Dr. Nirali Patel, DAOM, L.Ac

Unique Remedy

ACUPUNCTURE NEW PATIENT PACKET
Welcome to Unique Remedy Acupuncture and thank you for scheduling your appointment with me!

1. Please Sign all forms:

- HIPPA Notice Privacy Disclosure And Policies
- Arbitration Agreement
- Informed Consent To Receive Treatment
- Financial Policies
2. Please fill out the Acupuncture Treatment intake form
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Please let me know if you have any questions! I look forward to meeting you.

Please let me know if you have any questions! I look forward to meeting you.

HIPPA NOTICE PRIVACY DISCLOSURE AND POLICIES
As a patient at this clinic, you have the right to know how your private, confidential healthcare and personal information is
being protected. Below are the methods in which your information is secured confidentially in accordance with the
Health Insurance Portability and Accountability Act of 1996 (HIPPA). This notice describes the policy for how medical
information about you may be used and disclosed, how you can get access to this information, and how your privacy is
being protected.
O
O
O
O

Limited access to facilities where information is stored
Policies and procedures for handling information
Requirements for third parties to contractually comply with privacy laws
All medical files and records (including email, regular mail, telephone, and faxes sent) are kept on permanent file

Public Interaction: Should I see you socially, by coincidence or intent, I will not acknowledge how we are acquainted
unless you infer consent through introduction, etc.. It is my preference to discuss your health in the office setting only to
protect you privacy and ensure that important information is kept in your chart.
Consultations: I consult with other healthcare practitioners and clinical specialists while working on patient cases and
treatment plans. These conversations and transfers of information by phone, in person, by fax, or email are confidential,
and names are not used unless necessary and consent is provided from you either verbally or in writing. In administering
your health care, I may gather and maintain information that may include these examples of non-public personal
information
O
O

From your medical history, treatment notes, all test results, and any letters, faxes, emails or telephone
conversations to or from other health care practitioners.
From health care providers, insurance companies, workman’s comp and your employer, and other third party
administrators (e.g. requests for medical records, claim payment information)

Records Release: Your confidential healthcare information is private and cannot be copied and shared with anyone else
without your written, signed consent. In some cases, if time does not permit, your verbal approval may be accepted after
proper identification is acquired. Copies of released records are sent by mail or fax, and are accompanied by a
Confidential Patient Information Cover Sheet if faxed.
Definition and Penalties to Comply: Protected health information is any information, whether oral or recorded, in any form
or medium that: 1) is created or received by a healthcare provider, health plan, public health authority, employer, life
insurer, school or university, or healthcare clearing house in the normal course of business, and 2) relates to the past,
present, or future physical or mental health or condition of an individual; the provision of healthcare to an individual; or
the past, present, or future payment for the provision of healthcare to an individual. This information may reside in any
medium: tape, paper, disc, fax, email, and/or digital voice message.
I have read and understand my right to privacy, as stated above, and agree to have Nirali Patel, Licensed Acupuncturist
maintain my records confidentially in accordance with the law. I agree to inform Nirali Patel, Licensed Acupuncturist if I
need any special arrangements pertaining to this issue.

Patient Print name: ________________________________ Patient Signature: ____________________________________ Date: _____/_____/_____
Guardian Print name: _____________________________ Guardian Signature: _________________________________ Date: _____/_____/_____

Nirali Patel
Practitioner Print name: ____________________________
Practitioner Signature: ________________________________ Date: _____/_____/_____

Guardian Print name: _____________________________ Guardian Signature: _________________________________ Date: _____/_____/_____

INFORMED CONSENT TO RECEIVE ACUPUNCTURE TREATMENT
By signing below, I do hereby request and voluntarily consent to the performance of acupuncture treatments and other procedures
within the scope of practice of acupuncture on me (or on the patient named below, for whom I am legally responsible) by the
acupuncturist named above and/or other licensed acupuncturists who now or in the future treat me while employed by, working or
associated with or serving as back-up for the acupuncturist named below, including those working at the clinic or office listed above or
any other office or clinic, whether signatories to this form or not.
I understand that methods of treatment may include, but are not limited to, acupuncture, Moxibustion, cupping, electrical stimulation,
Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling.
-

