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ACUPUNCTURE AND ORIENTAL MEDICINE INFORMED CONSENT 
 

I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice 
of Oriental medicine and Acupuncture on me (or on the patient named below, for whom I am legally responsible) by the doctor of Oriental 
medicine and Acupuncture named below and/or other doctors of Oriental medicine who now or in the future treat me while employed by, 
working or associated with or serving as back-up for the doctor 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. There are some risks to treatment, including but not limited to some  
bruising of the skin and or/ slight bleeding.  

 If moxibustion or heat therapies are used there is a risk of burn and/or scarring.  
 The risk of infection is small when all needles are sterile. Needles are considered sterile when they are either disposable or are 

autoclaved according to applicable state legal requirement.  
 I have had an opportunity to discuss with the doctor named below the nature and purpose of Oriental medicine.  
 I understand that results are not guaranteed. I do not expect the doctor to be able to anticipate and  

explain all risks and complications.  
 I wish to rely on the doctor to exercise judgment which the doctor feels at the time is in my best interest, based upon the facts 

then known, during the procedure.  
 I understand that I have the choice to accept or reject the proposed diagnostic procedure or treatment, or any part of it, before or 

during the diagnosis or treatment.  
 I understand that the doctor is not providing Western (allopathic) medical care, and that I should look to my Western primary 

care practitioner (i.e. ARNP, MD) for those services and for routine check-ups. I have read, or have had read to me, the above 
consent.  

 I have also had an opportunity to ask questions about its content, and by signing below I agree to the above-named procedures.  
 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. 
 I agree to pay the full charge for any missed or forgotten appointments without 24- hour notice of cancellation. 
 I agree to pay all charges incurred for services rendered, over and above insurance coverage. 

 
Risks may include: bruising, discomfort, pain, blistering, possible infection, aggravation of symptoms, nausea, temporary discoloration  
of the skin and may include other unforeseen consequences.  
 
Benefits may include: relief of symptoms, improved sense of well-being, and improvement in associated symptoms with this  
knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been given to me by Belinda McCracken  
L.Ac., regarding cure or improvement of my condition.  
 
I hereby release Belinda McCracken DOM, L.Ac., RN., and Vanguard Medical Center DBA Be Fit 4 Life Wellness Center, her assistants and 
associates from any and all liability which may result from the above mentioned procedures, unless the above procedures are performed 
without proper medical care. I am free to withdraw my consent and discontinue participation in the procedures at any time. 
 
My signature gives my practitioner permission to release my medical records for the reasons listed above 
 
By signing below, I agree to the above-named procedures. 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: 

 
If you have any questions as to the risks and benefits of the proposed treatment or any questions concerning the proposed treatment, 
ask your healthcare provider now before signing this consent form. Please Do Not sign unless you have read and thoroughly understand 
this form. 

 
Date: _____________ 
 
Authorized Signature: ________________________________ Print Name: _________________________________ 
 
Authorized Person’s Name: ____________________________ Relationship to Patient: _______________________ 
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ARBITRATION AGREEMENT 

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, including whether any medical services 
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be 
determined by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process, except as 
state and federal law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up 
their constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration.  
Article 2: All Claims Must Be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice, including 
disputes as to whether a dispute is subject to arbitration, as to whether this agreement is unconscionable, and any procedural disputes, 
will also be determined by submission to binding arbitration. It is the intention of the parties that this agreement bind all parties as to all 
claims, including claims arising out of or relating to treatment or services provided by the health care provider, including any heirs or past, 
present or future spouse(s) of the patient in relation to all claims, including loss of consortium. This agreement is also intended to bind any 
children of the patient whether born or unborn at the time of the occurrence giving rise to any claim. This agreement is intended to bind 
the patient and the health care provider and/or other licensed health care providers, preceptors, or interns who now or in the future treat 
the patient while employed by, working or associated with or serving as a back-up for the health care provider, including those working at 
the health care provider’s clinic or office or any other clinic or office whether signatories to this form or not. All claims for monetary 
damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health care provider’s 
associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without limitation, claims for 
loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. This agreement is intended to create an 
open book account unless and until revoked.  
Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select 
an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed 
by the parties within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each 
party to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other 
expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses 
incurred by a party for such party’s own benefit. Either party shall have the absolute right to bifurcate the issues of liability and damage 
upon written request to the neutral arbitrator. The parties consent to the intervention and joinder in this arbitration of any person or 
entity that would otherwise be a proper additional party in a court action, and upon such intervention and joinder, any existing court 
action against such additional person or entity shall be stayed pending arbitration. The parties agree that provisions of state and federal 
law, where applicable, establishing the right to introduce evidence of any amount payable as a benefit to the patient to the maximum 
extent permitted by law, limiting the right to recover non-economic losses, and the right to have a judgment for future damages 
conformed to periodic payments, shall apply to disputes within this Arbitration Agreement. The parties further agree that the Commercial 
Arbitration Rules of the American Arbitration Association shall govern any arbitration conducted pursuant to this Arbitration Agreement.  
Article 4: General Provision: All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one 
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, 
would be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with 
the procedures prescribed herein with reasonable diligence.  
Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature 
and, if not revoked, will govern all professional services received by the patient and all other disputes between the parties. Article 6: 
Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (for example, emergency 
treatment), *** INITIAL HERE. _______. Effective as of the date of first professional services.  
If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall 
not be affected by the invalidity of any other provision. I understand that I have the right to receive a copy of this Arbitration Agreement. 
By my signature below, I acknowledge that I have received a copy.  
NOTICE: BY SIGNING THIS CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL ARBITRATION, AND 

YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT. 

 
Date: _____________ 
 
Authorized Signature: _________________________________ Print Name: _________________________________ 
 
Authorized Person’s Name: _____________________________ Relationship to Patient: _______________________ 
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OFFICE AND FINANCIAL POLICIES  

 It is our policy that you pay the entire session fee or co-pay at the time of each session.  
 It is your responsibility to know whether your policy covers Acupuncture benefits. 
 Please bring a photocopy of your insurance card (front and back) or bring your card to your first appointment so we can make a copy at 

the clinic. 
Form Completion  

 We require payment for the completion of forms the patient asks us to complete on their behalf.  
 Expected time frame for form completion is a minimum of 2 weeks from the time of registration; however, we cannot make any 

assurance of completion with the patient’s time frame(s).  
 Payment is required prior to completion of all forms.  
 Any forms that need to be completed requiring a provider’s signature(s) and/or extensive review of the medical record will result in a 

flat rate fee at $25.00 for completion of most forms. Payment is due at the time forms are dropped off at the office.  
 An extra $35.00 is applied for the rush/urgent completion of the forms. We reserve the right to charge additional fees for forms greater 

than 5 pages. We accept cash or credit cards.  
Test Cost(s) 

 We only order tests that are necessary for your care using accurate and related diagnosis codes to your current condition; however, we 
have no knowledge of what your plan covers.  

 Our office will not be responsible for any bills that may be incurred by the insurance or lab company. 
 Please contact your insurance company for your individual plan coverage if you have any questions. 

Insurance Coverage Exclusions 
 There may be certain services (examples:  cosmetic procedures, some allergy services, functional medicine tests and services) that are 

not covered by your health plan.  If so, payment is expected at the time of service.   
Plan Participation 

 Although this practice accepts some insurance plans, it is virtually impossible for our office to verify whether our providers are covered 
on your plan. So, we must ask that you confirm participating provider status directly with your insurance plan before coming in for your 
appointment. We will not be held responsible for non-coverage of a visit from a plan which we or a certain staff member is not part of 
the network. You will be expected to pay all balances. 

Insurance & Insurance Collection 
 Please understand that insurance reimbursement can be a long and difficult process for our office. In fact, insurers will routinely stall, 

deny, and reduce payments.  
 However, sometimes involvement from the subscriber (you) is essential in expediting processing and payment of a claim by your 

insurance plan. We would greatly appreciate your prompt attention to any materials or questionnaires your insurance company may 
send to you by responding to them immediately, as payment of the claim(s) may be pending your response to such inquiries. 

 Your insurance company requires us to collect co-payments at the time of service. Waiver of co-payments may constitute fraud under 
state and federal law. To remain compliant, we collect your co-payment at each visit. 

Motor Vehicle Accidents 
 This office does not bill Auto Insurance for motor vehicle accidents.  

Cancellation Policy:  
 If you need to change or cancel your appointment, please do so with a minimum of 24 hours’ notice.  
 Same day cancellations are considered late cancellation and are subject to the cancellation policy. 
 Failure to do so will result in being charged the equivalent of the cash rate of the missed appointment to your account.  
 THREE (3) MISSED APPOINTMENTS WITHOUT PRIOR NOTIFICATION, WILL RESULT IN THE IMMEDIATE DISMISSAL FROM OUR 

PRACTICE. 
Other Policies 

 If you need printed copies of your medical records for your personal use, we will need a minimum of two-week notice. There will be a 
charge of $1.00 per page. There will be no charge for medical records if another physician or medical facility is requesting them. 

