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                    Life Awaits Acupuncture

The following information provided is confidential and is for medical purposes only. It is important you fill it out to the best of your ability. Even if the question seems not to apply to your current condition please fill this form out completely as many things can be connected and will help us better serve you.

Name  __________________________________              Age____            Date:----------  (mm/dd/yr)
DOB:
(mm/dd/yr)   Height:____ Weight:______ Gender: ( male ( female

Address:
City:
State:____ Zip Code:


Home Phone:
  Permission to leave a ‘medical’ message? ( Yes ( No

Cell Phone:
  Permission to leave a ‘medical’ message? ( Yes ( No

Email for medical/healthcare correspondence:


Occupation:
Employer:


Work Phone: __________________________

Emergency Contact Name:
Phone: 


Social Security: #___________________

If Yes, was it on the Job?____ Auto Accident?________ Other______________________________

How were you referred to this office ___________________________________________________

Please Describe your current problem/complaint that brought you to our office: List them in order of importance. For example #1 is most important, and #5 is least important. (if your complaint is of pain

please also use the diagram on the following page)

1.


2.


3.


4.


5.


When did your symptoms appear?________________________________________________________

How long have you had the above condition/s?      ___________________________________________

 Is it getting worse? ( yes, ( no

Have you been treated for this condition in the past/present? ( yes, ( no; If YES, by whom?

___________________________________________________________________________________

Have you been diagnosed for this condition? ( yes, ( no; 

Diagnosis:___________________________________________________________________________

What activities aggravate your condition/pain?_______________________________________

What activities lessen your condition/pain?_________________________________________

Is this condition interfering with ( work, ( sleep, ( routine: others?


List any other doctors seen for this:


Have you had similar accidents or injuries before?  ( yes, ( no  if yes, explain ____________________________________________________________________________

Have you received chiropractic treatment or acupuncture treatment previously?

( yes ( Chiropractic , Acupuncture ) ( no  

If yes, when, by whom__________________________________________________________

Major goals for the first visit: Let us know what you would like to accomplish on your first visit.
1.


2.


3.


4.


Please circle a number corresponding with to your pain and use “X”’s and lines to locate your pain and describe any radiation of pain.
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Current prescription medications (e.g., Prozac, lipitor, etc), non-prescription medications  (e.g., aspirin, Tylenol, ibuprofen) and/or health supplements (e.g., vitamins, minerals, herbs): Please list the medications and/or supplements that you are currently taking. If you need more room please attached a sheet to this form. 
	NAME of medication or supplement—drugs, vitamins, herbs, minerals
	DOSE in milligrams
or grams (or number
of capsules, tablets)
	FREQUENCY: Times per day/ week/ month
	DURATION: Been taking for how long?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Do you have any allergies to foods, medications or environment?

________________________________________________________________________________________

Habits and Life style 

Smoke:  

( yes,  ( former smoker (number of years since quitting smoking ______Number of years      
    smoking_______  ( no

Alcohol: ( yes ( Daily, Weekly, Social events)   ( no

Caffeinated drinks:  ( yes ( no   if yes,  what kind __________________________

Stress:  please rate your stress management strategies Perfect 1 2 3 4 5 6 7 8 9 10 Terrible

               Please rate your daily stress level :  none  1 2 3 4 5 6 7 8 9 10 Terrible

Pregnancy: # of pregnancies _______ # Birth Children________________ N/A___________

MOST RECENT VISIT TO A DOCTOR: When was the last time you consulted a doctor, and

for what reason?


If any blood relative has had any of the following conditions, please check the indicate which relative(s)

Date of last complete physical exam:   


Date of most recent lab/blood tests:    


Informed Consent and Mutual Understanding

TO THE PATIENT: Once this document has been reviewed with you verbally, please read it in its entirety prior to signing it. It is important that you understand the information contained in this document. Please ask questions before you sign if there is anything that is unclear.

It is not necessary or encouraged to discontinue treatments with other physicians or healthcare providers. If you are on any current medication or nutritional supplementation- it is your responsibility to inform changes in your condition, symptoms, contact information, or treatments between visits.

Nutrition Informed Consent:
A Vitamin is not a drug, NEITHER is a Mineral, Trace Element, Amino Acid, Herb, or Homeopathic Remedy. Although a Vitamin, a Mineral, Trace Element, Amino Acid, Herb or Homeopathic Remedy may have an effect on any disease process or symptoms, this does not mean that it can be misrepresented or be classified as a drug by anyone. However, these substances can have significant effects on physiology and must be used rationally. In this office, we provide nutritional counseling and make individualized recommendations regarding use of these substances in order to upgrade the quality of foods in a patient’s diet and to supply nutrition to support the physiological and biomechanical processes of the human body. Although these products may also be suggested with a specific therapeutic purpose in mind, their use is chiefly designed to support overall health and well-being. Use of nutritional supplements may be safely recommended for patients already using pharmaceutical medications (drugs), but some potentially harmful interactions may occur. For this reason, it is important to keep all of your healthcare providers fully informed about all medications and nutritional supplements, herbs, or hormones you may be taking. Adverse reactions are rare, and may include, but are not limited to: bloating, nausea, vomiting, rash, fatigue, diarrhea, constipation, headaches and dizziness. If any of these or other symptoms appear, please discontinue immediately and talk to Dr. Jeffery Hudson, DC or, Dr. Keiko Dodson, AP, or in case of emergency, go to your local urgent care facility/Hospital. May times adjustment dosages and or timing is all that is needed to alleviate these symptoms. Keep in mind also; there is often an initial “Herxhiemer” reaction. This was first described by a German physician of the same name. He observed that as patients started to fulfill a need nutritionally, or emotionally, often a “detox” would start to happen as the body adjusts to metabolic pathways becoming functional again. This is usually temporary and may last a few days to several weeks. Therefore, please be advised that any suggested nutritional advice or dietary advice is not intended as a primary treatment and/or therapy for any disease or particular bodily symptom.