-

-

-

-

Acupuncture: This is a safe treatment involving the insertion of fine sterile and single use needles through the skin. Treatments
can occasionally produce a mild but temporary discomfort, usually achiness, tingling or soreness at the acupuncture site.
Treatments can also cause slight bleeding and will rarely leave a non-painful bruise at the acupuncture site. Other possible risks
from acupuncture include dizziness and fainting. I agree to come to each session having eaten within the past 3 hours, and I will
report to my Licensed Acupuncturist any dizziness or light-headedness that occurs during or after an acupuncture treatment.
Extremely rare risks of acupuncture include nerve damage, organ puncture and infection. These risks have an extremely low
incidence, especially when acupuncture is administered properly by a Licensed Acupuncturist.
Traditional Chinese Herbal Medicine Treatments: Chinese herbs have been used safely for centuries. Infrequently, one may
experience digestive upset or other reactions to herbs. If I experience any discomforts related to the use of any herbs I am
prescribed, I understand that I should stop the herbs and that I am responsible for informing my Licensed Acupuncturist of my
symptoms. Some herbs may be inappropriate during pregnancy or breastfeeding. I accept full responsibility to inform my
practitioner immediately if I am pregnant or breastfeeding, or if I am attempting or suspecting pregnancy. With all herbal
treatment, I agree to follow the prescribed dosage and administration guidelines given to me by my acupuncturist. I will inform my
practitioner if I am taking any medications, or if there are any changes in my medications, before any herbal treatment is initiated.
Heat Treatments with Moxa or a TDP Lamp: These methods are used to warm areas of the body to promote health. Every
precaution is taken to prevent over-warming, but the rare possibility of mild burns exists.
Cupping: This technique involves a localized suction produced by heating a small glass cup. A plastic suction cup may also be
used. There is a possibility of local bruising from this suction. Very rarely, a slight burn or blister may appear due to the heat. The
first time I experience Cupping, my body’s immune system can temporarily react to this release as it might with the flu –
producing flu-like effects like nausea, headache, aches.
Gua Sha: Gua Sha is light scraping on the skin in a small area using a smooth-edged instrument. This often results in bruising of
the treated area. The bruising, which is not painful, usually resolves in 3-7 days.
Electro-Acupuncture: A mild electric micro-current similar to a TENS treatment may be used to stimulate the acupuncture
points. A mild tingling or tapping sensation will be felt during treatments. Occasionally a mild achiness or soreness will be felt at
the areas treated for up to a day after the treatment. I understand that I must inform my practitioner if I am using a pace maker or
have any heart or neurological condition prior to having this treatment.
Acupressure and Massage: Acupressure and massage are used to reduce or prevent pain, and to normalize the body’s
physiological functions. I will inform my Licensed Acupuncturist of any areas of injury or extreme discomfort, as well as any areas
where I have had surgery, prior to any massage. I understand that there may be muscle soreness or achiness as well as the
possible aggravation of symptoms existing prior to the treatment during or after massage. This may involve the use of applying
topical creams, carrier oils and essential oils.

I understand the clinical and administrative staff may review my patient records and lab records but all my records will be kept
confidential and will not be released without my written consent. By voluntarily signing below, I show that I have read, or have had
read to me, the above consent to treatment, have been told about the risks and benefits of acupuncture and other procedures, and
have had an opportunity to ask questions. I intend this consent form to cover the entire course of treatment for my present conditions
and for any future condition(s) for which I seek treatment.
Patients who are pregnant, have a pacemaker or heart condition, have a seizure disorder, or those with a bleeding disorder
or taking blood thinners should discuss this with the acupuncturist before proceeding with acupuncture. I understand that
there may be other treatment alternatives, including treatment offered by a licensed physician, as Nirali Patel is not a
primary care physician.
I have read and understand all of the above information and am fully aware of what I am signing. I understand that I may ask my
practitioner for a more detailed explanation. I give my permission and consent to treatment.
Patient Print name: ________________________________ Patient Signature: ____________________________________ Date: _____/_____/_____
Guardian Print name: _____________________________ Guardian Signature: _________________________________ Date: _____/_____/_____

Nirali Patel
Practitioner Print name: ____________________________
Practitioner Signature: ________________________________ Date: _____/_____/_____

FINANCIAL POLICIES
We offer several methods of payment for your acupuncture treatment and you may choose the plan which best suits your needs.
Please read carefully and choose the plan which you prefer. This information will enable us to better serve you and help us avoid
misunderstandings in the future. If special financial arrangements are necessary, please consult with Nirali Patel during your initial
consultation.

