
PATIENT INFORMATION
(Please Print)

PERSONAL INFORMATION

Patient’s Name: _____________________________________________________________ Sex: ____M ____F SS# _______/______/_________

Last First Middle

Date of Birth ________/_______/________ Marital Status: ____ Single ___Married ___ Divorced ___Others Occupation _________________

Address ____________________________________________________ City ________________________________ Zip _______________________

E-mail _________________________________ Home Tel _____________________ Work Tel ___________________ Mobile _____________________

Employer _____________________________________________________________________________________ Tel ________________________

Address ___________________________________________________ City __________________Zip__________ Fax ________________________

Emergency Contact Name ___________________________________________________________________________ Relationship ________________

Last First Middle

Address ___________________________________________________ City ____________________Zip ___________ Phone _____________________

Work Related Injury ______ Yes ______ No Personal Related Injury ______ Yes ______ No Date of Injury _____/____/____

INSURANCE INFORMATION

Primary Carrier___________________________________________ Secondary Carrier __________________________________________________

Address _____________________________________________________________ City _________________________ Zip _______________________

Adjuster _______________________________________ Phone _________________ Fax ____________________ Claim No _________________

IF SOMEBODY OTHER THAN PATIENT IS RESPONSIBLE FOR PAYMENT, COMPLETE BELOW.

Insured’s Name: ___________________________________________________________ Sex: ____M ____F SS# _______/______/________

Last First Middle

Relationship to Patient ________ Spouse _______ Child _____ Other Date of Birth _______/_______/_____________

Address ___________________________________________________ City __________________Zip__________ Phone _____________________

ATTORNEY INFORMATION

Attorney Name __________________________________ Law Firm ____________________________________________________________________

Address ________________________________________________________________________ Phone __________________ Fax __________________

ASSIGNMENT OF BENEFITS

I hereby understand and agree to assign the full insurance benefit payments to which I am entitled directly to the provider. This assignment may not be
superseded by any other claim for assignment of benefits and may only be revoked in a writing signed by both assignor and assignee. A photocopy of
this authorization is accepted with the same authority as the original.

FINANCIAL AGREEMENT

I understand that I/we are personally responsible for all services rendered in our office and that all fees are charged directly to me/we (except Worker’
Compensation). In the event legal action should become necessary to collect an unpaid balance due for medical services rendered to me or my family, I/we
agree to pay reasonable attorney's fees or other such costs as the Court determines proper.

I have fully read, understood and agree with the terms contained in this agreement and having no questions provide my signature.

Patient/Guardian Signature:__________________________________ Today’s Date: _______________________



INITIAL PATIENT VISIT FORM P1

Patient Name: ___________________________________ Date: _____/_____/______

Please provide the following medical information to the best of your ability.

What problems are you here for today? List any allergies to medications:

Past Medical History:

1. Please check the “Yes” or No“ box to indicate if you have any of the following illnesses; for “Yes” answers, please explain

Yes No Yes No

Diabetes □ □ ____________________ Stomach or intestinal problems □ □ ______________________

Hypertension (high blood pressure) □ □ ____________________ Allergy problems/therapy □ □ ______________________

Thyroid problems □ □ ____________________ Kidney problems □ □ ______________________

Heart disease/cholesterol problems □ □ ____________________ Neurological problems □ □ ______________________

Respiratory problems □ □ ____________________ Reproductory problems □ □ ______________________

Bleeding disorder □ □ ____________________ Other medical diagnosis □ □ ______________________

2. Please list any operations (and dates) you have ever had (including tonsils and adenoids):

3. Please list any current medications:

4. Pleases check any of the treatment you have had for your current problem(s):
□ Physical Therapy □ Chiropractic □ Nerve Block □ Massage □ Traction □ Others:_____________________

Social History: Yes No Please list details below

Do you smoke? List how much? □ □ _________________________________________________________________________

If no, did you smoke previously? □ □ _________________________________________________________________________

Do you drink alcohol? List how often? □ □ _________________________________________________________________________

Family History:

1. Please check the “Yes” or “No” box to indicate whether any relatives have any of the following illnesses.

If yes, please indicate which relative(s) have the problems.

Yes No

Heart problems/murmurs □ □ ___________________________________________________________________

Allergy □ □ ___________________________________________________________________

Diabetes □ □ ___________________________________________________________________

Cancer □ □ ___________________________________________________________________

Bleeding disorder □ □ ___________________________________________________________________

Anesthesia problems □ □ ___________________________________________________________________

Review of Systems:

