MAI Acupuncture Clinic

566 Bryne Drive, Unit C1, Barrie, L4N 9P6

(705) 721 - 7979

Application for Treatment

Personal Information Date
Insurance | OY ON

Name

First Middle Last Gender OMale JFemale

Postal

Add

ress Code

Date of Birth Occupation

Phone Home Cell Work

Email Emergency Contact

Chief Complaint

Current
Medication

Physician

Contact Number

Purpose of Visit

OConsultation only [OConsultation with Treatment

Treatment Modalities

0 Acupuncture [J Herbal Medicine [J Tuina Massage [] Other

Other

Past Traditional Chinese Medicine History

Have you ever been treated with Traditional Chinese Medicine? [ Yes
If yes, please check any treatments you have received.

O No

O Acupuncture [ Herbal Medicine [ Tuina Massage [ Moxibustion [ Cupping [ Other

Medical History

Your Past Medical History:

OAIDS

OHIV

OHVB (Hepatitis B)
OCancer

[Diabetes

OHigh Blood Pressure
OHeart Disease, Stroke
OAllergies

OAlcoholic

OArthritis

[ISeizures

OThyroid Disease
CJSurgeries

OVenereal Disease
OSignificant Trauma
(auto accident, falls etc.)
OChildhood lliness
COONone

OOther:

Family Medical History:

CCancer (Mother/Father/Other)

ODiabetes (Mother/Father/Other)

[COHigh Blood Pressure (Mother/Father/Other)
[OHeart Disease, Stroke (Mother/Father/Other)
OAllergies (Mother/Father/Other)

DArthritis (Mother/Father/Other)

OSeizures (Mother/Father/Other)

ONone

OOther:

Additional description of the above illness or allergies (Please write below)
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MAI Acupuncture Clinic 566 Bryne Drive, Unit C1, Barrie, L4N 9P6 (705) 721 - 7979

Informed Consent for Traditional Chinese Medicine Treatment and Electronic Transmission

| hereby request and consent to receive Traditional Chinese Medicine (mentioned as TCM hereinafter)
treatments including acupuncture, herbal medicine, Tuina massage, and other related modalities within the
scope of practice of TCM practitioners and Acupuncturists performed in Mai Medical Health Centre.

| understand that, as with all health care, while rare, there may be some risks to treatment, including;

e With acupuncture:
o Occasional bruising, post-needling sensation, fainting, miner bleeding, blistering, nausea,
infection and shock.
o Possible reasons for these symptoms are nervousness, hunger, extreme tiredness, muscle
tension, or moving of the body after needling
e With herbal medicine:
o Risk of reactions to treatment including nausea, vomiting, dizziness, headaches, malaise or
general worsening of symptoms
o Unknown interactions between western medications and Chinese herbal medicines
e Other modalities (Cupping Therapy):
o Risks relevant to treatment such as bruising or bleeding and pain
| also understand that transitions in healing (known as healing crisis) may also produce temporary periods
of discomforts including emotional upset, fatigue, malaise, headaches, dizziness, rashes or breakouts,
nausea, vomiting or general worsening of symptoms. TCM treatments in general are safe and effective for
the prevention and treatment of a wide range of health conditions and for the promotion of general well-
being. However, it is not intended to replace tests or treatments recommended by your physicians.

| acknowledge that the above treatments and all their ramifications have been fully explained to me and |
do not expect the practitioners to be able to anticipate and explain all possible risks and complications. |
also absolve the clinic and its practitioners if | experience from any unexpected results of the treatment. |
further agree to not commence lawsuit of any kind against all parties mentioned.

| hereby assigned benefits payable to the eligible claims to the Provider responsible for submitting my
claims electronically to the group benefits plan and | authorize the insurer/plan administrator to issue
payment directly to the Provider. | authorize my health care provider to collect, use and disclosure personal
information concerning any claims submitted on my behalf. If | am a spouse or dependent, | confirm that |
am authorized by the plan member to execute an assignment of benefit payments to the Provider.

Name of the Patient/Guardian Signature Date: YY/MM/DD

Cancellation Policy

The clinic requires 24 hours notice when cancelling an appointment. Please be aware that a fee of $50 will
be applied for late cancellation or missed appointment.

Cancellation Agreement

| understand that | am responsible for payment in full for appointments that are missed without 24 hours
notice (1 business day).

| have read and agree to the above policy.

Name of the Patient/Guardian Signature Date: YY/MM/DD
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MAI Acupuncture Clinic 566 Bryne Drive, Unit C1, Barrie, L4N 9P6 (705) 721 - 7979

General Health Information

To assist us in providing you with the best possible care, please fill out the following questionnaire accurately and
thoroughly. Your answers will be kept totally confidential.

General information on your health condition

Ogeneral chills (Omild (Jsevere) [ aversion to cold [Jcold limbs [Jcold lower back [Jcold abdomen
Otidal fever [Onight fever afternoon fever (Omild fever (Jhigh fever [(Jtidal fever (Jhot flashes