 If you have not had a visit with any of our providers after 1 years, your account will become inactive. If you request to re-establish 
with our practice, you will be considered a new patient and the current policy for new patient acceptance will apply. 

 We do not allow the re-establishment of a patient once they have transferred care to another primary care physician for any reason 
other than change of insurance or due to relocation. 

 

**YOU ARE HELD RESPONSIBLE FOR ABIDING BY ALL OFFICE POLICIES EVEN IF YOU CHOOSE NOT TO SIGN ** 
 

Date: _____________ 
 
Authorized Signature: _________________________________ Print Name: _________________________________ 
 
Authorized Person’s Name: _____________________________ Relationship to Patient: _______________________ 
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Briefly Describe Your Top Complaints/Symptoms or Reason for Your Appointment: 

1. _________________________________________  5.   _________________________________________ 
2. _________________________________________  6.   _________________________________________ 
3. _________________________________________  7.   _________________________________________ 
4. _________________________________________  8.   _________________________________________ 

Thank you for choosing our office to assist you with your health care. Our ability to draw effective conclusions about your state of health and how to 
optimize its improvement depends largely on the accuracy of the information in which you provide, including symptoms that you may consider minor.  
Health issues may be influenced by many factors; therefore, it is important that you carefully consider the questions asked in this form as well as those 
posed by the provider during your consultation.   
This will assist our goal to provide you with an optimal plan of health care, enhance our efficiency, and will provide effective use of your scheduled time.   

What are your health goals for the next year? ________________________________________________________________________ 
Where were you getting your care before? ___________________________________________________________________________ 

Have you had acupuncture before? ☐ Yes   ☐ No   If so, for what reason? _________________________________________________ 
 

REVIEW OF SYMPTOMS:  

Please mark the box and/or circle any persistent symptoms you have had in the past few months. Read through every section and check 
“no problems” if none of the symptoms apply to you. 
 

General 

☐ Unexplained weight loss / gain 

☐ Unexplained fatigue / weakness 

☐ Fall asleep during day when sitting 

☐ Fever, chills 

☐ Sweats 

☐ No problems 
Skin 

☐ New or change in mole 

☐ Rash / itching 

☐ Change in nails or hair 

☐ No problems 
Breast 

☐ Breast lump / pain / nipple discharge 

☐ No problems 
Ears/Nose/Throat 

☐ Nosebleeds, trouble swallowing 

☐ Frequent sore throat, hoarseness 

☐ Hearing loss / ringing in ears 

☐ No problems 
Eyes 

☐ Change in vision / eye pain / redness 

☐ No problems 
Cardiovascular 

☐ Chest pain / discomfort 

☐ Palpitations (fast or irregular heartbeat) 

☐ Ankle swelling 

☐ Leg cramping 

☐ Varicose veins 

☐ Dizziness/lightheadedness 

☐ Fainting 

☐ Falls 

☐ No problems 
Endocrine 

☐ Heat or cold sensitivity 

☐ Excess thirst 

☐ Excess sweating  

☐ No problem 

Respiratory 

☐ Asthma 

☐ Breathless when laying down flat 

☐ Breathless with activity or walking 

☐ Choking at night 

☐ Cough / wheeze 

☐ Sputum 

☐ Loud snoring / altered breathing during   
     sleep 

☐ Short of breath with exertion 

☐ No problems 
Gastrointestinal 

☐ Heartburn / reflux / indigestion 

☐ Blood or change in bowel movement 

☐ Constipation 

☐ Bloating 

☐ Diarrhea 

☐ Food Intolerances 

☐ Nausea / Vomiting 

☐ Hemorrhoids 

☐ Swallowing difficulty 

☐ Ulcers 

☐  Jaundice 

☐ No problems 
Genitourinary 

☐ Leaking urine 

☐ Blood in urine 

☐ Nighttime urination or increased frequency 

☐ Discharge: penis or vagina 

☐ Concern with sexual function 

☐ No problems 
Musculoskeletal 

☐ Neck pain 

☐ Back pain 

☐ Muscle / joint pain 

☐ No problem 
 
 

Neurological 

☐ Headache 

☐ Memory loss 

☐ Fainting 

☐ Dizziness 

☐ Numbness / tingling 

☐ Unsteady gait 

☐ Frequent falls 

☐ No problems 
Allergic/Immune 

☐ Hay fever / allergies 

☐ Frequent infections 

☐ No problems 
Psychiatric 

☐ Anxiety / stress / irritability 

☐ Sleep problem 

☐ Lack of concentration 

☐ No problems 
Women only 

☐ Pre-menstrual symptoms (bloating cramps, 
irritability) 

