Phone # (only if different from above):_____________________________________________________________
Physician’s Name:






Telephone #:__________________________
Physician’s Address:






Date of last visit:______________________
Primary Insurance:






Telephone #:__________________________
Insurance Billing Address:






Telephone #:__________________________
Policy Holder’s Name:






Relationship:

DOB:__________
Policy # / ID #:







Group #:______________________________
Secondary Insurance:






Telephone #:__________________________
Insurance Billing Address:_ _______________________________________________________________________________
Policy Holder’s Name:






Relationship:

DOB:___________
Policy # /ID #:







Group #:
______________________________
Assignment and Release (to be completed by all patients):
I acknowledge hereby having been offered or received a Privacy Notice describing how medical information about me may be used and disclosed and my rights regarding this information.  If I have medical insurance, I hereby authorize and assign my insurance benefits to be paid directly to Redwood Spring, PC.  I understand that I am financially responsible for any services not covered by insurance.  I also authorize Redwood Spring, PC to release any information to process any claims and to provide treatment.  I understand that a late fee will be incurred for a cancellation within 24 hours of my appointment.
Signature of Patient:






Date:_________________________________



(If minor, please have parent/guardian sign)

Please turn over

Redwood Spring, PC – Present Condition Form
Patient Name:







     
Date:





Have you ever had an acupuncture treatment?  When and for what reason?







Are you presently being treated for a medical condition?  Please describe.

What health issue do you want treated?  Please describe as fully as possible.

What treatment have you been using for relief of this issue?

Do you have other health concerns?  If so, please describe.

Please describe the type of foods you eat regularly:
Breakfast













Lunch














Dinner














Snack/Other Meals_____________________________________________________________________________________

Do you exercise?  Yes ___________No_________________
What type of exercise do you do and how often?_____________________________________________________________


How do you feel about the following areas of your life?  Please circle appropriate description and indicate any problems you 
   may be experiencing

                                                                                                                                               Comments

Spouse or                                                                                                       

Significant other          great     good     fair     poor     bad                    _____________________________________________

Family                         great     good     fair     poor     bad                    _____________________________________________

Diet                             great     good     fair     poor     bad                    _____________________________________________

Sex                              great     good     fair     poor     bad                    _____________________________________________

Self                              great     good     fair     poor     bad                    _____________________________________________

Work                           great     good     fair     poor     bad                    _____________________________________________
Patient Name:________________________

Redwood Spring, PC

Self and Family Health History Form

Family History – please complete for self and for each family member, checking appropriate line.
	
	
	
	Self
	Mother
	Father
	Sister
	Brother
	Child
	Grandparents

	Allergies
	
	
	
	
	
	
	
	
	

	Blood disorder/anemia
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	
	

	Cancer or tumors
	
	
	
	
	
	
	
	

	Seizures
	
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	

	Kidney or bladder disorder
	
	
	
	
	
	
	

	Stomach or intestinal disorder
	
	
	
	
	
	
	

	Drug Abuse
	
	
	
	
	
	
	
	

	Tuberculosis
	
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	
	

	Depression/Mental Illness
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	

	Age at Death
	
	
	
	
	
	
	
	


Major Hospitalizations – If you have ever been hospitalized, please describe.

Year__________Operation or Illness       

Height: _____________

Weight:  __________

Previous Pregnancies:

Total Pregnancies____  Living____  Entopic____  Miscarriages____  Induced Abortions____

Medicines – Check any medications you are currently taking.
Aspirin____  Ibuprofen____  Acetaminophen(Tylenol)____  Antacids____  Laxatives____  Cold tablets____  Diet Pills____

Oral contraceptives____  Tranquilizers____  Sleeping pills____  Hay fever tablets____  Blood pressure pills____

Blood thinning pills____  Insulin, diabetic pills____  Other_____________________________________________________

Vitamins (please list): __________________________________________________________________________________

Herbs/Supplements (please list): __________________________________________________________________________

Drug Allergies: _______________________________________________________________________________________

Habits – Please indicate the use and frequency of the following and if quit, the age stopped.

Alcohol: _____________________________________________________________________________________________

Tobacco: ____________________________________________________________________________________________

Caffeine: ____________________________________________________________________________________________

Marijuana: ___________________________________________________________________________________________

Cocaine: _____________________________________________________________________________________________

Other: _______________________________________________________________________________________________


[image: image1.emf]Patient Name: __________________________________

General Respiratory Gynecology

Past Current Past Current Past Current

Poor appetite Asthma Frequent UTIs

Excessive appetite Bronchitis Vaginal infection(s)

