Holistic Vitality-Health Assessment

Name_______________________________________ Date____________________________

Address _______________________________________D/O/B_________________________
City, ST, Zip__________________________________________________________________
Home Phone________________________ Cell ______________________________________
Email________________________________________________________________________
Type/Frequency Exercise _____________________________Occupation ______________​​___
Frequency Tobacco _____________ Coffee-Tea____________ Alcohol________________​​___
Emergency contact: __________________________ Relationship________________________

Phone______________________________Cell______________________________________
Medical History
I have been evaluated by a physician or dentist for the condition being treated 12 months before the acupuncture was performed?      
                                                    YES          NO
Referral from chiropractor within the last 30 days for Acupuncture         YES          NO 

Have you ever had a lymphatic massage?    



           YES          NO 

Have you ever received acupuncture before? 



           YES          NO
Whom may we thank for the referral?_______________________________________________
Any injuries/surgeries? Include dates:_____________________________________________________________________
____________________________________________________________________________________________________________
Any chronic conditions? _________________________________________________________
Medications_______________________________________________________________________________________________________________________________________________________
Other Treatments:______________________________________________________________

◊After 2 months or 20 treatments, whichever comes first, if no substantial improvement has occurred; I understand that the acupuncturist is required to refer me to a physician. It is my responsibility and choice whether to follow this advice. ______________Initials
Patient Signature: ___________________________________Date:___________________________________
Please check the appropriate squares

□ Poor Appetite
□ Heavy Appetite
□ Bruise easily
□ Dizziness
□ Carpal Tunnel
□ Sciatica

□ Fibromyalgia 
□ Cold limbs
□ Gall stones
□ Kidney Stones


OTHER: ___________________________________________________________________
Name_______________________________________Date___________________
Describe current health problems________________________________________
___________________________________________________________________

Date issue began______________________________________________________

Other Treatments_____________________________________________________

	How often are your symptoms present?

Constantly________    Frequently__________ Intermittently______   Occasionally_________




	Describe your current health condition:

Good______   Fair ______   Poor______   Chronically Ill_______


Rate the pain scale zero-no pain, ten- severe pain. (Circle) 1   2   3   4   5   6   7   8   9   10

INFORMED CONSENT Please take a moment to carefully read the following and sign where indicted.

The above information is accurate to the best of my knowledge and I freely give my permission to receive treatment. Since massage and/or acupuncture is contraindicated for some serious medical conditions, it may be necessary to obtain a doctor release or prescription before beginning therapy. I agree to inform the therapist of any experience of pain during the session. I understand that acupuncture may include non-incisive insertion of nonsurgical needles, recommendation of herbal supplements, energy flow exercise, local heat, or electrical stimulation. I understand that acupuncture/massage therapy should not be construed as a substitute for medical examination, diagnosis, and treatment, and that I should see a medical or chiropractic physician or other healthcare specialist. I agree to update my therapist in regard to changes in my health and understand that there shall be no liability on the therapist’s part should I forget to do so. Should I have to cancel an appointment for any reason, I agree to give the therapist 48 hour notice, or will be charged the full amount. 
Patient Signature: ___________________________________Date:___________________________________
Therapist Signature: _________________________________Date:___________________________________

Thank you for your answers. They will be respected and kept confidential.
THE FOLLOWING ARE A LIST OF THOSE WHO CAN NOT PARTICIPATE IN LYMPHATIC THERAPY. PLEASE CHECK ANY THAT APPLY TO YOU AND CONTACT US TO MAKE OTHER SCHEDULING ARRANGEMENTS:

□ PREGNANT   □ PACEMAKER   □ACUTE INFECTION  □IMMUNOSUPPRESSANTS

HAVE YOU HAD SURGERY RECENTLY? IF SO, PLEASE DESCRIBE THE TYPE OF PROCEDURE PERFORMED. _________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

HAVE YOU BEEN DIAGNOSED WITH LYMPHEDEMA? IF SO, PLEASE DESCRIBE THE EXTREMITIES THAT ARE AFFECTED. ___________________________________

_____________________________________________________________________________

HAVE YOU EVER HAD SURGERY ON YOUR ABDOMEN, CHEST OR BACK? IF SO, PLEASE DESCRIBE THE TYPE OF PROCEDURE PERFORMED. _________________
_____________________________________________________________________________
HAVE YOU HAD LYMPH NODES REMOVED? IF YES, PLEASE DESCRIBE HOW MANY AND THE LOCATION OF REMOVAL. ___________________________________
_____________________________________________________________________________

IS THERE ANYTHING ELSE THAT WE SHOULD KNOW BEFORE BEGINNING LYMOHATIC THERAPY (ANY PAIN, TENDERNESS, OTHER MEDICAL CONDTIONS, ETC.): ________________________________________________________ _____________________________________________________________________________

CLIENT'S SIGNATURE: _____________________________________________________
DO YOU HAVE ANY PHARMACEUTICAL AND ENVIRONMENTAL ALLERGIES? IF SO, PLEASE LIST THEM: ____________________________________________________
_____________________________________________________________________________