1. Please check the “Yes” or “No” box to indicate if you have any of the following symptoms.

2. For any “Yes” response, please check the “current” box if this symptom relates to the reason for your visit today.

Yes No Current Yes No Current

GENERAL Chills □ □ □ Fever □ □ □

Fatigue □ □ □ Weight gain/ loss □ □ □

Insomnia □ □ □ Daytime sleepiness □ □ □

ALLERGY Environmental allergy □ □ □ Sneezing fits □ □ □



INITIAL PATIENT VISIT FORM P2

Patient Name: ___________________________________ Date: _____/_____/______

Yes No Current Yes No Current

EYES Eye pain/pressure □ □ □ Vision changes □ □ □

ENT Hearing loss □ □ □ Ear noises □ □ □

Dizziness □ □ □ Lightheadedness □ □ □

Nasal congestion □ □ □ Sinus pressure or pain □ □ □

Hoarseness □ □ □ Problem snoring, apnea □ □ □

Throat clearing □ □ □ Throat pain □ □ □

RESPIRATORY Cough □ □ □ Coughing blood □ □ □

Wheezing □ □ □ Shortness of breath □ □ □

CARDIAC Chest pain □ □ □ Palpitations □ □ □

Wake short of breath □ □ □ Ankle swelling □ □ □

GASTROINTESTINAL Difficulty swallowing □ □ □ Heartburn □ □ □

Stomachache □ □ □ Adnominal pain □ □ □

Poor appetite □ □ □ Thirsty/drink lots of water □ □ □

Constipation □ □ □ Diarrhea □ □ □

Nausea/vomiting □ □ □ Rectal bleeding □ □ □

URINARY Frequent urination □ □ □ Painful urination □ □ □

Blood in urine □ □ □ Prostate problems □ □ □

HEMATOLOGY/ Swollen glands □ □ □ Night/Daytime Sweating □ □ □

LYMPHATIC Bleeding problems □ □ □ Easy bruising □ □ □

ENDOCRINOLOGY Feel warmer than others □ □ □ Feel cooler than others □ □ □

SKIN Rash □ □ □ Hives □ □ □

Inching □ □ □ Skin or hair changes □ □ □

GYNECOLOGY Menstrual Pain □ □ □ Early/Late/No Period □ □ □

(FEMALE ONLY) Pregnant □ □ □ No Period □ □ □

Menopausal □ □ □ Prolonged Period □ □ □

PSYCHOLOGY Depression □ □ □ Anxiety or panic □ □ □

If you have any pain and related condition(s), please check the appropriate boxes below and mark on the figure.
Location
of Pain

Level
(1-10)

Constant/
intermittent

Stabbing Heavy Sore Dull Burning Numb/
Tingling

Spasms Weakness Please mark your conditions on the figure below
Pain: X, Spasm: S, Numbness: N , Weakness: W

Headache □ / □ □ □ □ □ □ □ □ □

Jaw □ / □ □ □ □ □ □ □ □ □
Upper back □ / □ □ □ □ □ □ □ □ □

Middle back □ / □ □ □ □ □ □ □ □ □

Lower back □ / □ □ □ □ □ □ □ □ □

Chest □ / □ □ □ □ □ □ □ □ □

Neck □ / □ □ □ □ □ □ □ □ □

Shoulders □ / □ □ □ □ □ □ □ □ □
Upper Arm □ / □ □ □ □ □ □ □ □ □

Elbows □ / □ □ □ □ □ □ □ □ □

Forearm □ / □ □ □ □ □ □ □ □ □

Wrists □ / □ □ □ □ □ □ □ □ □

Hands □ / □ □ □ □ □ □ □ □ □

Buttocks □ / □ □ □ □ □ □ □ □ □

Thighs □ / □ □ □ □ □ □ □ □ □
Knees □ / □ □ □ □ □ □ □ □ □

Legs □ / □ □ □ □ □ □ □ □ □

Ankles □ / □ □ □ □ □ □ □ □ □

Foot □ / □ □ □ □ □ □ □ □ □ Reviewed by:



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy
Practices or to document our good faith effort to obtain that acknowledgement.

I have received a copy of this office’s Notice of Privacy Practices.

{Please Print Name}

{Signature}

{Date}
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Dragon Acupuncture & Herb Center, Inc.

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are also required
to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We
must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes effect 04/14/2003,
and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are
permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our
Notice effective for all health information that we maintain, including health information we created or received before we
made the changes. Before we make a significant change in our privacy practices, we will change this Notice and make the
new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies
of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment
to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations.
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of
healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation,
certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you
may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an
authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by
your authorization while it was in effect. Unless you give us a written authorization, we cannot use or disclose your health
information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section
of this Notice. We may disclose your health information to a family member, friend or other person to the extent necessary
to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including
identifying or locating) a family member, your personal representative or another person responsible for your care, of your
location, your general condition, or death. If you are present, then prior to use or disclosure of your health information, we
will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency
circumstances, we will disclose health information based on a determination using our professional judgment disclosing only
health information that is directly relevant to the person’s involvement in your healthcare. We will also use our professional
judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a person
to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without your
written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.
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Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are
a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your
health information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence,
counterintelligence, and other national security activities. We may disclose to correctional institution or law enforcement
official having lawful custody of protected health information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders
(such as voicemail messages, postcards, or letters).

Change of Ownership. In the event that our business is sold or merged with another organization, your health
information/record will become the property of the new owner.

PATIENT RIGHTS
Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request
that we provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably
do so. (You must make a request in writing to obtain access to your health information. You may obtain a form to request
access by using the contact information listed at the end of this Notice. We will charge you a reasonable cost-based fee for
expenses such as copies and staff time. You may also request access by sending us a letter to the address at the end of
this Notice. If you request copies, we will charge you $0.2 for each page, $10 per hour for staff time to locate and copy your
health information, and postage if you want the copies mailed to you. If you request an alternative format, we will charge a
cost-based fee for providing your health information in that format. If you prefer, we will prepare a summary or an
explanation of your health information for a fee. Contact us using the information listed at the end of this Notice for a full
explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed
your health information for purposes, other than treatment, payment, healthcare operations and certain other activities, for
the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a 12-month period, we may
charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement
(except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information by
alternative means or to alternative locations. {You must make your request in writing.} Your request must specify the
alternative means or location, and provide satisfactory explanation how payments will be handled under the alternative
means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it
must explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this
Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access
to your health information or in response to a request you made to amend or restrict the use or disclosure of your health
information or to have us communicate with you by alternative means or at alternative locations, you may complain to us
using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S.
Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S.
Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer: Min Shi, Ph.D., L.Ac.
Telephone: (949)727-0898 Fax: (888)682-8119
E-mail: dragonacupuncture@hotmail.com
Address: 18 Endeavor, Ste 301, Irvine, CA 92618






