
	  
 

PATIENT INFORMATION CONTACT INFORMATION 
 

Date______________________________________ 
Name_____________________________________ 

Address___________________________________ 
City State Zip______________________________ 

Age__________  Birthdate ___________________ 
Occupation _______________________________ 

Company name ____________________________ 
Primary physician __________________________ 

Physician phone number______________________ 
How did you hear about us?___________________ 

__________________________________________ 

 

Home phone ___________________________________ 
Work phone ____________________________________ 

Other/cell phone _________________________________ 
Email _________________________________________ 

 
Another person we may contact if needed: 

Name ________________________________________ 
Relationship___________________________________ 

Home phone ___________________________________ 
Work phone____________________________________ 

HEALTH HISTORY 
 
What are your primary concerns for coming in for 
treatment? 
1- _________________________________________ 
2 - ________________________________________ 

3 - ________________________________________ 
 
How is your sleep?  __________________________ 
___________________________________________ 
 
How is your digestion? ________________________ 
____________________________________________ 

List medications or food supplements you are taking. 
____________________________________________ 

____________________________________________ 
List serious illnesses, accidents or surgeries. 

____________________________________________ 
____________________________________________ 
 
Check illnesses that have occurred in blood relatives. 
 
c Diabetes c High blood pressure c Stroke 
c Cancer c Heart disease c Kidney disease 

 
Check symptoms you have or have had in the last year: 
□ Depression 
□ Difficulty in focusing 
□ Dizziness 
□ Easily startled 
□ Excessive worry 
□ Excessive anger 
□ Excessive fear 
□ Fatigue/tiredness 
□ Headaches 
□ Loss of sleep/poor sleep 
□ Loss or gain of weight 
□ Nervousness/irritability 
□ Overwhelmed by life 

 
Check conditions you have or have had in the past: 
□ AIDS 
□ Allergies 
□ Anemia 
□ Arthritis 
□ Bleeding disorders 
□ Breast lump 
□ Cancer 
□ Diabetes 

 
How long has it been since you have had a complete 
medical exam?  _____________________________ 

ACUPUNCTURE PAIN CLINIC 
Nina Gee, L.Ac.   (802) 773-0010     90 Mahoney Ave., Rutland, VT 
NEW PATIENT FORM 



HEALTH HISTORY…CONTINUED 
Check symptoms you have or have had in the last year: 
 
MUSCLE/JOINT/BONES 
□ Tremors c Cramps 
□ Swollen joints 

Pain, weakness, numbness in: 
□ Arms or Hips 
□  Back Legs 
□ Feet  
□ Neck 
□ Hands 
□ Shoulders 
□ Other__________________ 

 
EYES/EAR/NOSE/THROAT/RESPIRATORY 
□ Asthma/wheezing 
□ Blurred or failing vision 
□ Difficulty breathing 
□ Earache 
□ Enlarged glands 
□ Eye pain 
□ Frequent colds 
□ Hay fever 
□ Hoarseness 
□ Gum trouble 
□ Nose bleeds 
□ Loss of hearing 
□ Persistent cough 
□ Ringing in ears 
□ Sinus problems 

 
SKIN 
□ Boils 
□ Bruise easily 
□ Dry skin 
□ Itching/rash 
□ Sensitive skin 
□ Sore won't heal 
□ Sweats 

 
GENITO/URINARY 
□ Blood/pus in urine 
□ Frequent urination 
□ Inability to control urine 
□ Kidney infection/stones 
□ Lowered libido 

 
CARDIOVASCULAR 
□ Chest pain 
□ Hardening of arteries 
□ High or low blood pressure 
□ Pain over heart 
□ Poor circulation 
□ Previous heart attack 
□ Rapid/irregular heart beat 
□ Swelling of ankles 

 
GASTROINTESTINAL 
□ Belching, gas or bloating 
□ Colon trouble 
□ Constipation 
□ Diarrhea 
□ Difficulty swallowing 
□ Distention of abdomen 
□ Excessive hunger 
□ Gall bladder trouble 
□ Hemorrhoids (piles) 
□ Indigestion 
□ Nausea 
□ Pain over stomach 
□ Poor appetite 
□ Vomiting 

 
 
FOR MEN ONLY 
□ Erection difficulties 
□ Penis discharge 
□ Prostate trouble 

 
 
FOR WOMEN ONLY 
□ Bleeding between periods 
□ Clots in menses 
□ Excessive menstrual flow 
□ Extreme menstrual pain 
□ Irregular cycle 
□ Menopausal symptoms 
□ PMS 
□ Previous miscarriage 
□ Scanty menstrual flow 

Could you be pregnant?____________ 

SIGNATURE 
 
The information on this form is correct to the best of my knowledge.  
 