OUR MAIN CONCERN IS YOUR HEALTH AND WELL-BEING AND WE WILL DO OUR BEST TO HELP YOU

PLAN ONE:Self-pay
The self-pay
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If you have insurance, we will bill for you as a courtesy. We will check your benefits for you and bill accordingly.
However, if we are given incorrect information from your insurance company, you will be responsible for any payments.
PLAN TWO: If you have insurance, we will bill for you as a courtesy. Payment for deductibles, if it has not been met is the
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If you choose plan two – Please note that some insurance companies will send all of the practitioner payments to you, in
process.
your name. In order for us to streamline our process in receiving payments for treatments, we are asking to have a valid credit card
on file from you, which will be kept in a secure place. Once you have received payments for your treatment(s), you have 7 days to
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Fees are as follows: Acupuncture new patient $220, Acupuncture facial new patient $220, Cupping new patient $60, Skin
consultation new patient $60, Supplements and herb consultation new patient $60, Acupuncture follow-up $125,
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appointment in full. Being 15 minutes late to your appointment without prior notification is considered a no show. Your credit card on
Please note, acupuncture appointment confirmation emails and reminders are a courtesy - missed appointments due to not
file will be charged the full treatment amount (without prior notification), even for those patients only paying an insurance copay receiving confirmations/reminders will incur the full no show fee in the amount of the treatment booked.
$180.00 for an initial or $125.00 for a follow-up appointment., $60 for cupping/skin consultation/supplements consultation, and $150
$220.00
Even if you are paying with insurance, if YOU cancel within 24 hours or are a no-show, YOU ARE RESPONSIBLE
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Credit Cards will be accepted for all or partial payment. Checks of any kind are not accepted.
If care is discontinued, the balance for care received up to that date is due in full in 30 days.

Note - Any card transactions will be charged a 3% card fee in addition to the service fee.

I understand that all responsibility for payment of services provided in this office for myself or my dependent is mine, due and payable
at the time services are rendered unless other arrangements have been made. I permit this office to endorse co-issued remittances
for the conveyances of credit to my account. In the event payments are not received by the agreed upon dates, I understand that a
1.5% finance charge (18% APR) will be added to my account. I agree to pay all attorneys and collection fees if this account is turned
over for collection.
Please sign below to indicate your understanding and acceptance of our financial policies. If you do not understand, please allow us
to review the policies with you until they are clear.

Patient Print name: ________________________________ Patient Signature: ____________________________________ Date: _____/_____/_____
Guardian Print name: _____________________________ Guardian Signature: _________________________________ Date: _____/_____/_____

Unique Remedy Acupuncture

ACUPUNCTURE TREATMENT INTAKE FORM
Todays date: _____/_____/_____

PERSONAL INFORMATION
Patient name: __________________________________________ Age: ________ Birth date: _____/_____/_____ Gender: __________
Address: _______________________________________ City: _______________________________ State: __________ Zip: _____________
Telephone: (M) _________________ (H) ___________________ (W) ________________ Email: ___________________________________
Status: M S W D | Spouses name: _________________________________________ Contact Phone No: _________________________
Emergency contact: _________________________________________________ Phone: ________________________________________
Primary health care provider: ___________________________________________ Contact info: ________________________________
Occupation: __________________________________________________ Employer: ____________________________________________
Referral source: _________________________________________________________________________

INSURANCE INFORMATION
Insurance company name: ______________________________________ Company phone number: __________________________
Company address: ___________________________________ City: ________________________ State: __________ Zip: _____________
Company claims address: ____________________________________________________________________________________________
SSN: _________________________________ ID#: _________________________________ Group# _________________________________

HEALTH CONCERNS
Primary health concern: ______________________________________________________________ For how long? ________________
Secondary health concern: ______________________________________________________________ For how long? ______________
Past treatments to address health concerns: ___________________________________________________________________________
Is this your first acupuncture treatment? ________________________

PERSONAL MEDICAL INFORMATION (past or present)
Major illness _______________________________ Surgeries: _________________________ Hospitalizations: _______________________
Significant trauma: _________________________________________________________
List all medications/supplements: ______________________________________________________________________________________
______________________________________________________________________________________________________________________
Allergies/sensitivities (food, drug, environmental): ______________________________________________________________________
______________________________________________________________________________________________________________________

Patient Name: ___________________ Date: _________ Age: _______ Birth Date:___/___/___

PAST & CURRENT HEALTH
Please check all that apply & indicate whether past (P) or current (C)

GENERAL

£
£
£
£
£
£
£
£

Poor appetite. P / C
Changes in appetite.
P/C
Weakness. P / C
Sudden energy drops.
P/C
Fatigue. P / C
Chills. P / C
Fevers. P / C
Hearing loss. P / C
Easy to bleed/ bruise.
P/C
Strong thirst. P / C
Puffiness or swelling.
P/C
Night sweats. P / C
Sweats easily. P / C
Poor sleep. P / C
Cravings. P / C
Tremors. P / C
Weight loss. P / C
Weight gain. P / C
Other: _______________

£
£
£
£
£
£
£
£
£
£

Cough. P / C
Bronchitis. P / C
Difficulty breathing. P / C
Phlegm. P / C
Coughing up blood. P / C
Pneumonia. P / C
Asthma. P / C
Painful breathing. P / C
Easily winded. P / C
Other: _______________

