Healthpointe Acupuncture & Wellness
Financial Policy & Agreement
We are dedicated to providing you with the highest quality of healthcare. Beyond the practice of medicine, all
healthcare providers are faced with the task of working with many different insurance companies who help
coordinate your healthcare and also help you meet your medical financial responsibilities. It is therefore
important to us that you understand our financial policy.
Your responsibility begins when you call to make an appointment. Please know your insurance. Be aware
of what they pay for and do not pay for, as well as any co-pay and deductible. If you have health coverage with
more than one plan, know the information for all. It is very important that all demographic information you
provide at the time of scheduling is accurate. This includes any secondary insurance and in the event you are
a dependent on a policy, the subscriber information.
As you register at each visit, you will be asked to verify all demographic information again. All services are
rendered to you, as the patient. Therefore, all charges are ultimately your responsibility for payment. By
signing this form, you acknowledge your financial responsibility.
Self-Pay
Patient who are not covered by a current insurance plan or do not present a current insurance card at the time
of service, are required to pay, in full, for all charges on the day of service. We accept cash, check and credit
card payments. There will be a $30 fee for a returned check. If a second check is returned, cash will be
required for all future payments.. Self-pay patients are given a discount for payment at the time-of-service, if
they incur fees for 3 or more procedure codes.
Private Insurance
Your health insurance coverage is a contract between you and your health insurance company. We provide
billing as a courtesy to you. It is your responsibility to know your plan. You need to know who your primary
care physician is, what your plan will and will not pay as well as your co-pay and deductible. You may be
required to present your current insurance card at each visit. We will submit your services to your insurance
company as long as you have provided us with the proper information.
If we are a participating provider with your plan, all co-pays and deductibles are due in full at time of service
and we will accept the usual and customary rate allowed by your insurance company. However, there are
some modalities we use that may not be covered by different insurance plans or may require an additional copay, even if we are a participating provider. If so, the patient is responsible for the unpaid balance or the
additional co-pay.
If we are not a participating provider with your plan, you will be responsible for full payment of services,
regardless of your insurance company's determination of usual and customary rates. If your plan has out-ofnetwork benefits you can file the claim yourself.
Worker's Compensation
It is your responsibility to notify us prior to or upon registration for the first office visit, that your case involves a
workers' compensation claim. Otherwise, we will bill your regular insurance or hold you responsible for all
charges. Your are responsible for making sure that we receive the WC claim number, managed care
organization handling your claim, allowed diagnosis and accurate date of injury. Upon receipt of this
information your claim will be filed. Until all appropriate information is received, you are responsible for the bill.
Regular insurance will not be filed for any visits associated with a possible worker's compensation claim,
unless a notification is received from the insurer that the claim has been disallowed by WC.
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Healthpointe Acupuncture & Wellness
Financial Policy & Agreement
Motor Vehicle Accidents/Personal Injury
In a case where a third party may be liable for payment of your bills, you are responsible for your charges. We
cannot act as a go-between in these situations. We will not sign a Doctor's Lien with your attorney. We
require payment at the time of service. If you have PIP coverage, we will bill your auto/personal injury
insurance if we can confirm that the claim is still open. If not, you will be required to provide payment in full at
the time of service. We will not bill your regular insurance for these services. The only exception is an
insurance company in which our contract with them specifically states that we must file these claims with the
subrogation department. Ultimately, you are responsible for the full balance of these charges.
Medicaid
We are seeing some Medicaid policies that cover acupuncture and are accepting these on a case-by-case
basis. You may be asked to present your current Medicaid card at each visit.
Divorce/Child Custody
The parent accompanying the child to their visit will be expected to sign the encounter (billing) form and is
ultimately responsible for the bill.
Unaccompanied Minors/Students
Arrangements must be made in advance if you are unable to accompany your child to the office for an
appointment. Please call our office to verify all demographics for our records. Be sure to give your child, or
person accompanying your child, written permission for our office to treat your child, the proper health
insurance card and co-pay, where appropriate. If self-pay, payment in full is expected at time of service.
Missed Appointments/Late Cancels
Unless canceled 24 hours in advance, our policy is to charge the full fee for missed appointments. Please
allow us to serve you and other patients better, by keeping scheduled appointments. This charge is not
reimbursable by your insurance and is your responsibility.
Additional Information
Any account that goes beyond 90 days (3 months) with an unpaid balance and for which no contact or
arrangements have been made, is automatically put into our in-house collection system. If an additional 2
months goes by with no response to our collections letters, the account will be evaluated for potential collection
by our outside collections agency. If your account is sent to our outside collections agency, you will be notified
by certified mail that you have been dismissed from our practice and have 30 days in which to find a new
provider. During that 30 days you may be seen in our office on an emergency basis only.
Please be prepared when you schedule an appointment. Know your insurance and your responsibilities.
At times temporary financial problems may affect the timely payment of your account. You are encouraged to
contact and keep in touch with our billing staff to do everything possible to keep our relationship in good
standing.
I have read, understand, and agree to the financial policies of Healthpointe Acupuncture & Wellness.
Patient/Guardian Signature _______________________________________ Date__________________
Print Patient Name _________________________________________ Patient DOB ________________
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Healthpointe Acupuncture & Wellness
HIPAA NOTICE OF PRIVACY PRACTICES, Version 2
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Practice is committed to maintaining the privacy of your protected health information ("PHI"), which includes information about your health
condition and the care and treatment you receive from the Practice. The creation of a record detailing the care and services you receive helps
this office to provide you with quality health care. This Notice details how your PHI may be used and disclosed to third parties. This Notice also
details your rights regarding your PHI. The privacy of PHI in patient files will be protected when the files are taken to and from the Practice by
placing the files in a box or brief case and kept within the custody of a doctor or employee of the Practice authorized to remove the files from the
Practice’s office.
NO CONSENT REQUIRED