Signature___________________________________________________________ Date ______________________ 

 



PAIN LOCATION



ACUPUNCTURE PAIN CLINIC PAIN INDEX SURVEY

This questionnaire has been designed to give your acupuncturist information as to how your pain or

condition has affected your ability to manage everyday life. Please answer every section and check in

each section only the ONE number that applies to you. We realize that you may consider that two of

the statements in any one section relates to you, but please just check the number that most closely

describes your problem. Thank you!

Section 1: Pain Intensity Section 2: Personal Care

□ 0 The pain comes and goes and is very mild. □ 0 I wouldn't have to change my way of washing 

or dressing in order to avoid pain.

□ 1 The pain is mild and doesn't vary much. □ 1 I don't normally change my way of washing or 

dressing even though it causes some pain.

□ 2 The pain comes and goes and is moderate. □ 2 Washing and dressing increases the pain, but I 

manage not to change my way of doing it.

□ 3 The pain is moderate and doesn't vary much. □ 3 Washing and dressing increases the pain and I 

find it necessary to change my way of doing it.

□ 4 The pain comes and goes and is very severe. □ 4 Because of the pain, I am unable to do some 

washing and dressing without help.

□ 5 The pain is severe and doesn't vary much. □ 5 Because of the pain, I am unable to do any 

washing and dressing without help.

Section 3: Lifting Section 4: Walking

□ 0 I can lift heavy weights without extra pain. □ 0 I have no pain on walking.

□ 1 I can lift heavy weights, but it causes extra 

pain.
□ 1 I have some pain on walking, but it doesn't 

increase with distance.

□ 2 Pain prevents me from lifting heavy weights 

off the floor, but I manage if they are 

conveniently positioned (ie. on a table).

□ 2 I cannot walk more than one mile without 

increasing pain.

□ 3 Pain prevents me from lifting heavy weights 

off the floor.
□ 3 I cannot walk more than ½ mile without 

increasing pain.

□ 4 Pain prevents me from lifting heavy weights, 

but I can manage light to medium weights if 

they are conveniently positioned.

□ 4 I cannot walk more than ¼ mile without 

increasing pain.

□ 5 I can only lift very light weights at the most. □ 5 I cannot walk at all without increasing pain.

Section 5: Sitting Section 6: Standing

□ 0 I can sit in any chair as long as I like. □ 0 I can stand as long as I want without pain.

□ 1 I can only sit in my favorite chair as long as I 

like.
□ 1 I have some pain on standing, but it doesn't 

increase with time.

□ 2 Pain prevents me from sitting more than one 

hour.
□ 2 I cannot stand for longer than 1 hour without 

increasing pain.

□ 3 Pain prevents me from sitting more than ½ 

hour.
□ 3 I cannot stand for longer than ½ hour without 

increasing pain.

□ 4 Pain prevents me from sitting more than 10 

minutes.
□ 4 I cannot stand for longer than 10 minutes 

without increasing pain.

□ 5 I avoid sitting because it increases pain right 

away
□ 5 I avoid standing because it increases the pain 

right away.

CONTINUTED ON BACK SIDE...



Section 7: Sleeping Section 8: Social Life

□ 0 I get no pain in bed. □ 0 My social life is normal and gives me no pain.

□ 1 I get pain in bed, but it doesn't prevent me 

from sleeping well.
□ 1 My social life is normal, but increases the 

degree of pain.

□ 2 Because of pain, my normal night's sleep is 

reduced by less than ¼.
□ 2 Pain has no significant effect on my social life 

apart from limiting my more energetic 

interests...dancing, etc.

□ 3 Because of pain, my normal night's sleep is 

reduced by more than ½.
□ 3 Pain has restricted my social life and I don't go 

out very often.

□ 4 Because of pain, my normal night's sleep is 

reduced by more than ¾.
□ 4 Pain has restricted my social life to my home.

□ 5 Pain prevents me from sleeping at all. □ 5 I have hardly any social life because of the pain.

Section 9: Traveling Section 10: Changing Degree of Pain

□ 0 I get no pain while traveling. □ 0 My pain is rapidly getting better.

□ 1 I get some pain while traveling, but none of 

my usual forms of travel makes it any worse.
□ 1 My pain fluctuates, but is definitely getting 

better.

□ 2 I get extra pain while traveling, but it doesn't 

compel me to seek alternative forms of travel.
□ 2 My pain seems to be getting better, but 

improvement is slow at present.

□ 3 I get extra pain while traveling, which 

compels me to seek alternative forms of travel.
□ 3 My pain is neither getting better or worse.

□ 4 Pain restricts all forms of travel. □ 4 My pain is gradually worsening.

□ 5 Pain prevents all forms of travel except that 

done lying down.
□ 5 My pain is rapidly worsening.

