	ST. PAUL COMMUNITY ACUPUNCTURE                           Today’s Date _______________                   Health History and Registration                                      Please fill out both sides


	Name
	Preferred name/nickname

	Address
	Best Phone

	
	Email

	Birthdate
	Gender

	Occupation
	Emergency Contact

Name

Phone

	Primary Physician

When was your last complete physical exam?
	

	How did you hear about us?

	Have you had acupuncture before?

	HEALTH HISTORY

	What is your reason for treatment?
	How long have you had these problems?


	1.
	
	

	2.
	
	

	3.
	
	

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

(   Depression

(   Difficulty Focusing

(   Dizziness

(   Easily Startled

(   Excessive Worry

(   Excessive anger

(   Excessive fear

(   Fatigue/Tiredness

(   Headaches

(   Loss of sleep

(   Weight loss/gain

(   Nervous/Irritable

(   Overwhelmed by life (   Frequent colds
(   Bruise easily             (   Menstrual cramps
(   Ringing in ears

	What medications are you taking?


	
	

	
	Do you sleep well?


	
	How is your digestion (indigestion, heartburn, constipation, diarrhea, excess gas/belching)?

	Do you have
(  Bleeding Disorders

(  Allergies

(  Hepatitis

(  Arthritis

(  Seizure

(  Diabetes

(  High Blood 
     Pressure

(  Cancer (at this time)
(  Palpitations
(  Pacemaker
(  Blackouts
(  Vertigo/Dizziness
(  PTSD

	Please list any serious illnesses, accidents or surgeries with approximate year. Any blood borne pathogens?


	( Erection difficulties                            (Irregular cycle                          ( Lowered libido       
( Penis/vaginal discharge                      (Menopausal symptoms

(Prostate trouble                                  (PMS

(Bleeding between periods                    (Previous miscarriage                 
(Clots in menses                                   (Extreme menstrual pain             
(Excessive or scanty menstrual flow      ( Could you be pregnant? 


We are a POCA clinic
PEOPLES ORGANIZATION OF COMMUNITY ACUPUNCTURE

Find a Clinic like this for someone you love at www.pocacoop.com/clinics.

Financial Policy
St. Paul Community Acupuncture is a low-cost, high-volume Community Acupuncture Clinic.  Our fees are $15-40 per treatment (with an additional $10 paperwork fee for the first visit).  You decide what you can pay at each visit.  We will never ask for income verification and trust that you will know best what you can afford to pay for your treatment.  We make every attempt to make acupuncture available to as many people as possible at the most affordable rates.  This is our mission.

Payment is expected at the time of your visit.  We accept checks, cash (exact amount), or a card.  We ask that you be prepared to pay for your treatment each time you come in.  At any time you may change the amount that you pay on the sliding scale up or down.  If you need a receipt to submit to your insurance take one when you pay, or email/text one to yourself via Square when you pay with a card.  
If you made an appointment, we reserve that time for you and ask that you call us if you cannot keep your appointment.  In consideration of other folks, we ask that you give us at least 24 hours’ notice in advance of an appointment you will not be able to keep.  Phone message or email works fine.
For appointments that are canceled with less than 24 hours’ notice, or are missed altogether without letting us know we request that you make a suggested donation of at least 1/2 (half) the amount you would have paid for your treatment to help cover our costs.

The donation can be made at your next clinic visit.  If you have prepaid sessions, you can also ask us to mark off one of your prepaid treatments on file to cover your missed appointment.  If you frequently miss or cancel appointments, we may need to ask you to walk-in for treatments rather than schedule appointments. Bounced checks will also be charged a $10 fee. 
We also recognize that emergencies do happen, and would be happy to consider these on an individual basis, of course.  Thanks for understanding and in doing so, helping us to keep our fees as low as possible.

I agree to the above policy:

Print Name                                                                                                                           .

Signature                                                                                     Date                                  .
Informed Consent to Acupuncture Treatment 

I, the undersigned, hereby request and consent to treatment by acupuncture and/or other procedures within the scope of the practice of Asian Medicine.  I am hereby informed that the treatment methods are all generally safe, but there may be some side effects or risks.  Acupuncture involves the insertion of special needles into particular points on the body. There are some risks to treatment, including bruising of the skin and/or slight bleeding, weakness, fainting and aggravation of symptoms existing prior to acupuncture treatment.    At the site of the needle insertion there may be soreness, numbness, tingling, or swelling.  There little to no of infection at the needle site.  SPCA uses only one-time use, sterile disposable needles. I understand that in no case is a needle ever reused, even at different areas of the body for the same person.   

  I understand that acupuncture needles are very small; and St. Paul Community Acupuncture needs to treat a high volume of patients in order to keep its prices low; and so it is my responsibility to aid my acupuncturist by doing a self check that all needles have been located and removed at the end of my treatment and before I leave the clinic.  I understand, and I am willing to participate in my own treatment process.   


St. Paul Community Acupuncture does not provide primary care, or Western (allopathic) medical care.  ​ If I am pregnant, have a bleeding disorder, pacemaker, high blood pressure, local infection or have been prescribed blood thinning medications like warfarin, by signing below I have stated that I have informed my acupuncturist of such conditions.  

The procedures have been explained to me and I understand that I have the right to refuse any part of treatment. I understand that I can discuss risks and benefits further with my practitioner before signing if I so choose, although I do not anticipate and expect my practitioner to be able to anticipate and explain all possible risks and complications of treatment.  I rely on the practitioner to exercise his or her judgment in my best interest during course of treatment, based upon the facts then known.  Although I am aware that acupuncture and other procedures within Asian Medicine have helped millions of people, I understand that no guarantee of cure or improvement in my condition is given or implied.  I have read, or have had read to me, this informed consent form.  I have also had the opportunity to ask questions about its content, and by signing below, I agree to a course of treatment in Asian Medicine.  I intend this consent form to cover my entire course of treatment for my present condition and for any future condition(s) for which I seek treatment with this practitioner.  I understand that the treatment here is not a replacement for medical care.   

With this knowledge, I voluntarily consent to the above procedures.   
Name ____________________________________________ Date___________________    
 ______________________________________________    Signature (Guardian Signature if minor)
 Weight Limitations on Zero Gravity Chairs   Our narrow zero gravity chairs have a weight limitation of 230 lbs, the wide chairs 330lbs.      Initial Here: _____________
I have been informed of the following clinic rules:  I will not walk in the clinic in bare feet, I will not leave my chair while needles are inserted, I will alert the staff if I see a needle on the floor but I will not touch it, I will not remove my own needles, I will not sit in any chair that does not have a card placed upon the chair.  I understand my acupuncturist will check on me while in treatment and at any point during treatment I may signal for attention.  I will do my required self check that all needles have been located and removed before leaving the treatment room.  











