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Annual Patient Update Form 


Please update the following patient information for our records. 

Patient Demographics: 

Patient Name: ____________________________________________________   Date of Birth: ______________________________

Address: _________________________________________ City/State/Zip ______________________________________________

Home Phone: (______) ______________________________ Cell Phone: (_______) ________________________________________

Email Address:  _____________________________________________ Provider Preference: _______________________________

Emergency Contact: _________________________________________ Phone Number: ___________________________________

Primary Care Office: _________________________________________ Doctor: __________________________________________

Insurance and Payment Details: 

(Pease check your payment option and list plan details below) 
  

      Self-Pay             Med-ical/Partnership             Triwest/VA              Private Ins. Carrier: ______________________________________

Insurance ID #: __________________________________________________      Do you have Medi-care?           Yes               No.     

Please list any additional medical insurance plans:  __________________________________________________________________

Patient Health Questions: 

In the last 2 years have you had any new diagnosis, medication changes, surgeries, hospitalizations, or accidents?           Yes            No. 
If you answered yes to any of those changes, please provide dates and explain below: 





____________________________________________________________________________________________________________
 
Patient Informed Consent Update:  

Are you familiar with our current cancellation policy?              Yes             No.
   

Do you need to make any changes to your HIPPA and privacy consent form?               Yes               No.

* Please make sure to review our current cancellation policy, treatment rates, and sign an annual consent for treatment form.


Signature: ________________________________ Printed Name: ___________________________________ Date: ______________
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Patient Consent to Treatment Form

Treatment and Informed Consent Information

* 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 common 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. Less common more serious side effects early can occur including
fainting, nerve damage, or organ puncture. | 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 Chinese Medical 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.

Upon signature | do hereby voluntarily give permission and consent to treatment in addition to the following,

| give consent to be treated with acupuncture and/or substances from the Oriental Materia Medica by a licensed acupuncturist at the
clinic of Humboldt Acupuncture. | understand that acupuncturists may not be 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. | understand that there
may be other treatment alternatives, including treatment offered by a licensed physician. | understand that all my medical
information is confidential and | agree to inform my practitioner of any pregnancy, pacemaker, bleeding disorders, or medical
conditions before treatment. | have carefully read and understand all of the above information and am fully aware of what | am
signing. | release Humboldt Acupuncture and its providers from any liability related to the inherent risks of treatment.
| understand that | may ask my practitioner for a more detailed explanation if needed.

Patient Signature Date

Guarantor Signature, DOB