Patient's Signature: __________________________________________

Date: _________________________

SCALE

0-10 Minimal Disability

11-20 Moderate Disability

21-30 Severe Disability

31-40 Crippled (Incapacitated)

41-50 Bed-Bound



AAC-FED A2004

PATIENT NAME:

ARBITRATION AGREEMENT
Article 1:  Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services 
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be 
determined by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process, except as state 
and federal law provides for judicial review of arbitration proceedings.  Both parties to this contract, by entering into it, are giving up their 
constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration. Further, 
the parties will not have the right to participate as a member of any class of claimants, and there shall be no authority for any dispute to be 
decided on a class action basis.  An arbitration can only decide a dispute between the parties and may not consolidate or join the claims of 
other persons who have similar claims.
Article 2:  All Claims Must be Arbitrated:  It is also understood that any dispute that does not relate to medical malpractice, including 
disputes as to whether or not a dispute is subject to arbitration, as to whether this agreement is unconscionable, and any procedural 
disputes, will also be determined by submission to binding arbitration.  It is the intention of the parties that this agreement bind all parties as 
to all claims, including claims arising out of or relating  to treatment or services provided by the health care provider, including any heirs or 
past, present or future spouse(s) of the patient in relation to all claims, including loss of consortium.  This agreement is also intended to bind 
any children of the patient whether born or unborn at the time of the occurrence giving rise to any claim.  This agreement is intended to bind 
the patient and the health care provider and/or other licensed health care providers, preceptors, or interns who now or in the future treat the 
patient while employed by, working or associated with or serving as a back-up for the health care provider, including those working at the 
health care provider’s clinic or office or any other clinic or office whether signatories to this form or not.
All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health 
care provider’s associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without 
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. This agreement is 
intended to create an open book account unless and until revoked.
Article 3:  Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties.  Each party shall 
select an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed 
by the parties within thirty days thereafter.  The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration.  Each party 
to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the 
arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party for 
such party’s own benefit. Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the 
neutral arbitrator.
The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party 
in a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed 
pending arbitration. The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce evidence 
of any amount payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to recover non-economic losses, 
and the right to have a judgment for future damages conformed to periodic payments, shall apply to disputes within this Arbitration 
Agreement.  The parties further agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern any 
arbitration conducted pursuant to this Arbitration Agreement.
Article 4:  General Provision: All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one 
proceeding.  A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, 
would be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the 
procedures prescribed herein with reasonable diligence.
Article 5:  Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature 
and, if not revoked, will govern all professional services received by the patient and all other disputes between the parties.
Article 6:  Retroactive Effect:  If patient intends this agreement to cover services rendered before the date it is signed (for example, 
emergency treatment), patient should initial here.  _______.   Effective as of the date of first professional services.
If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not 
be affected by the invalidity of any other provision.  I understand that I have the right to receive a copy of this Arbitration Agreement.  By my 
signature below, I acknowledge that I have received a copy.

NOTICE:  BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE 
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.  SEE 
ARTICLE 1 OF THIS CONTRACT.

(Date)

PATIENT SIGNATURE X
(Or Patient Representative) (Indicate relationship if signing for patient)

(Date)

OFFICE SIGNATURE X
.

ALSO SIGN THE INFORMED CONSENT ON REVERSE SIDE



AAC-FED A2004

ACUPUNCTURE INFORMED CONSENT TO TREAT
I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of 
acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist indicated below 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 below 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.  I understand that the herbs may need to be prepared and the teas 
consumed according to the instructions provided orally and in writing.  The herbs may have an unpleasant smell or taste.  I will immediately 
notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising, 
numbness or tingling near the needling sites that may last a few days, and dizziness or fainting.  Burns and/or scarring are a potential risk of 
moxibustion and cupping, or when treatment involves the use of heat lamps.  Bruising is a common side effect of cupping.  Unusual risks of 
acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax).  Infection is 
another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment.

I understand that while this document describes the major risks of treatment, other side effects and risks may occur.  The herbs and 
nutritional supplements (which are from plant, animal and mineral sources) that have been recommended are traditionally considered safe in 
the practice of Chinese Medicine, although some may be toxic in large doses.  I understand that some herbs may be inappropriate during 
pregnancy.  Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and 
tingling of the tongue.  I will notify a clinical staff member who is caring for me if I am or become pregnant.

While I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, I wish to rely on 
the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then 
known, is in my best interest.  I understand that results are not guaranteed.

I understand the clinical and administrative staff may review my patient records and lab reports, 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 condition and for any future condition(s) for which I seek treatment.

ACUPUNCTURIST NAME:

(Date)

PATIENT SIGNATURE X
(Or Patient Representative) (Indicate relationship if signing for patient)

ALSO SIGN THE ARBITRATION AGREEMENT ON REVERSE SIDE