Chills/Fever . . . -
Oaversion to heat [Javersion to wind (Jheat in the palms, soles and chest
Oalternating chills and fever [easily catch cold [Jno chills or fever
. Ono sweating Oprofuse sweating [Jnight sweating [Jspontaneous sweating [(Jexhaustion sweating
Sweating .
Osweating on the palms, feet and chest [(Jnormal
Sleep Onormal Oeasily fall asleep Oinsomnia [Jeasy to wake up and difficult to fall asleep again
[Oeasy to wake up but easy to fall asleep again [Jshallow sleep with easily awakened
Sleeping Odifficult to fall asleep when alone due to fear [Jdream disturbed sleep [(Jexcessive dreams
Hours: Osleep walking [Jsleep talking COnightmares [Jseeing ghost [Jwake up to urinate
____/day | Oheavy feeling upon waking [Jsomnolence (sleepiness during the day) [Jother:
Head Overtigo [Jdizziness [Jedema or swelling (Jpoor memory [Jheaviness [Jfainting (Jnormal
Headache Location | Ofrontal Joccipital Overtex [(Jboth sides [Osinusitis [Jno headache
Quality Odull Osharp Omoving Cstabbing (fixed (Jburning CJoppressing [Theavy
Eyes Ored eyes [Jdry eyes [Jbulging eyes [Oblurred vision [Jshort-sightedness [Onight blindness [Ofloaters
Otearing Ophotophobia CJpain Oitching on eyelids (Jswelling CJnormal
Ears Oringing in the ears (Jtinnitus (Jdeafness [(Jdiminished hearing (Jnormal
Nose Onasal discharge ([(Jclear white (Jyellow sticky) [Jnasal congestion [Jrhinitis [Jflaring sensation
Osneezing Jnormal
Mouth/Lips | (Odry mouth [Odry lips Oulcers [(Onormal
Throat Odry throat (Jsore throat [difficult to swallow [Ofrequent clearing [Jfeel something in the throat
Cnormal
Thirst Ono thirst (Jthirst with desire to drink (CJwarm drink (Jcold drink) [J thirst without desire to drink
Appetite Opoor [(excessive [Jreduced recently (increased recently [Jno hunger
Ohunger without desire to eat [Jhunger even after overeating [Jnormal
Diet Olirregular Oregular [Jvegetarian ‘ Crave for: [Jspicy [Isweet [Jgreasy [Jsalty (Jraw [Jnone
Digestion Onausea [Jvomiting (Jhiccup Obelching CJvomiting after eating [(Jacid regurgitation [(Jgas (Jnormal
Cother:
Taste Taste in the mouth: [Jnone Jbitter (Jsweet [Jsour [Jsalty (Jpungent [Jsticky sensation [Jlack of taste
Chest Opain Ooppression [(Dpalpitations (Jfullness [(Jshortness of breath CJwheezing [Jsighing
Ocough with(COno sputum [ sputum difficult to expectorate [] sputum easy to expectorate
O blood-streaked sputum [] chest pain radiating to left shoulder, back and arm Jother:
Abdomen Opain worse on pressure or warmth [Jpain alleviated by pressure or warmth Jfullness [Jdistention
Opain, distention or fullness on the lateral costal region (rib-side or below rib-side) (Jborborygmus
Cgas with flatus (farting)
Back Oupper back pain CJlower back pain [Jsoreness [Jcoldness [Jother:
Limbs Ocoldness COnumbness [tingling (spasm [Jpain [(Jedema Jjoint pain (see below) (Jtremor
Joint pain Oknee joint [Jelbow joint (Jmoving pain [Jfixed pain with heavy sensation [Jhot, burning pain
Opain alleviated by warmth [Jdue to injury (Jother:
Skin Oitchy OOdry Omoist CJedema Orashes (Jcarbuncles [allergic (Jbrittle nails CJother:
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Urination and Bowel Movements

Ofrequent urination (Jhesitant urination (difficult to urinate (Jdribbling CJincontinence
Quality Ourgent urination [(Jburning sensation on urination [Jpainful urination [Jenuresis
Urination Obloody urination [Jstone urinary blockage [Jnormal
Amount Oscanty [Jcopious [Jnormal Frequency ‘ times / day
Color Oclear (Odark yellow Omilky (Jturbid [(Onormal yellow
General Oconstipation [Jdiarrhea (Owatery (Jfoul-smelling (Jdawn) [(Jdysentery
Oalternating constipation and diarrhea [OJnormal
Quality [Odry stools [Jhard stools [Jloose stools [Jundigested food in the stools
Defecation O stools with mucus [Jstools with pus (Obloody stools [(Jfoul-smelling CJnormal
& Shape Owell formed Jshapeless [Jthin stools [Junsmooth [Jpencil-like stools
Bowel [(hard initial stools followed by loose stools
Movement Condition Ourgent defecation [(Jtenesmus [Jfecal incontinence (difficult but successfully pass out
Otry to pass out with no result (Jburning sensation around the anus
Color Onormal yellow (Odark yellow [Jblack tar-like CJgrayish white (Jother:
Frequency | times/dayor___ times/week

Emotions and Stress

Fatigue Ofatigued Osleepiness [(Jheavy head and limbs [Jlassitude [(Ofatigue with desire to lie down

Onormal Oirritable OJanxious [Jdepressed [fearful Crestless Cprone to anger CJmood swinging

Emotion . . L
Omanic tendencies [Jeasy to cry [Jover-thinking [(Jnervous

Stress Causes Level /10
Energy Feeling Level /10
Female Condition

Menarche Age Date of last period Duration (flow)

. Intervals Amount Clots

Menstruation -

Color Contraception Yy ON Menopause Yy ON

PMS Other discomfort
Pregnancy OYes ONo Child Birth
Leucorrhea Color Smell Amount

Male Condition

Onormal Oseminal emission CJimpotence [Junable to erect (Jpremature ejaculation (Jnocturnal emission
Onocturnal emission with dream [Jno sexual desire [Jexcessive sexual desire [Jprostatic hypertrophy [other:

Life Style

Clon diet [Jexercise ( times/week: ) Osmoking ( cigarettes/day) CJdrug
Omeditation [Jyoga [alcoholic drinking ((Jslight [Jheavy) Frequency of drinking ( times/week) [Jother:

Other helpful information for your treatment

Thank you for your cooperation!
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