The Practice may use and/or disclose your PHI for the purposes of:
(a) Treatment - In order to provide you with the health care you require, the Practice will provide your PHI to those health care professionals,
whether on the Practice's staff or not, directly involved in your care so that they may understand your health condition and needs.
(b) Payment - In order to get paid for services provided to you, the Practice will provide your PHI, directly or through a billing service, to
appropriate third party payers, pursuant to their billing and payment requirements.
(c) Health Care Operations - In order for the Practice to operate in accordance with applicable law and insurance requirements and in order for
the Practice to continue to provide quality and efficient care, it may be necessary for the Practice to compile, use and/or disclose your PHI.
The Practice may use and/or disclose your PHI, without a written Consent from you, in the following additional instances:
(a) De-identified Information - Information that does not identify you and, even without your name, cannot be used to identify you.
(b) Business Associate - To a business associate if the Practice obtains satisfactory written assurance, in accordance with applicable law,
that the business associate will appropriately safeguard your PHI. A business associate is an entity that assists the Practice in undertaking
some essential function, such as a billing company that assists the office in submitting claims for payment to insurance companies or other
payers.
(c) Personal Representative - To a person who, under applicable law, has the authority to represent you in making decisions related to your
health care.
(d) Emergency Situations •

(i) for the purpose of obtaining or rendering emergency treatment to you provided that the Practice attempts to obtain your Consent
as soon as possible; or

•

(ii) to a public or private entity authorized by law or by its charter to assist in disaster relief efforts, for the purpose of coordinating
your care with such entities in an emergency situation.
(e) Communication Barriers - If, due to substantial communication barriers or inability to communicate, the Practice has been unable to
obtain your Consent and the Practice determines, in the exercise of its professional judgment, that your Consent to receive treatment is
clearly inferred from the circumstances.