☐ Problem with menstrual periods 

☐ Hot flashes / night sweats 

☐ No problems 
Men only 

☐ Erectile Dysfunction 

☐ Impotence 

☐ Loss of muscle mass, tone, or strength 

☐ Problems with urination (decreased stream,  
     frequent night urination) 

☐ No problems 
Hematologic/Lymphatic 

☐ Swollen glands 

☐ Easy bruising 

☐ No problems 
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MEDICAL HISTORY 

☐ Arthritis   ☐ Bleeding Disorder***    ☐ Pneumonia 

☐ Asthma   ☐ COPD  

☐ Diabetes   ☐ Heart/Circulation problems   ☐ Thyroid 

☐ Hypertension  ☐ Cancer Type: _______________  ☐ Glaucoma 

☐ TB    ☐ Stroke     ☐ Ulcers 

☐ Other: ______________ ☐ Other: ____________________  ☐ Other: _______________ 

SURGICAL HISTORY 

☐ Gallbladder   ☐ Hysterectomy    ☐ Appendix 

☐ R Hip ☐ L Hip  ☐ R Knee  ☐ L Knee    ☐ R Foot  ☐ L Foot 

☐ Colon   ☐ Bypass     ☐ Stomach 

☐ Bladder   ☐ R Hernia  ☐ L Hernia    ☐ Prostate 

☐ R Breast  ☐ L Breast ☐ Tonsils      ☐ R Cataract  ☐ L Cataract 

☐ Pacemaker   ☐ Coronary Stents    ☐ Implants 

☐ Heart Valve 

☐ Other: ______________     ☐ Other: ____________________  ☐ Other: _______________ 

SOCIAL HISTORY 

☐ Tobacco   ☐ Never  ☐ Quit   ☐ Present 

☐ Cigs per day: ________ ☐ Years of smoking: ________   ☐ Quit date: ________ 

☐ Alcohol   ☐ Never  ☐ Quit   ☐ Present 

☐ Weekends   ☐ Social  ☐ Daily   ☐ Type of alcohol: ________   

☐ Amount: ________ 

☐ Caffeine   ☐ Never  ☐ Quit   ☐ Present 

☐ Type: ___________   ☐ Amount: ________ per day 

☐ Other: ______________     ☐ Other: ____________________  ☐ Other: _______________ 

FAMILY HISTORY 

☐ Diabetes:   ☐Mother   ☐ Father   ☐ Grandparent   ☐ Brother   ☐ Sister   ☐Aunt   ☐ Uncle 

☐ Heart problems:  ☐Mother   ☐ Father   ☐ Grandparent   ☐ Brother   ☐ Sister   ☐Aunt   ☐ Uncle 

☐ Hypertension:  ☐Mother   ☐ Father   ☐ Grandparent   ☐ Brother   ☐ Sister   ☐Aunt   ☐ Uncle 

☐ Tuberculosis:  ☐Mother   ☐ Father   ☐ Grandparent   ☐ Brother   ☐ Sister   ☐Aunt   ☐ Uncle 

☐ Stroke:   ☐Mother   ☐ Father   ☐ Grandparent   ☐ Brother   ☐ Sister   ☐Aunt   ☐ Uncle 

☐ Cancer:   ☐Mother   ☐ Father   ☐ Grandparent   ☐ Brother   ☐ Sister   ☐Aunt   ☐ Uncle 

☐Type: _________________________             ☐Type: _________________________ 

☐ Other: ______________  ☐ Other: ____________________  ☐ Other: _______________  

RISK FACTORS 

Have you had any toxic exposures?   ☐ Yes  ☐ No 

Have you done any exotic travel?   ☐ Yes  ☐ No 

Do you have a healthy diet?    ☐ Yes  ☐ No 

Have you had a blood transfusion?   ☐ Yes  ☐ No 

Do you have pets?     ☐ Yes  ☐ No 

Do you have “Advanced Directives”   ☐ Yes  ☐ No 

Do you have a “Power of Attorney”?   ☐ Yes  ☐ No  

☐ Other: ______________    ☐ Other: ____________________   ☐ Other: _______________ 

 

IMPORTANT: HT _____ ft. _____ in WT ____LBS    

RECENT ☐ WEIGHT GAIN: _____#  TIME FRAME: _______      RECENT ☐ WEIGHT LOSS:_____#  TIME FRAME: _________ 
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COMPLETE CHINESE ASSESMENT: 

