Welcome to Acupuncture OCMD
9935 Stephan Decatur Highway
Unit 141 Office #1
Ocean City, MD 21842
www.acupunctureocmd.com
443-895-8939
ACUPUNCTURE NEW PATIENT PAPERWORK
Name:	  ___________________________________________________________________________
Address: ___________________________________________________________________________
	  ___________________________________________________________________________
Phone:_____________________________________________________________________________
Email: _____________________________________________________________________________
Birthdate: ________________________
EMERGENCY CONTACT NAME AND PHONE NUMBER:________________________________________


CHIEF COMPAINT/REASON FOR YOUR VISIT:_________________________________________________
Date it began:_________________________________________________________________________
Describe any other health concerns you would like to address:__________________________________
			_________________________________________________________________
			_________________________________________________________________
Do You Have a Western Medical Diagnosis from a Doctor?______________________________________
Do you have any other major health problems, surgeries, or illnesses?  Please list (pacemaker, heart condition, diabetes, etc)_________________________________________________________________
			_________________________________________________________________
Are you pregnant or think you may be? _______________________________________________
Please list all pharmaceuticals and herbs you are taking and the reason:
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
How did you hear about ACUPUNCTUREOCMD? _____________________________________________

ACUPUNCTURE OCMD
Notice of Privacy Practices Receipt Acknowledgement
Purpose: This form is used to confirm that the individual who has consented to Acupuncture treatment, has read and has agreed to the Notice of Privacy Practices.  An electronic copy of The Notice of Privacy Practices is found on the “Treatments” page of www.acupunctureocmd.com.  Additionally, a paper copy is on hand in the office to be read prior to treatment.  A patient may request a paper copy to keep for their records of the Privacy Policies at any time.  
 ************************************************************************ 
I, __________________________________________________________, acknowledge that I have read and agree to the Acupuncture OCMD Notice of Privacy Practices. 

Signature: ________________________________________Date: ______________________
If this acknowledgement is signed by a personal representative on behalf of the individual, complete the following:
Personal Representative’s Name: _______________________________________________ 
Relationship to Individual: _____________________________________________________













INFORMED CONSENT TO ACUPUNCTURE TREATMENT AND CARE
I hereby request and consent to the performance of Acupuncture and other procedures within the Scope of the Practice of Acupuncture on me (or the person listed below, for whom I am legally responsible) by one of the licensed acupuncturists at Acupuncture OCMD. I have had the opportunity to discuss with one of the Acupuncturists the nature and purpose of acupuncture. I understand and am informed that, as in the practice of medicine, in the practice of Acupuncture, there are some potential risks to treatment, for example (but not limited to) nausea, bleeding, bruising, and pneumothorax.  I do not expect the Acupuncturist to be able to anticipate and explain all risks and complications prior to administrating Acupuncture. I wish to rely on him or her professional judgment during the course of the procedure, and based upon the facts then known, to proceed with treatment in my best interests. 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. 

Print Patients Name _______________________________________________
Patients signature ________________________Date _____________________

If this consent is signed by a personal representative on behalf of the patient, complete the following: 
Personal Representative’s name ____________________________________
Relationship to patient ____________________________________________