(f) Public Health Activities - Such activities include, for example, information collected by a public health authority, as authorized by law, to
prevent or control disease and that does not identify you and, even without your name, cannot be used to identify you.
(g) Abuse, Neglect or Domestic Violence - To a government authority if the Practice is required by law to make such disclosure. If the
Practice is authorized by law to make such a disclosure, it will do so if it believes that the disclosure is necessary to prevent serious harm.
(h) Health Oversight Activities - Such activities, which must be required by law, involve government agencies and may include, for
example, criminal investigations, disciplinary actions, or general oversight activities relating to the community's health care system.
(i) Judicial and Administrative Proceeding - For example, the Practice may be required to disclose your PHI in response to a court order or a
lawfully issued subpoena.
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HIPAA NOTICE OF PRIVACY PRACTICES, Version 2
(j) Law Enforcement Purposes - In certain instances, your PHI may have to be disclosed to a law enforcement official. For example, your
PHI may be the subject of a grand jury subpoena. Or, the Practice may disclose your PHI if the Practice believes that your death was the
result of criminal conduct.
(k) Coroner or Medical Examiner - The Practice may disclose your PHI to a coroner or medical examiner for the purpose of identifying you
or determining your cause of death.
(l) Organ, Eye or Tissue Donation - If you are an organ donor, the Practice may disclose your PHI to the entity to whom you have agreed to
donate your organs.
(m) Research - If the Practice is involved in research activities, your PHI may be used, but such use is subject to numerous governmental
requirements intended to protect the privacy of your PHI and that does not identify you and, even without your name, cannot be used to
identify you.
(n) Avert a Threat to Health or Safety - The Practice may disclose your PHI if it believes that such disclosure is necessary to prevent or
lessen a serious and imminent threat to the health or safety of a person or the public and the disclosure is to an individual who is reasonably
able to prevent or lessen the threat.
(o) Workers' Compensation - If you are involved in a Workers' Compensation claim, the Practice may be required to disclose your PHI to an
individual or entity that is part of the Workers' Compensation system.
Appointment Reminders
· Your health care provider or a staff member may disclose your health information to contact you to provide appointment reminders. If you
are not at home to receive an appointment reminder, a message will be left on your answering machine, voice mail, or with the person who
answers the call.
· You have the right to refuse us authorization to contact you to provide appointment reminders. If you refuse us authorization, it will not
affect the treatment we provide to you.
Sign-in Log
This Practice maintains a sign-in log for individuals seeking care and treatment in the office. This sign-in sheet are located in a position where
staff can readily see who is seeking care in the office, as well as the individual's location within the Practice's office suite. This information may
be seen by, and is accessible to, others who are seeking care or services in the Practice's offices.
Family/Friends
The Practice may disclose to your family member, other relative, a close personal friend, or any other person identified by you, your PHI directly
relevant to such person's involvement with your care or the payment for your care unless you direct the Practice to the contrary. The Practice
may also use or disclose your PHI to notify or assist in the notification (including identifying or locating) a family member, a personal
representative, or another person responsible for your care, of your location, general condition or death. However, in both cases, the following
conditions will apply:
•

(a) If you are present at or prior to the use or disclosure of your PHI, the Practice may use or disclose your PHI if you agree, or if the
Practice can reasonably infer from the circumstances, based on the exercise of its professional judgment that you do not object to the
use or disclosure.

•

(b) If you are not present, the Practice will, in the exercise of professional judgment, determine whether the use or disclosure is in your
best interests and, if so, disclose only the PHI that is directly relevant to the person's involvement with your care.

AUTHORIZATION
Uses and/or disclosures, other than those described above, will be made only with your written Authorization.
Your Right to Revoke Your Authorization
You may revoke your authorization to us at any time; however, your revocation must be in writing.
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Restrictions
You may request restrictions on certain use and/or disclosure of your PHI as provided by law. However, the Practice is not obligated to agree to
any requested restrictions. To request restrictions, you must submit a written request to the Practice's Privacy Officer. In your written request,
you must inform the Practice of what information you want to limit, whether you want to limit the Practice's use or disclosure, or both, and to
whom you want the limits to apply. If the Practice agrees to your request, the Practice will comply with your request unless the information is
needed in order to provide you with emergency treatment
You Have a Right to

