
Health History
Please complete this form as thoroughly as possible. All information is strictly confidential. 

General Patient Information

Last Name:         ...................................        First Name: ...................................
Address:               ...................................        City:                ...................................
State:                     ...................................           Zip Code:     ................................... 
Home Phone:     ...................................           Cell Phone:  ...................................                                                       
SSN (optional): ...................................           Email:             ...................................                                                       
Date of Birth:     ...................................           Gender:         ...................................                                                       
Height:                 ...................................        Age:                ...................................
Weight:                 ...................................          Sggytexmsr:  ...................................

Guardian Name (if under 18):  ...................................
Guardian Phone Number:       ...................................

Major Complaint(s). Please list as simply as possible.

1. .........................................................................................................
2. .........................................................................................................
3. .........................................................................................................

How do these conditions interfere with your daily activities?

1. .........................................................................................................
2. .........................................................................................................
3. .........................................................................................................

Please list any surgeries you have had and when:

1. .........................................................................................................
2. .........................................................................................................
3. .........................................................................................................

Please list any medications, Vitamins, Herbs, Supplements that you are taking:

1. .........................................................................................................
2. .........................................................................................................
3. .........................................................................................................
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Medical History:

Have you had any of these conditions now or in the past? Please check all that apply.

 AIDS/HIV   Alcoholism   Allergies  

 Asthma   Arthritis   Anemia 

 Cancer    Diabetes Type 1 or 2     Drug Addictions 

 Depression   Digestive Disorder  Emphysema

 Fibromyalgia   Herpes   Hepatitis A/B/C

 Heart Disease   High Blood Pressure  High Cholesterol 

 Joint Replacements  Lyme’s Disease  Multiple Sclerosis

 Pacemaker   Seasonal Allergies  Seizures

 Sinus Infections  Tuberculosis  

 Other: ....................................

  
Please select what type of pain you have:

 Sharp    Dull    Burning

 Aching    Moving   Fixed
 

 Cramping   Other: ....................................

Do the following lessen or worsen the pain?

 Pressure L W  Exercise L W

 Cold  L W  Heat  L W

 None     Other: .......................... 
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For Woman Only

When was your first Menstruation?  ..................................................

Menstrual Color:                ..................................................

Do you have any pre-menstrual syndrome?  Yes  No

If yes, please list them below:

1. .............................................................................................

2. .............................................................................................

Amount of Menstrual Flow: ............................................................

Menstrual Cycle Duration:   ............................................................

Vaginal Discharge?  Yes  No

Discharge Color:              ............................................................ 

Discharge Quality:              ............................................................

Discharge Amount:             ............................................................

Any Smells?               ............................................................
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             INFORMED CONSENT

I hereby request and consent to the performance of acupuncture treatments and other 
procedures within the scope of the practice of acupuncture on me (or on the patient named 
below, for whom I am legally responsible) by the acupuncturist named below and/or other 
licensed acupuncturists who now, or int he future, treat me while employed by, working with or 
associated with, or serving as back-up for the acupuncturist named below, including those 
working at the clinic or office listed below or any other office or clinic, whether signatories to this 
form or not. I understand that methods of treatment may include, but are not limited to, 
acupuncture, moxibustion, cupping, electrical stimulation, Tui Na (oriental massage), Oriental 
herbal medicine, and nutritional counseling. I understand that the herbs may need to be prepared 
and the teas consumed according to the instructions provided orally and in writing. The herbs 
may have an unpleasant smells or taste. I will immediately notify a member of the clinical staff of 
any unanticipated or unpleasant effects associated with the consumption of the herbs. I have been 
informed that acupuncture is a generally safe method of treatment but that it may have some side 
effects, including bruising, numbness, or tingling near the needling sites that may last a few days, 
and dizziness or fainting. Bruising is a common side effect of cupping. Unusual risks of 
acupuncture include spontaneous miscarriage, nerve damage, and organ puncture, including 
lung puncture (pneumothorax). Infection in another possible risk, although the clinician uses 
sterile disposable needles and maintains a clean and safe environment. Burns and/or scarring are 
a potential risk of moxibustion and cupping. I understand that while this document describes the 
major risks of treatment, other side effects and risks may occur. The herbs and nutritional 
supplements (which are from plant, animal, and mineral sources) that have been recommended 
are traditionally considered safe in the practice of Oriental Medicine, although some may be toxic 
in large doses. I understand that some herbs may be inappropriate during pregnancy. Some 
possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, 
rashes, hives, and tingling of the tongue. I will notify a clinical staff member who is caring for me 
if I am or become pregnant. I do no expect the clinical staff to be able to anticipate and explain all 
possible risks and complications of treatment, and I wish to rely on the clinical staff to exercise 
judgment during the course of treatment which the clinical staff thinks at the time, based upon 
the facts then known is in my best interest. I understand that results are not guaranteed. I 
understand the clinical and administrative staff may review my patient records and lab reports, 
but all my records will be keep confidential and will not be released without my written consent. I 
understand that any services, consultation, advice, products or treatments that I receive from the 
acupuncturist are not a substitute or replacement for conventional western medical services or 
treatments.
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By voluntarily signing below, I show that I have read, or have had read to me, the above consent 
to treatment, have been told about the risks and benefits of acupuncture and other procedures, 
and have had an opportunity to ask questions. I intend this consent form to cover the entire 
course of treatment for my present condition and for any future condition(s) for which I seek 
treatment.

Integrated Holistic Medicine, LLC.

Acupuncturists: Carlos A. Restrepo L.Ac

      Su Sandy Aung L.Ac

Patient Signature:

Patient Guardian Signature:  
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   PATIENT CONSENT FORM - PRIVACY

Our Notice of Privacy Practices provides information about how we may use and disclose 
protected health information about you. The Notice contains a Patient Rights section describing 
your rights under the law. You have the right to review our Notice before signing this Consent. 
The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by 
contacting our office.

You have the right to request that we restrict how protected health information about you is used 
or disclosed for treatment, payment, or health care operations. We are not required to agree to 
this restriction, but if we do, we shall honor that agreement.
By signing this form, you consent to our use and disclosure of protected health information about 
you for treatment, payment and health care operations. You have the right to revoke this 
Consent, in writing, signed by you. However, such a revocation shall not affect any disclosures 
we have already made in reliance on your prior Consent. The practice provides this form to 
comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

The Patient understands that:

• Protected health information may be disclosed or used for treatment, payment or health 
care operations 

• The Practice has a Notice of Privacy Practices and that the patient has the opportunity to 
review this Notice 

• The Practice reserves the right to change the Notice of Privacy Policies 

• The patient has the right to restrict the uses of their information but the Practice does 
have to agree to those restrictions 

• The patient may revoke this Consent in writing at any time and all future disclosures will 
then cease 

• The Practice may condition treatment upon the execution of this Consent. 

Print Name: ....................................................... 

Signature  ....................................................... 

Date: ....................................
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