Nutritional counseling, vitamin recommendations, nutritional advice, and the adjunctive schedule of nutrition is provided solely to upgrade the quality of foods in the patient’s diet in order to supply good nutrition supporting the physiological and biomechanical processes of the human body.

Nutritional advice and nutritional intake may also enhance the stabilization of chiropractic adjustments and acupuncture treatment.

PLEASE DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.
I have read the above explanation of the acupuncture treatment and related treatment. Dr. Jeffery B. Hudson D.C. or Dr. keiko Dodson A.P. discussed this document with me as it pertains to my specific case and has answered all my questions to my satisfaction. By signing below, I state that I have weighed the risks involved in undergoing treatment and have decided that it is my best interest to undergo the treatment recommended. Having been informed of the risks, I hereby give my consent to that treatment.
Patient Name (print) ________________________________________________

Patient/Guardian Signature___________________________________________

Date____/____/_______

Life Awaits Acupuncture Financial Agreement

Dr. Jeffery Hudson, D.C. and Dr. Keiko Dodson, A.P. value your time. We respect your time and ask you to respect our time and other patients’ needs by keeping your appointment. Each appointment time slot is important and cannot be recovered if a patient chooses not to keep their appointment. We collect fees to ensure that Dr. Jeffery Hudson, D.C. and Dr. Keiko Dodson, A.P. can continue to see patients. Please keep in mind that each skipped or missed appointment is not just time lost, but also time when other patients cannot be seen.

Please refer to the guidelines below to learn more about our Missed Appointment policy:

It is your responsibility to provide us with cell phone number or home phone number to communicate. We will provide telephone reminders of scheduled appointments. Having a valid telephone number is truly important; please help us to maintain your records.

  New patient appointments will be subject to 80% of the value of the visit. When a

patient does not show up or does not cancel within 24 business hours the follow fees

will be added to the patient’s account:

80% of new patient appointment cost

Credit card may be necessary to re-schedule your appointment or future appointments

and charged at full cost if the appointment is cancelled/rescheduled.

-Established patients- allowed 1 missed appointment in 12-month period

We understand that circumstances occur that do not allow you to keep your scheduled

   appointment. If this is the case, please call and discuss this with the office staff as soon

        as possible.

$25 fee for second offense

$50 fee for third offense

Credit card will be required to schedule all future appointments and charge full

cost if appointments are cancelled / rescheduled.

· Accounts that accumulate three missed appointment fees may be dismissed from the practice.

· Any cancellation not made at least 24 hours before the scheduled appointment is considered a missed appointment and subject to the terms above.

We realize that there are times that you may arrive for a scheduled appointment time and are not able to be seen promptly at your appointed time. Please know that we go out of our way to make certain that this does not happen, however there are times when Dr. Jeffery Hudson, D.C or Dr. Keiko Dodson, A.P, need to spend extra time with a patient that was not foreseen, as they may have done with you in the past or need to, with you, in the future.

Patient Name (print) ____________________________________________

Patient/Guardian Signature ______________________________________

Date   _____/_____/________

Notice to Medicare/Medicaid Patients 

The following is the office policy for treatments performed at Life awaits Acupuncture regarding Medicare Benefits. Please read carefully and sign only if you understand and agree to the terms.

We will not bill Medicare insurance for you  if you have coverage with Medicare or with a secondary insurance policy; payment for the visit is due at time of service.

For patients of Dr. Keiko Dodson, A.P.

Medicare will not reimburse you if you submit a super bill for coverage  since Dr. Keiko Dodson, A.P is non-providers. You CAN NOT submit codes and charges for coverage by Medicare/Medicaid if receiving services by Dr. Keiko Dodson, A.P.

Notice of Exclusion from Medicare/Medicaid Benefit (NEMB)  The purpose of this notice is to help you make an informed choice about whether or not you want to receive these items or services, knowing that you will have to pay for them directly.

Please see our fee schedule for a more complete list of services offered and associated prices.

Before you make a decision, please read this entire notice carefully.

If you have any questions, please ask us so we can clarify. By signing below you are acknowledging that you have read, understand and agree to these terms.

Patient Name (print) _____________________________________________________

Patient/Guardian Signature _______________________________________________
Date____/____/______