Inspect and obtain a copy your PHI as provided by 45 CFR 164.524. To inspect and copy your PHI, you are requested to submit a written
request to the Practice's Privacy Officer. The Practice can charge you a fee for the cost of copying, mailing or other supplies associated with
your request.
Receive confidential communications or PHI by alternative means or at alternative locations. You must make your request in writing to the
Practice's Privacy Officer. The Practice will accommodate all reasonable requests.
Prohibit report of any test, examination or treatment to your health plan or anyone else for which you pay in cash or by credit card.
Receive an accounting of disclosures of your PHI as provided by 45 CFR 164.528. The request should indicate in what form you want the list
(such as a paper or electronic copy)
Receive a paper copy of this Privacy Notice from the Practice upon request to the Practice's Privacy Officer.
Request copies of your PHI in electronic format if this office maintains your records in that format.
Amend your PHI as provided by 45 CFR 164.528. To request an amendment, you must submit a written request to the Practice's Privacy
Officer. You must provide a reason that supports your request. The Practice may deny your request if it is not in writing, if you do not provide a
reason in support of your request, if the information to be amended was not created by the Practice (unless the individual or entity that created
the information is no longer available), if the information is not part of your PHI maintained by the Practice, if the information is not part of the
information you would be permitted to inspect and copy, and/or if the information is accurate and complete. If you disagree with the Practice's
denial, you will have the right to submit a written statement of disagreement.
Receive notice of any breach of confidentiality of your PHI by the Practice
Complain to the Practice or to the Office of Civil Rights, U.S. Department of Health and Human Services, 200 Independence Avenue, S.W.,
Room 509F, HHH Building, Washington, D.C. 20201, 202 619-0257, email: ocrmail@hhs.gov if you believe your privacy rights have been
violated. To file a complaint with the Practice, you must contact the Practice's Privacy Officer. All complaints must be in writing.
PRACTICE'S REQUIREMENTS
1. The Practice:
•

Is required by federal law to maintain the privacy of your PHI and to provide you with this Privacy Notice detailing the Practice's legal
duties and privacy practices with respect to your PHI.

•

Is required to abide by the terms of this Privacy Notice.

•

Reserves the right to change the terms of this Privacy Notice and to make the new Privacy Notice provisions effective for your entire
PHI that it maintains.

•

Will distribute any revised Privacy Notice to you prior to implementation.

•

Will not retaliate against you for filing a complaint.
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INSURANCE FORM
Patient Name (Last, First): _______________________________________________ DOB: ____________ Gender: M / F
Is visit related to accident? Yes / No If so, Date/Place: __________________________Was accident work related? Y / N
Worker’s Compensation or Automobile PIP
Carrier/Address:____________________________________________________________________________________
Claim#: ___________________ Attorney Name: ________________________________ Phone: __________________
Attorney Address: __________________________________________________________Fax: ____________________
Primary Health Insurance
Insured’s Name (May be different than patient name) (Last, First):____________________________________________________
Relationship to Patient: _________________________________________ DOB: _________________ Gender: M / F
Address: _____________________________________City: __________________ State: _______ Zip: _____________
Tel/Home: ________________________ Tel/Cell: ________________________ Tel/Work: ________________________
Employer Name/Address: ____________________________________________________________________________
Insurance Carrier/Address: ___________________________________________________ Tel: ____________________
Subscriber ID#: ______________________________________________ Group #: _____________________________
Secondary Insurance (If Applicable)
Insured’s Name (May be different than patient name) (Last, First):____________________________________________________
Relationship to Patient: _________________________________________ DOB: _________________ Gender: M / F
Address: _____________________________________City: __________________ State: _______ Zip: _____________
Tel/Home: ________________________ Tel/Cell: ________________________ Tel/Work: ________________________
Employer Name/Address: ____________________________________________________________________________
Insurance Carrier/Address: ___________________________________________________ Tel: ____________________
Subscriber ID#: ______________________________________________ Group #: _____________________________
Assignment of Benefits and Release
I hereby authorize payment directly to Healthpointe Enterprises, Inc. (dba Healthpointe Acupuncture & Wellness) for all
insurance benefits otherwise payable to me for services rendered. I understand that I am financially responsible for all
charges if insurance does not cover them. I authorize Healthpointe Enterprises, Inc. to release any information required
to secure the payment of benefits. I authorize the use of this signature on all insurance submissions. Submission to
insurance companies is not a guarantee of payment. I also understand that the full fee will be charged if I miss an
appointment giving less than 24 hours notice. I understand that this missed appointment fee will not be covered by
insurance and that I will be responsible for payment.
Patient/Guardian Signature __________________________________________ Date ________________________
Print Patient Name _______________________________________________ Patient DOB ____________________
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Women’s Health History

