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Peaceful Village Acupuncture

2919 Manchaca Road, Suite 104-A, Austin, Texas, 78704

 (512) 416-7600     www.peacefulvillageacupuncture.com

Health History Questionnaire and Registration

	Patient Information
	Contact Information

	Date______________________________________

Name_____________________________________

Address___________________________________

City State Zip______________________________

Age__________  Birthdate ___________________

Occupation _______________________________

Company name ____________________________

Primary physician __________________________

Physician phone number______________________

How did you hear about us?___________________

__________________________________________
	Home phone ___________________________________

Work phone ____________________________________

Other/cell phone _________________________________

Email _________________________________________

Another person we may contact if needed:

Name ________________________________________

Relationship___________________________________

Home phone ___________________________________

Work phone____________________________________

	Health History

	What are your primary concerns for coming in for treatment?

1- _________________________________________

2 - ________________________________________

3 - ________________________________________

How is your sleep?  __________________________

___________________________________________

How is your digestion? ________________________

____________________________________________

List medications or food supplements you are taking.

____________________________________________

____________________________________________

List serious illnesses, accidents or surgeries.

____________________________________________

____________________________________________

Check illnesses that have occurred in blood relatives.

Diabetes High blood pressure Stroke

Cancer Heart disease Kidney disease
	Check symptoms you have or have had in the last year:

· Depression

· Difficulty in focusing

· Dizziness

· Easily startled

· Excessive worry

· Excessive anger

· Excessive fear

· Fatigue/tiredness

· Headaches

· Loss of sleep/poor sleep

· Loss or gain of weight

· Nervousness/irritability

· Overwhelmed by life

Check conditions you have or have had in the past:

· AIDS

· Allergies

· Anemia

· Arthritis

· Bleeding disorders

· Breast lump

· Cancer

· Diabetes

How long has it been since you have had a complete medical exam?  _____________________________

	Health History…continued

	Check symptoms you have or have had in the last year:

MUSCLE/JOINT/BONES

· Tremors c Cramps

· Swollen joints

Pain, weakness, numbness in:

· Arms or Hips

·  Back Legs

· Feet 

· Neck

· Hands

· Shoulders

· Other__________________

EYES/EAR/NOSE/THROAT/RESPIRATORY

· Asthma/wheezing

· Blurred or failing vision

· Difficulty breathing

· Earache

· Enlarged glands

· Eye pain

· Frequent colds

· Hay fever

· Hoarseness

· Gum trouble

· Nose bleeds

· Loss of hearing

· Persistent cough

· Ringing in ears

· Sinus problems

SKIN

· Boils

· Bruise easily

· Dry skin

· Itching/rash

· Sensitive skin

· Sore won't heal

· Sweats

GENITO/URINARY

· Blood/pus in urine

· Frequent urination

· Inability to control urine

· Kidney infection/stones

· Lowered libido
	CARDIOVASCULAR

· Chest pain

· Hardening of arteries

· High or low blood pressure

· Pain over heart

· Poor circulation

· Previous heart attack

· Rapid/irregular heart beat

· Swelling of ankles

GASTROINTESTINAL

· Belching, gas or bloating

· Colon trouble

· Constipation

· Diarrhea

· Difficulty swallowing

· Distention of abdomen

· Excessive hunger

· Gall bladder trouble

· Hemorrhoids (piles)

· Indigestion

· Nausea

· Pain over stomach

· Poor appetite

· Vomiting

FOR MEN ONLY

· Erection difficulties

· Penis discharge

· Prostate trouble

FOR WOMEN ONLY

· Bleeding between periods

· Clots in menses

· Excessive menstrual flow

· Extreme menstrual pain

· Irregular cycle

· Menopausal symptoms

· PMS

· Previous miscarriage

· Scanty menstrual flow

Could you be pregnant?____________

	Signature

	The information on this form is correct to the best of my knowledge. 

Signature___________________________________________________________ Date ______________________


Consent to the Use and Disclosure of Health Information

For Treatment, Payment and Healthcare Operations

I understand that as part of my healthcare, this organization originates and maintains health records describing my health history, symptoms, examination and test results, diagnoses, treatment and any plans for future care or treatment.

I understand that this information serves as:

·  A basis for planning my care and treatment.

