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445 King Street,  Charleston SC  29403
843.725.0217
www.healthypath.org
Name: 


     






Date:
DOB:  


   Age:

  How did you hear about us:  

Acupuncture history:   

Email(s):  
Cell, Day or Home phone #:  

Emergency contact:    





Phone # 
Family physician’s name & phone #:
Fees and payment policies:
1. Payment is expected at the time of service.  We accept cash, check or (most major) credit cards.  
2. Insurance:  We do not bill insurance, but we can print you a Super Bill with all the appropriate ICD-9 insurance codes and relevant information to submit to your insurance company for reimbursement.  

3. Our fee structure:

	· Initial consultation and treatment
	$150

	· Follow up treatments (except Mayan abdominal massage)
	$100

	· Follow up Mayan abdominal massage
	$120

	· Herbs/supplements
	Varies

	· Body work (cranio-sacral, tui-na, so-tai, reiki, shiatsu, orthopedic assessment)
	$100

	· Nutrition counseling (1hr)
	$100

	· Community clinic acupuncture treatment
	$40


4. 24 hour policy:  We firmly believe in respecting each others time.  If you need to cancel a future appointment, please give us 24 hours notice, or you will be charged for the missed appointment.  

Please sign and date to verify that you have read and agree to these terms:

Name (printed): 
Signature: 
 
Date:  
Healthy Path @ Seeking Indigo – Wellness Center
Consent to Treatment Form
By signing below, I do hereby voluntarily consent to be treated with acupuncture and/or substances from the Oriental Materia Medica by a licensed acupuncturist at the Chinese Medical Clinic.  I understand that acupuncturists practicing in the state of South Carolina are not primary care providers and that regular primary care by a licensed physician is an important choice that is strongly recommended by this clinic’s practitioners.

Acupuncture/Moxibustion: I 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.  I 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.  I understand that no guarantees concerning its use and effects are given to me and that I am free to stop acupuncture treatment at any time.

Direct Moxibustion: I understand that if I receive direct moxibustion as part of therapy, there is a risk of burning or scarring from its use. I understand that I may refuse this therapy.

Chinese Herbs: I 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. I understand that I am not required to take these substances but must follow the directions for administration and dosage if I do decide to take them. I 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 I experience any problems, which I associate with these substances, I should suspend taking them and call the Chinese Medical Clinic as soon as possible.
Acupressure/Massage: I understand that I may also be given acupressure/massage as part of my treatment to modify or prevent pain perception and to normalize the body’s physiological functions.  I 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.  I understand that I may stop the treatment if it is too uncomfortable.

Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered with the acupuncture. I 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. I understand that I may refuse this treatment.

I understand that there may be other treatment alternatives, including treatment offered by a licensed physician.

I have carefully read and understand all of the above information and am fully aware of what I am signing.  I understand that I may ask my practitioner for a more detailed explanation.  I give my permission and consent to treatment.

Signature: 
Printed Name: 
Date:

Chief complaint(s): 




                    POINTS 


         SUP’S/HERBS
Concurrent therapies: 

Medical / Social History:

Major illnesses/accidents/physical trauma/operations/hosp. stays (and when): 

Antibiotic history:  

  Probiotics Y  N    Hepatitis / HIV / TB / other communicable diseases:

Rx:
OTC’s, vitamins, herbs, supplements (past/current): 

Allergies (hay fever, pollen, environmental):   

Food sensitivities (wheat, corn, dairy, soy, citrus, nuts, nightshades): 
Alcohol, tobacco, caffeine, recreational drug use (past/current):  
Exercise habits: 
Relaxation techniques: 
Traveled outside U.S. last 5 years:  Y   N


 History of parasites:  Y   N  type: 

Family health history:    
Hypertension (high BP):  Y    N             Diabetes:   I  or  II                Stroke:  Y  N

Cancer:  Y  N  type(s):        
Auto immune disease(s):   Y   N       Type(s):  
Addictions:  Y   N    Type(s):  
Mental illness:  Y   N    Type(s):     

Lived near (circle):  factories / airports / industrial or power plants

Subjective:
· Subjective body temp (relative to other people around you):    Warm    Neutral    Cold        

· Unprovoked perspiration:  Day  /  Night      Where do you perspire:  Hands  /  Feet  /  Chest
· Dryness:  Hair  Skin  Mouth  Throat   Other skin issues (fungal, eczema):  
· HA / Dizziness (frequency, location, duration, severity, when you stand up):  
· Eyes:  blurriness, night vision, dryness, redness, floaters, other:   
· Ears:  tinnitus / poor hearing / aches   Nose/sinuses: 


  Throat: 
· Lung / Heart (circle):  palpitation / irregular beat / pain / cough / shortness of breath / asthma / phlegm congestion / infection (chronic / acute) / other: 
· Thirst / daily water intake:   

· Typical diet/snacks: 
· Digestion (appetite, belching, gas, nausea/vomiting, tastes, acid reflux, pain, breath):  
· Elimination – stool/urination (times, quantity, consistency, color, smell, blood):  

· Sleep (# of hours, times, insomnia, rested on waking, dreams):  
· Energy level:   
· Emotions:  stress / worry / panic attacks / anxiety / irritability / mood swings / depression
· Other emotions (in your words):
Reproductive Women:
Age at 1st period: 



   Menopause:  Y   N   Age:   
Length of cycle (from day 1 of bleeding to day 1 of bleeding): 
      Regular   Y   N  
Days of flow:  


     Color: 


  Amount/when: 
Cramps/when:  



       Clotting:   Y   N          Missed periods:   Y   N          
Bleeding between periods:  Y   N                PMS (circle):  Emotional /  Breast tenderness /  Back pain   
Other:    

(Circle):        pads  /  tampons  /  breast implants  /  fibroids  /  uterine, ovarian cysts  /  cystic breasts

Yeast or vaginal infections   Y   N     Herpes/STDs:  
Birth control (past/current): 
Date of last PAP


Abnormalities (past/cur):   

  # of pregnancies:   # of births:    # of miscarriages:           # of abortions:     complications:   Y   N            Libido:  high  mid  low          Sexual abuse:    Y   N
Reproductive Men   
Genital pain (where/when):       
Difficulty maintaining erection:  Y   N    Erectile drugs:  Y   N            
Date of last prostate exam / abnormalities:  
Herpes/STDs:                                          Libido:  high    medium     low          Sexual abuse:   Y   N
Endocrine/Lab tests    

Last blood workup: 


  Anything out of range:  Y   N    what:
Blood sugar:                                                 Mood swings when hungry:  Y    N             

Thyroid:   hyper   /   hypo         Triglycerides:  
Cholesterol:  HDL/LDL/VLDL:     
Other: 

Objective:
· Blood Pressure:    


· Blood:   anemia / bruise easy / slow wound healing / varicose veins / hems / other: 
· Nerves:  tremors / numbness / tingling where: 

· Pain  (worse in morning/evening):  
· ROM / Orthopedic test: 
· Weight (past/current/flux/max): 
· Height:




   Frame:  
· Unexplained weight loss:  
Anything else you want to tell us:   
Any questions for us: 
Healthy Path Use Only:
Pulses:
             Tongue: 
CSOE:  

Assessment
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Recommendations:
Signature:___________________________________________________    Date:  __________________
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