REGISTRATION FORM
D.O.B.

/

/

Gender:

Male

Please print your information to the best of your ability.

Name
Address

Female

Apt.#

City

State

Tel. (Home)

(Work)

Zip

(Cell)

Email
Occupation:

Company:

Primary Care Physician/Tel. #:/Address:

Emergency Contact:

Relationship:

Tel. (Home)

(Work)

(Cell)

How did you learn about our clinic?
¨ Doctor’s Referral ¨ Friend
¨ Family ¨ Other:

¨ Healthpointe Website

¨ Sunrise Website

¨ Advertisement

Please let us know if someone referred you! We would like to thank them!
Referred by: ___________________________________________________________
By signing below I give permission to Healthpointe Acupuncture to contact me, and to leave voicemail messages,
via the contact information I have provided above.
Signature ______________________________________ Date _______ / _______ / __________

Healthpointe Acupuncture & Wellness
Women’s Health History

CONSENT TO TREATMENT
By signing below, I do hereby request and voluntarily consent to be treated, or give permission for my child/ward to be treated, with
acupuncture or other healing techniques, health coaching, nutritional supplements, and/or substances from the Oriental Materia
Medica. This agreement applies to any any employee or back-up provider serving the patient at Healthpointe Acupuncture &
Wellness.
I understand that regular primary care by a licensed physician is an important choice that is strongly recommended by this clinic. I
certify that I have informed the practitioner of all medications being used and all known physical, mental, and medical conditions,
including possible pregnancy. I certify that I will notify the practitioner of any changes to these medications or health conditions.
Acupuncture & Other Techniques: I understand that acupuncture is performed by the insertion of needles through the skin with or
without electrical stimulation; and/or by the application of heat to the skin at certain points on or near the surface of the body. Other
techniques may also be used, which may include but are not limited to: tuina, cupping or gua sha. I am aware that acupuncture is a
generally safe method of treatment, but that it may have some side effects. 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 treatment. I understand that if
I receive direct moxabustion as part of therapy, there is a risk of burning or scarring from its use. Unusual and rare risks include nerve
damage, organ puncture, and infection. I understand that I may refuse any technique or treatment offered. I understand that clean
needle procedures are used in this office, and that prepackaged, sterilized needles are used once and then disposed of as medical waste.
Health Coaching: I understand that dietary/lifestyle changes, nutritional supplements and/or substances from the Oriental Materia
Medica may be recommended to me as part of treatment. I understand that I am not required to follow these recommendations. I
agree to follow the directions for administration and dosage if I do choose to take the recommended supplements/herbs. I am aware
that certain adverse side effects may result from taking these supplements/herbs. 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 treatment. Should I
experience any problems, which I associate with these substances, I should suspend taking them and call Healthpointe Acupuncture as
soon as possible.
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 understand the possible risk involved. I have felt free to ask any
questions, and it has been satisfactorily explained to me. I understand that no guarantees concerning the use and effects of these
methods are given to me and I may discontinue treatment at any time.
Notice of Privacy Practices: I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read them and
understand the Notice of Privacy Practices.