·  A means of communication among the many healthcare professionals who contribute to my care.

·  A source of information for applying my diagnosis and treatment information to my bill.

·  A means by which a third-party payer can verify that services billed were actually provided.

·  A tool for routine healthcare operations such as assessing care quality and reviewing the competence of healthcare professionals.

I understand that I have the right:

·  To object to the use of my health information for directory purposes.

·  To request restrictions as to how my health information may be used or disclosed to carry out treatment, payment or healthcare operations – and that the organization is not required to agree to the restrictions requested.

·  To revoke this consent in writing, except to the extent that the organization has already taken action in reliance thereupon.

___________________________________

___________________________

Signature of Patient or Personal Representative

Date

___________________________________

_____________________________________

Name of Patient or Personal Representative

Description of Personal Representative’s Authority

Form to be Completed by Patient, Notifying the Acupuncturist of Whether He/She Has Been Evaluated by a Physician, and Other Information.  (Pursuant to the requirements of Section 6.11, Subsections (b) through (d), V.A.C.S., article 4495b, governing the practice of acupuncture.)

I (patient's name) __________________________________________, am notifying the acupuncturist, Marty Calliham, of the following:

​____Yes   ____No

I have been evaluated by a physician or dentist for the condition being treated within twelve months before the acupuncture was performed.  I recognize that I should be evaluated by a physician for the condition being treated by the acupuncturist.




________(initials of patient) 
Date: ___________

____Yes  ____No

I have received a referral from my chiropractor within 





the last 30 days for acupuncture.




________(initials of patient) 
Date: ___________

After being referred by a chiropractor, if after 120 days or 30 treatments, whichever comes first, no substantial improvement occurs in the condition being treated, I understand that the acupuncturist is required to refer me to a physician.  It is my responsibility and choice to follow this advice.

Patient's signature  _________________________     Date:  _______________

NOTICE CONCERNING COMPLAINTS
Complaints about physicians, as well as other licensees and registrants of the Texas Medical Board, including physician assistants, acupuncturists, and surgical assistants may be reported for investigation at the following address:  Texas Medical Board, Attention: Investigations, 333 Guadalupe, Tower 3, Suite 610, P.O. Box 2018, MC-263, Austin, Texas 78768-2018.  Assistance in filing a complaint is available by calling the following telephone number:  1-800-201-9353.  For more information please visit our website at www.tmb.state.tx.us.

AVISO SOBRE LAS QUEJAS
Las quejas sobre médicos, así como sobre otros profesionales acreditados e inscritos en la Junta de Examinadores Médicos del Estado de Texas, incluyendo asistentes de médicos, practicantes de acupuntura y asistentes de cirugía, se pueden presentar en la siguiente dirección para ser investigadas:  Texas Medical Board, Attention: Investigations, 333 Guadalupe, Tower 3, Suite 610, P.O. Box 2018, MC-263, Austin, Texas 78768-2018.  Si necesita ayuda para presentar una queja, llame al:  1-800-201-9353.  Para obtener más información, visite nuestro sitio web en www.tmb.state.tx.us.

Financial Policy

Peaceful Village Acupuncture aims to make acupuncture affordable for you to come as often as you need and for as long as you need.  A suggested sliding scale is shown below:

Income



One-time Paperwork Fee

Acupuncture Treatments
Under $20,000



$10




$20

$20,000 - $25,000


$10




$25

$25,000 - $30,000


$10




$30

$30,000 - $50,000


$10




$35

Over $50,000



$10




$40

If the low end is still too high for you, please see the acupuncturist about self-care programs.

No proof of income is necessary.  You choose your category, and that is the fee you will pay.  If your income changes, your category can change, too.  You will self-pay in the front office, and your payments will be tracked and recorded.

X______  Payment is by check or cash only.  Please make checks payable to Peaceful Village Acupuncture.  There is a $25 charge for the first check returned by the bank.  If a second check is returned, subsequent payments must be cash.

X______   Full payment is expected at the time services are rendered.  This keeps costs low.

X______   Patients are financially responsible for all charges, whether or not reimbursable by insurance.  This office does not bill insurance, but will provide a receipt upon request.

I, (Print Name) ________________________________________, certify that I have read and understood the statements above and agree to abide by them.

Signature:  __________________________________
Date: _____________________ 