 
Lung (FEI):  

☐ Fever ☐ Chills ☐ Aversion to wind ☐ Catch colds often ☐ Perspiration  

☐ Shortness of breath ☐ Cough  ☐ Nasal Congestion ☐ Phlegm: ______________ 

☐ Chest tightness  ☐ Skin or body hair change   ☐ Dryness or Rash 

☐ Post nasal drip 
 
Spleen (Pi): 

☐ Appetite ☐ Thirst ☐ Taste ☐ Digestion ☐ Distention ☐ Loose stool 

☐ Nausea ☐ Low Energy ☐ Peaks and valleys  ☐ Clear thinking 

☐ Heaviness ☐ Four Limbs ☐ Musculature ☐ Strong ☐ Flaccid ☐ Weight gain 

☐ Weight gain ☐ Prolapse ☐ Bleed or bruise easily ☐ Varicose veins  

☐ BM's per day ____ ☐ Stools ______________   
 
Liver (Gan): 

☐ Pain  ☐ Hypochondriac ☐ Flank ☐ Headache ☐ Tinnitus ☐ Dizziness 

☐ Convulsions ☐ Tremors ☐ Numbness ☐ Anger ☐ Feelings of heat 

☐ Irritability ☐ Bitter taste ☐ Depression ☐ Moodiness ☐ Flexibility ☐ Tendons 

☐ Eye symptoms ☐ Redness ☐ Pain  ☐ Floaters ☐ Dryness ☐ Photophobia 

☐ Changes in visual acuity  

☐ Date of menarche/Menopause: _____- _____- _____ 

☐ PMS: Menstrual cycle length _____☐ Flow ____ ☐ Quantity ____ ☐ Date of last cycle _____- _____- _____ 

☐ # of pregnancy ____ ☐ # of live births ____ ☐ # of abortions ____  
 
Heart (XIN): 

☐ Predominant emotions? _________________ ☐ How have they changed? ____________ 

☐ Insomnia ☐ Dream disturbed sleep ☐ Palpitations ☐ Mania ☐ Joy ☐ Memory 

☐ Concentration ☐ Self-expression ☐ Fixed or ☐ Stabbing pain  
 
Kidney (Shen): 

☐ Back ☐ Knee ☐ Leg  ☐ Pain  or ☐ Cold ☐ Sexual Energy ☐ Fertility 

☐ Broken bones ☐ Grey hair ☐ Hair loss ☐ Urination frequency ____ ☐ Dribbling 

☐ Other qualities ☐ Vaginal discharge ☐ Seminal discharge  

☐ Ear symptoms ☐ Tinnitus ☐ Loss of hearing ☐ Lower body edema ☐ Difficult inhalation 

☐ Prostatitis  ☐ Thirst ☐ Night sweats  ☐ Hot flashes   ☐ Nocturia   

☐ Stress incontinence   
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PAIN ASSESSMENT QUESTIONNAIRE 
 

Are you currently in pain?    ☐ Yes ☐ No 

Is the source of your pain due to an injury?  ☐ Yes ☐ No 
If yes, please describe your injury and the date in which it occurred: 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
  
If no, please describe how long you have experienced this pain and what you believe it is attributed to: 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
 

Please Use the Area(S) And Illustration Below to Describe the Severity of Your Pain. 
                

Example: Neck____________________ (0= no pain, 10= severe pain) 
                  0   1  2  3  4  5  6  7  8  9  10  
 

 Area 1.______________________  Area 2.______________________ 
             1  2  3  4  5  6  7 8  9  10               1  2  3  4  5  6  7  8  9  10 
 
 Area 3.______________________  Area 4.______________________ 
             1  2  3  4  5  6  7  8  9  10               1  2  3  4  5  6  7  8  9  10 
 

Use The Letters Provided to Mark Your Area(S) Of Pain On the Illustration. 
 

A = Ache  B= Burning N=Numbness S= Stiffness T=Tingling Z=Sharp/Shooting 
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
By My Signature, I Attest That I Have Read and Answered This Questionnaire Truthfully. (MANDATORY) 
  

Date: ____________________ 
 
Patient Signature or Representative: _______________________________ Print Name: _________________________________  
 
 

Thank you for taking the time to complete this health history medical questionnaire. The information derived from all of these forms will provide  
invaluable data in identifying the underlying problems of your health concerns rather than simply treating the symptoms alone.  
Welcome to Vanguard Medical Center and we look forward to helping you achieve lifelong health and well-being.  
 
Sincerely, 

Belinda McCracken DOM, L.Ac., RN. 
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