Signature: ________________________________________________ Date: __________________________
(If under 18 years of age a parent or legal guardian must sign.)

Printed Name: _____________________________________________ Date of Birth: ___________________
Address:__________________________________________________________________________________
City: _____________________

State: _______

Zip Code: __________

Phone: __________________

Healthpointe Acupuncture & Wellness
Women’s Health History
Name:

DOB

___________________________________________________________________________
MAIN COMPLAINTS

CURRENT MEDICATIONS

Please write in your top 3 health complaints/ concerns in
order of importance to you. Circle the items that make it
better or worse and mark the severity of the condition on the
scale from 1-10 (0=No symptoms, 10=worst ever)

Please note what prescription medications, over-the-counter
medications, herbs, or supplements you take regularly.

#1. ________________________________

____________________________________________
____________________________________________
____________________________________________

When did this start? ______________ ago.
Heat makes it:
better
Cold makes it:
better
Damp weather:
better
Exercise/activity: better

no change
no change
no change
no change

INJURIES / SURGERIES
worse
worse
worse
worse

Please list when & where on the body.

____________________________________________
____________________________________________
____________________________________________

0 |-------------------|-------------------|10
#2. ________________________________

LIFESTYLE HABITS
amount / week

If quit, year?

Coffee / Tea: ____________
Soda: __________________
Tobacco: _______________
Alcohol: ________________
Drugs: _________________

__________
__________
__________
__________
__________

When did this start? ______________ ago.
Heat makes it:
better
Cold makes it:
better
Damp weather:
better
Exercise/activity: better

no change
no change
no change
no change

worse
worse
worse
worse

Do you follow a special diet?
(Vegetarian, Vegan, Raw, Macrobiotic, etc.)

#3. ________________________________

Heat makes it:
better
Cold makes it:
better
Damp weather:
better
Exercise/activity: better

no change
no change
no change
no change

_____________________________________________________________

worse
worse
worse
worse

0 |-------------------|-------------------|10

SLEEP
# of hours per night =_________
¨ Difficulty falling asleep
¨ Wake___ x/ night @ ______ am/pm
¨ Wake to urinate _____ x/ night

MEDICAL HISTORY
Please check off any that apply to you.
¨
¨
¨
¨
¨
¨
¨
¨
¨
¨
¨
¨
¨

Cancer
Diabetes
Hepatitis
Heart Disease
High Blood Pressure
Stroke
Seizure
Thyroid
Asthma
Pacemaker
Osteoporosis
Herpes
Auto-immune Disease

¨
¨
¨
¨
¨
¨
¨
¨
¨
¨

Do you exercise regularly?
Yes / No
If so, what & how often?
______________________
_________________________
___________________

DIET

0 |-------------------|-------------------|10

When did this start? ______________ ago.

EXERCISE

AIDS/HIV
STD
Rheumatic Fever
Alcoholism
Mental Illness
Kidney Disease
Anemia
Glaucoma
Tuberculosis
Allergies type(s):
___________________
___________________
___________________

¨
¨
¨
¨

Disburbing dreams
Restless sleep
Unrested upon waking
__________________

EMOTIONS
What emotion(s) dominate your experience?
¨
¨
¨
¨

Anger
Irritability
Anxiety
Worry

¨
¨
¨
¨
¨

Poor vision
Red eyes
Itchy eyes
Floaters
Eye pain

¨
¨
¨
¨

Obsessive thinking
Sadness Grief
Depression
Mood swings

¨
¨
¨
¨

Joy
Fear
Timid / Shy
Indecision

EYE-EARS-NOSE-THROAT
¨
¨
¨
¨
¨

Poor hearing
Ringing in ears
Earache
Sinus congestion
Phlegm

¨
¨
¨
¨
¨

Sore Throat
Cough
Mouth sores
Bleeding gums
Teeth grinding

Healthpointe Acupuncture & Wellness
Women’s Health History
Name:
Date:
_________________________________________________________________________________________
*** Please rate yourself on the scales below and check off any boxes that are appropriate to you. ***
TEMPERATURE
How warm / cold do you feel (not in degrees); relative to other people do you wear more or less clothing, etc.?

