
Confidential New Patient Information Form  

                                                       
Legal Name: Date of Birth:

Preferred name, or what you’d like us to call you: Pronoun(s) you use:

Home address: 

Street                                                                                 City                                                     State         ZIP
Best phone to reach you: Alternate phone: Email:  (optional)

Occupation(s):

Primary physician name & phone number: Emergency contact name & phone number: 

Relationship to you:
How did you hear about us? Have you had acupuncture before?   

What is the main issue that you're hoping acupuncture can help with?

How long has this been an issue? 

What makes it better?

What makes it worse?

Does this issue interfere with your ability to work?          Does it interfere with your ability to rest?  

How much is this issue affecting your quality of life? (circle below: zero= no effect at all; 10=huge effect) 
If the issue is pain, please circle both the *minimum* and *maximum* levels of pain it has been 
causing lately.

0--------1--------2--------3--------4--------5--------6--------7--------8--------9--------10

PLEASE COMPLETE BOTH SIDES

Y / N

Y / N

Y / N



Is there a second issue you are looking to address?

How long has this been an issue? 

What makes it better?

What makes it worse?

Does this issue interfere with your ability to work?                   Does it interfere with your ability to rest? 

How much is this issue affecting your quality of life? (circle below: zero= no effect at all; 10=huge effect) 
If the issue is pain, please circle both the *minimum* and *maximum* levels of pain it has been 
causing lately.

0--------1--------2--------3--------4--------5--------6--------7--------8--------9--------10

Is there anything else you would like us to know about your health history, or current health?

When was your last complete medical 
exam?

Do you have a good support network (friends, family, 
community)?

If applicable, what was the date your last menstrual period started (if post-menopause, just the year):  

Are your cycles regular?  Y / N

Are you currently trying to get pregnant? Y / N

Past or Current pregnancy?  (circle any that apply)

How much sleep do you get on average? 
 
Enough   Not Enough   Hardly Any   Too Much

Do you have enough energy to get through your day?
         Yes         No       Sometimes

Do you have issues with digestion?

Never       Occasionally           Sometimes     
   Always 

Do you have any trouble with elimination ?

Yes        No      Sometimes      Too Fast    Too Slow  

Circle any that apply: Anxiety or nervousness Asthma

Depression Irritability Hepatitis C

Hard to focus Excessive Fear HIV

Dizziness or Vertigo Thyroid/Endocrine Issues

Frequent Colds

COPD

Hormonal Changes
Cancer

Allergies

Auto-Immune DisorderDiabetes
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Y / N Y / N



COMMUNITY ACUPUNCTURE INFORMED CONSENT TO TREAT
Please read and sign the following

I consent to receive acupuncture treatments and other procedures within the scope 
of acupuncture practice (for myself or for the patient named below, for whom I am 
legally responsible) from the staff at Providence Community Acupuncture (PCA). I 
understand that acupuncture involves the insertion of fine needles at specific points 
on the body. Acupuncture is considered to be a very safe method of treatment, but I 
understand that side effects can occur. Possible side effects of acupuncture include 
bruising, bleeding, numbness or tingling near the needling sites that may last a few 
days, dizziness, and fainting. I understand that PCA uses sterile, single-use 
acupuncture needles only.

If an acupuncturist recommends it, I may choose to use Chinese herbal medicine. 
Chinese herbal medicine is generally considered to be very safe, and I understand 
that herbs should be taken as directed by the acupuncturist. I will discuss with an 
acupuncturist any concerns I have or side effects I experience while taking herbs. 

On rare occasions we send patients home with a topical herbal treatment called 
moxa. If recommended to me I understand that I will be given printed instructions 
that I should follow.  I understand I should inform the acupuncturist as soon as 
possible of any questions or concerns that come up.

I understand that PCA provides acupuncture in a community setting. The purpose of 
this setting is to allow as many people as possible to access treatment, and to 
decide for themselves how they wish to use acupuncture to manage their health. 
Common side effects of acupuncture treatment in a community room include deep 
relaxation, falling asleep, and snoring. I understand that if I need to be woken up at a
certain time, I will let the acupuncturist know. I understand that at times, someone 
else might be sitting in my favorite recliner. I understand that community 
acupuncture involves actual community with a wide variety of people, and may at 
times require some flexibility, patience, or understanding from me.

I understand that acupuncture needles are very small. A different acupuncturist may 
remove the needles than the one who inserted them and so I may need to help my 
acupuncturist locate all of the needles at the end of my treatment and before I leave 
the clinic. I understand that PCA needs to treat a high volume of patients in order to 
keep its prices as low as they are, and I am willing to participate in my own treatment
process.

I understand that while this form describes major risks of treatment, other side 
effects and complications may occur. I do not expect the acupuncturists to be able to
anticipate or explain all possible risks and complications of treatment. I understand 
that results are not guaranteed. I understand that acupuncture is a process, and that 
results will be best when I receive acupuncture regularly and as frequently as my 
acupuncturist recommends. I will ask my acupuncturist if I have questions about my 
treatment or about the risks and benefits of acupuncture. 

PLEASE READ AND COMPLETE BOTH SIDES 



(INFORMED CONSENT CONTINUED)

I understand that PCA does not provide primary care, nor Western (allopathic) 
medical care. I will plan to see a medical doctor for those services and for routine 
check-ups. 

I understand that my records will be kept confidential and will not be released without
my written consent. Clinical and administrative staff may review my records as 
needed.

I have read this information (or had it read to me), and I have had an opportunity to 
ask questions. By signing below I voluntarily give consent to receive acupuncture as 
treatment for my present condition and for any future conditions.

Name of Patient (please 
print)_______________________________________________

Patient’s (or representative of patient) Signature 
___________________________________

Date_________________________

FINANCIAL AGREEMENT
Please read and sign the following

PCA makes every attempt to make alternative health care, as acupuncture and 
Chinese medicine, available to as many people as possible, at the most affordable 
rates. 
 
In respect for our intention to offer high quality health care at affordable prices, we 
ask for 12 hours notice in advance of an appointment if it is necessary to cancel or 
reschedule an appointment.  
 
All appointments that are rescheduled or cancelled with less than12 hour advance 
notice, and appointments missed without notice, will be charged a $20 fee. For 
appointments that have been purchased in a package or pre-paid, the missed, 
cancelled or rescheduled appointment will be deducted from the package or credit. 
Payment is expected at time of treatment. 

Thanks for your understanding!

        YOUR NAME________________________________ 

 
YOUR SIGNATURE ___________________________                     DATE___________