£
£
£
£
£
£
£
£
£
£
£

RESPIRATORY

SKIN AND HAIR
£
£
£
£
£
£
£
£
£
£
£

Rashes. P / C
Skin ulcers. P / C
Hives. P / C
Itching. P / C
Eczema. P / C
Pimples. P / C
Dandruff. P / C
Hair loss. P / C
Recent moles. P / C
Warts. P / C
Other: _______________

GASTROINTESTINAL
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£

Nausea. P / C
Constipation. P / C
Blood in stools. P / C
Hemorrhoids. P / C
Diarrhea. P / C
Bad breath. P / C
Ulcers. P / C
Abdominal pain. P / C
Chronic laxative use. P /
C
Vomiting. P / C
Belching. P / C
Intestinal gas. P / C
Indigestion. P / C
Rectal pain. P / C
Other: _______________

HEAD, EYES, EARS,
NOSE AND THROAT
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£

Dizziness. P / C
Toothache. P / C
Eye strain or pain. P / C
Blurry vision. P / C
Cataracts. P / C
Spots in front of eyes. P / C
Floaters in eyes. P / C
Night blindness. P / C
Poor hearing. P / C
Ear ringing. P / C
Hearing problems. P / C
Sinus problems. P / C
Ear aches. P / C
Nose bleeds. P / C
Smell problems. P / C
Taste problems. P / C
Lip or tongue sores. P / C
Headaches. P / C
Migraines. P / C
Concussions. P / C
Facial pain. P / C
TMJ pain. P / C
Recurrent sore throat. P / C
Other: _______________

CARDIOVASCULAR
£
£
£
£
£
£
£
£
£
£
£
£
£

High blood pressure. P / C
Low blood pressure. P / C
Irregular heart beat. P / C
Chest pain. P / C
Cold hands or feet. P / C
Blood clots. P / C
Palpitations. P / C
Swelling of hands. P / C
Swelling of feet. P / C
Phlebitis. P / C
Fainting. P / C
Lightheadedness. P / C
Other: _______________

£
£
£
£

Painful urination. P / C
Urgency to urinate. P / C
Unable to hold urine. P / C
Decrease in urine flow. P /
C
Frequent urination. P / C
Blood in urine. P / C
Cloudy urine. P / C
Frequent night urination. P
/C
Urinary tract infections. P /
C
Kidney stones. P / C
Pain in groin area. P / C
Sexually transmitted
disease. P / C
Other: _______________

NEUROPSYCHOLOGICAL
£
£
£
£
£
£
£
£
£
£
£
£
£

Seizures. P / C
Areas of numbness. P / C
Concussion. P / C
Twitches. P / C
Tremors. P / C
Lack of coordination. P / C
Lack of balance. P / C
Stress. P / C
Depression. P / C
Irritability. P / C
Anxiety. P / C
Mood
Mood wings.
swings P / C
Other: _______________

UROLOGY

£
£
£
£
£
£
£
£
£

MUSCULOSKELETAL
£
£
£
£
£
£
£
£
£
£
£
£
£

Arthritis. P / C
Muscle weakness. P / C
Muscle cramping. P / C
Muscle spasms. P / C
Scoliosis. P / C
Weak joins. P / C
Pain with weather
changes. P / C
Pain with activity. P / C
Back pain. P / C
Sciatica. P / C
Neck pain. P / C
Carpal tunnel. P / C
Other: _______________

FOR MUSCULOSKELETAL
Describe the pain sensation (dull, sharp, burning, etc):
Where is the pain located:
When did it start:
What makes it better:
What makes it worse:
On a scale of 1-10, please circle the number you would assign to your pain:
(little/no pain) 1 2 3 4 5 6 7 8 9 10 (excruciating pain)

Patient Name: ___________________ Date: _________ Age: _______ Birth Date:___/___/___

GYNECOLOGY
Please check all that apply & indicate whether past (P) or current (C)

£

Irregular periods. Past / Current

£

Menopausal. P / C

£

Clots. P / C

£

Yeast infections. P / C

£

Premenstrual syndrome. P / C

£

Vaginal discharge. P / C

£

Breast lumps. P / C

£

Fertility problems. P / C

Age of 1st menses: __________________
# of pregnancies: _______________________ # of miscarriages ______________________ # of births: __________________________

Date of last menses: _____/_____/_____
Current day in cycle: ________________
Duration of menses: _________________
Days between periods: ______________

Are your periods painful?
£

No

£

Yes. When does pain begin? _______________ How long does the pain last? __________

How heavy are your periods?
£

Light

£

How many tampon/pads do you use per day? ______________

£

Average

£

What color is the blood? Pink | Red | Dark red | Purple | Brown | Black

What is the consistency of the blood? Watery | Clotted | Mucousy| Thick | Stringy

Bleeding/spotting between periods?
£

No

£

Yes. When in your cycle: __________________________________________________________

Heavy