COLD |----------------------------------------------------------|----------------------------------------------------------| HOT
¨
¨
¨
¨

Cold Hands / Feet
Chills
Cold to the bones
Areas of numbness

¨ Thirst but no desire to drink
¨ Absence of thirst
¨ Always thirsty
Desire cold / hot drinks?

¨ Night sweats
¨ Unusual sweats
When ___________ am / pm
Where? ________________

¨
¨
¨
¨

Hot hands, feet, chest
Hot flashes
Hot in afternoon
Hot at night

MOISTURE
Your overall body moisture (hair, skin, mouth, etc.)?

DRY |----------------------------------------------------------|----------------------------------------------------------| OILY
¨
¨
¨
¨

Dry skin
Dry hair
Dry eyes
Dry brittle nails

¨
¨
¨
¨

¨ Rashes / Hives
¨ Itching
¨ Edema / Swelling
Where? ________________

Dry mouth
Dry lips
Dry throat
Dry nose / nosebleeds

¨
¨
¨
¨

Oily skin
Oily hair
Pimples
Weight gain / loss

DIGESTION
DIARRHEA |-----------------------------------------------|------------------------------------------------| CONSTIPATION
¨
¨
¨
¨

BM: How often? ____ x / every ___ days(s)
Are your stools well formed? Yes / No
¨ Alternating diarrhea & constipation (IBS)
¨ Fatigue after BM

Belching
Poor appetite
Nausea / Vomiting
Bad breath

¨
¨
¨
¨

¨
¨
¨
¨

Excessive hunger
Indigestion
Heartburn
Acid reflux

Dry stool
Hemorrhoids
Foul smelling stool
Feels incomplete

ENERGY
LOW |----------------------------------------------------------|----------------------------------------------------------| HIGH
¨
¨
¨
¨
¨

Sudden energy drop Time of day: ____ am / pm
Energy drop after eating
Fatigue
Shortness of breath
Heart Palpitations

¨
¨
¨
¨
¨

Depend on caffeine/stimulants
Wired / Ungrounded feeling
Body / Limbs feel heavy
Body / Limbs feel weak
Bleed / Bruise easily

URINARY
Urination=__________ x / day (approx.)
Color= clear / light yellow / dark
¨
¨
¨
¨
¨
¨
¨
¨
¨
¨
¨

Frequent urination
Painful urination
Burning sensation
Urgency to urinate
Cloudy urine
Blood in urine
Dribbling
Difficulty starting / stopping
Incontinence
Incomplete sensation
Kidney stones

¨
¨
¨
¨
¨

Hard to concentrate
Poor memory
Dizziness / lightheaded
Headaches How often? ___
Blood pressure High / Low

MENSTRUATION
First period: _____ yrs. old
Last period: _____ / _____
Duration _________ days
Length of cycle: _____ days
# of pregnancies: _____
# of births: _____
Are you sexually active? Y / N
Are you pregnant?
Y/N
Are you on birth
control?
Y/N

MENOPAUSE

¨ Heavy periods
¨ Light periods
¨ Painful periods
¨ Irregular periods
¨ PMS
¨ Cramps
before / 1st day / during
¨ Clots
¨ Mid-cycle spotting

¨ Hot Flashes _____ x / day
¨ Night-sweats _____ x /week

¨
¨
¨
¨
¨
¨
¨
¨
¨

Fatigue w/ menses
Fibroids
Ovarian Cysts
Endometriosis
Herpes
Gonorrhea
Syphilis
Yeast Infections
Hysterectomy

¨ Vaginal dryness
¨ Loss of sex drive

Thank you!
We greatly appreciate your time in filling out your health history… it is the first step in enabling us to give you the most appropriate and high
quality care that you will expect from our clinic.
– Healthpointe Acupuncture & Wellness Staff