Change in appetite Frequent colds Genital pain/itching

Fatigue Pneumonia Abnormal Pap smear

Fevers Emphazema Irregular periods

Night Sweats Cough Painful menstruation

Sweat easily Coughing blood Premenstrual syndrome

Chills Production of phlegm Abnormal bleeding

Poor coordination Other:____________ Menopause syndrome

Insomnia Low libido

Strong thirst Cardiovascular Breast lumps

Other:__________ Past Current Other:____________

High blood pressure

Skin and Hair Low blood pressure Male Reproductive

Past Current Blood clots Past Current

Rashes Palpitations Genital pain/itching

Hives Phlebitis Genital lesions

Itching Chest pain Weak urinary stream

Eczema Irregular heart beat Lumps in testicles

Pimples Cold hand/feet Impotence

Dryness Other:_____________ Other:_____________

Tumor, Lumps

Other:____________ Gastro-Intestinal Genito-Urinary

Past Current Past Current

Head/Neck/Eyes/Ears Nausea Pain on urination

Past Current Vomiting Frequent urination

Dizziness Acid Reflux Urgency to urinate

Fainting Belching Frequent infections

Neck stiffness Bad breath Unable to hold urine

Headaches/Migranes Indigestion Blood in urine

Poor memory Gas Kidney stones

Concussion(s) Constipation Other:____________

Blurred vision Diarrhea

Visual changes Blood in stools Neurological

Poor night vison Black stools Past Current

Spots in eyesight Rectal pain Seizures

Cataracts Hemorrhoids Tremors

Glasses/contacts Pain or cramping Numbness/tingling

Eye Inflammation Gall bladder disorder Pain

Ear infection Other:___________ Paralysis

Ringing Other:_____________

Decreased hearing Musculo-Skeletal

Other:____________ Past Current Psychological

Injury Past Current

Nose/Throat/Mouth Joint pain Depression

Past Current Muscular pain Anxiety/Stress

Nose bleeds Back pain Panic attacks

Sinus infection Traveling pain Addictions

Hay fever or allergies Localized weakness Eating disorder

Frequent sore throats Strain Irritability

Grinding teeth Broken bones Anger

Difficulty swallowing Atrophy Treated for emotional/

Dry mouth/throat Other:____________ psychological issues

Teeth problems Other:_____________

Copious saliva

Facial pain

Gum problems


Redwood Spring PC

Patient Treatment Consent Form

Patient's Name: _________________________________________________________________

Date of Birth: ______________________________Age:___________________

I hereby give my consent for Redwood Spring PC to perform treatment utilizing Traditional Chinese techniques on:

(patient's name) ________________________________________________________________

I understand that the Chinese Medicine techniques utilized at Redwood Spring PC are not experimental, but backed by over three thousand years of clinical experience in China and successful usage in the West.  These practices are accepted therapy recognized by the National Certification Commission for Acupuncture and Oriental Medicine (NCCAOM).  The 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.

I understand that all acupuncture or other traditional Chinese treatments performed on me at Redwood Spring PC will be performed by a NCCAOM certified and Oregon State licensed acupuncturist, licensed under the Oregon Medical Board of Examiners.

I agree to follow the advice given to me by my acupuncturist.  I understand I might be dropped from the program for refusal to do so.

I have had acupuncture, moxibustion, cupping, gua sha, electrical stimulation acupuncture, Tui-Na, and Chinese herbal medicine explained to me, and I have been informed of the risks thereof, which are unlikely but may include; pain or discomfort during the treatment, fainting, bleeding, burning of the skin, organ puncture, bruising, or allergic reactions to ingested herbal medication.  Bruising is a common side effect of cupping.

I will notify the acupuncturist at Redwood Spring PC if I am or become pregnant.

I understand that all needles utilized for the acupuncture treatments are prepackaged sterile single use needles that have never before been used and will be disposed of after each treatment.

I hereby certify that I have read (or have had it read to me) and understand all of the above.  I may have a copy of this form for my records.

Signature: _______________________________________________Date: _________________


      (if minor please have parent /guardian  sign)

Clinician: _______________________________________________Date: _________________


    (CT Holman, MS, L.Ac.)

REDWOOD SPRING, PC

Effective:
April 14, 2003

This notice describes how medical information about you may be used and disclosed and your rights regarding this information.

We are committed to preserving the privacy of your identifiable health information.  In conducting our business, we will create records regarding you and the services we provide to you.
We are required by law to:

                       Make sure that medical information that identifies you is kept private 
· Give you this notice of our privacy practices regarding medical information about you 
· Follow the terms of the notice that is currently in effect.

HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN ACCESS THIS INFORMATION.

· Treatment.

We may use your identifiable health information to provide the proper service to you.  Additionally, we may disclose this information to others who may assist in your care, such as physicians, therapists, spouse, children and parents.

· Payment.

We may use and disclose your identifiable health information in order to bill and collect payment for the services you may receive from us.  For example, we may contact your health insurer to certify that you are eligible for benefits and/or request prior approval for the services that you are requesting.  We may also use this information to obtain payment form third parties that may be responsible for the cost, such as family members.

· Release of Information to Family/Friends.

We may release your identifiable health information to a friend or family member that is helping you pay for your health care, or who assists in taking care of you.

· Disclosures Required by Law.


We will use and disclose your identifiable health information when we are required to do so by federal, state and local law.  Additionally, we may release your information if you are an inmate or under the custody of a law enforcement official.

YOUR RIGHTS REGARDING YOUR MEDICAL INFORMATION

· Right to Inspect and Copy.

You have the right to inspect and receive a copy of the medical information that may be used to make decisions about your care.  You may be charged a fee.

· Right to Amend.

If you feel that the medical information we have about you is incorrect or incomplete, you may ask us to amend the information.

· Right to Request Restrictions.

You have the right to request restrictions or limitations on the medical information we use or disclose about you for treatment or payment.  You   have the right to request a limit on the medical information we disclose about you to someone who is involved in your care or the payment of your care like a family member or friend.

· Right to Request Confidential Communications.

You have the right to request that we communicate with you about medical matter in a certain way or at a certain location.

We reserve the right to change this notice.  We can make the revised or changed notice effective for information we already have about you as well as any information we receive in the future.  If you believe your privacy rights have been violated, you may file a complaint with us or with the Secretary of the Department of Health and Human Services (877)696-6775.  To file a complaint with us, contact CT Holman, M.S., LAc at (503) 881-8361.
Redwood Spring Price listing: New Patient visit (depending on level of treatment) range is $75-$150.00 Follow up  visit range $50-$150.00, additional charges with treatment may include Moxa-$20 , Infrared  $10, Electric Stimulation $10 and  Massage $110hr . Missed or Cancelled appointments without 24 hour Notice are subject to a $30 fee.            
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