FOUR SEASONS WELLNESS 

LOW COST ACUPUNCTURE CLINIC INFO

Name________________________________________Birthdate__________​_________
Phone_______________________________
Address_________________________________________________________________
City________________________________________State__________ZIP___________

Email___________________________________________________________________
Occupation__________________________ Employer____________________________
Emergency contact__________________________Phone_________________________
Physician________________________________________________________________
What problem would you like to work on today? ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Medical History (Surgeries, chronic diseases, major accidents):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medications/Supplements:
_________________________________________________________________________by




















































​​​​​​​​​​​​​​_______________________________________________________________________
________________________________________________________________________

________________________________________________________________________

Please put a check mark by any of these conditions that apply to you:
Are you seeking treatment for a recent injury or accident? ______

           If so, have you seen a doctor?_______
Are you pregnant or think you may be pregnant?_______
Are you taking any blood thinners?______________
Do you have uncontrolled migraines, hypertension, or diabetes? _________
Do you faint easily? __________
Do you have a pacemaker or defibrillator? __________
FOUR SEASONS WELLNESS

LOW COST CLINIC INFORMATION

Please initial at the end of each line and sign at the bottom:

I understand that in this low cost clinic setting that the acupuncturist is not taking a complete medical history, and I may not get advice on herbs, supplements, diet, exercise, or give any guidance to prevent recurrence of symptoms. ___________
I understand that this clinic is an adjunct to standard medical care can not substitute for evaluation and care by a medical doctor. __________

I understand that this type of treatment is geared toward symptomatic relief only, not to curing any disease. ______________
I understand that my symptoms may recur more quickly than if I received a standard acupuncture consultation and treatment. _____________
I understand I am being treated in an area where other clients may be present. I agree to maintain the privacy and confidentiality of others.   ____________
I understand that this type of treatment is not intended for patients with multiple medical problems or complex conditions. ______________

I understand that I may need treatments 2-3 times a week for at least the next 2 weeks for optimal results. ____________
Signature_______________________________________________Date_____________
You may continue your normal activities today after your treatment. You may need to sit in the waiting room a few minutes after the session to ‘wake up’.  

Please drink extra water to remove toxins and prevent soreness. 