_____________________________________________________________________________
*IN PREPARATION OF YOUR LYMPHATIC THERAPY SESSION - PLEASE REFRAIN FROM WEARING ANY LOTIONS AND DEODORANT. BE SURE TO HYDRATE THE DAY BEFORE THERAPY AND THE DAY OF THERAPY & WEAR

COTTON UNDERWEAR IF POSSIBLE.
LIFESTYLE
□VEGAN    □VEGETARIAN   □RAW DIET   □PESCATARIAN   □LOW CARB/KETO   □OTHER: 

DIETSTYLE PREFERENCES: _________________________________________________

_____________________________________________________________________________
TYPES OF STRESS:   □FAMILY    □WORK    □FINANCES    □HOME    □CIVIC    □OTHER: _____________________________________________________________________________
1 2 3 4 5 6 7 8 9 10       STRESS SCALE | 1 = NO STRESS, 10 = EXTREME STRESS

TYPE OF PAIN & LOCATION: _________________________________________________ _____________________________________________________________________________

1 2 3 4 5 6 7 8 9 10      PAIN SCALE | 1 = NO PAIN, 10 = EXTREME PAIN

1 2 3 4 5 6 7 8 9 10.     ENERGY SCALE | 1 = NO ENERGY, 10 = GREAT ENERGY

ARE YOU CURRENTLY UNDER THE CARE OF A HEALTH PROFESSIONAL, IF SO PLEASE LIST THEIR NAME:  __________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
ARE YOU CURRENTLY TAKING ANY MEDICATION(S)? IF SO, PLEASE LIST BELOW: ____________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
DO YOU REGULARLY TAKE IMMUNO-SUPPRESSANT? IF SO, PLEASE LIST THEM:
_____________________________________________________________________________

_____________________________________________________________________________
NOTICE OF PRIVACY PRACTICES

The Department of Health and Human Services has established a “Privacy Rule” to help insure that personal health care information is protected for privacy. The Privacy Rule was also created in order to provide a standard for certain health care providers to obtain their client’s consent for uses and disclosures of health information. About the client to carry out treatment, payment or health care operations. As our client, we want you to know that we respect the privacy of your personal medical records and that we will do all we can to secure and protect that privacy. We strive to always take reasonable precautions to protect your privacy. When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in need of your health care information and information about treatment, payment or health care operations, in order to provide health care that is in y our best interest.

We also want you to know that we support your full access to your personal medical records. We may have indirect treatment relationships with you (such as laboratories that only interact with physicians and not clients), and may have to disclose personal health information for purposes of treatment, payment or health care operations. These entities are most often not required to obtain patient consent. You may refuse to consent to the use or disclosure of your personal health information, but this must be in writing.

Receipt of Notice of Privacy Practices Written Acknowledgement Form I, ______________________________, have received and reviewed a copy of HOLISTIC VITALITY ACUPUNCTURE Notice of Privacy Practices.
CLIENT WAIVER - ASSISTED LYMPHATIC THERAPTY (ALT)

I, _______________________________________________, hereby acknowledge under oath that I am the Client of Holistic Vitality Acupuncture and I hereby give my permission to participate in Lymphatic Therapy, Acupuncture, vibration plate, chi machine, cupping, Infrared Sauna and any other services offered by Holistic Vitality Acupuncture. As an integral part of such permission, I recognize that Lymphatic Therapy is a naturalist, experimental, alternative

procedure whose purpose is not in diagnosing, healing, or curing; but to help promote good health and well-being. Therefore, I hereby agree to hold Holistic Vitality Acupuncture harmless from and against any and all claims, demands, liabilities, actions, causes of actions, damages and/or expenses, of any nature and kind without limitation, arising from my direct or indirect participation in any of the aforementioned therapies. I hereby acknowledge that I assume the risk of any and I will assume all damages if ever needed. I waive any cause of action that I might have at any time against Holistic Vitality Acupuncture or that I might there after accrue as a result of any therapeutic services. I have had an opportunity to review this waiver and ask any question concerning its meaning or intent. I verify that I have read this entire document, have had reasonable opportunity to ask questions concerning its application, understand its contents, and acknowledge that the various information provided throughout this document is accurate and complete. I further acknowledge and verify that I have full legal authority to execute this document and there are no requirements, conditions, or obligations, legal or otherwise, which would require the consent or assent of any other person or entity.

Signature_________________________________________Date_____________________________________
PrintedName_______________________________________________Therapist ________________________
□ Headaches


□ Pregnant


□ Infections


□ TMJ (jaws)


□ Fatigue 


□ Arthritis


□ Diabetes


□ Epilepsy 


□ Chills


□ Fever





□ Circulatory Problem_________________________


□ Body Heaviness____________________________


□ Night Sweats_______________________________


□ Sweat Easily________________________________


□ H/L Blood Pressure_________________________


□ Hypo Thyroid______________________________


□ Hyper Thyroid_____________________________


□ Stroke ____________________________________


□ Cancer___________________________________


□ Implants__________________________________





□ Dreamy Sleep______________________________


□ Poor Sleep________________________________


□ Eye Pain__________________________________


□ Teeth Pain________________________________


□ Itchy eyes_________________________________


□ Poor Hearing______________________________


□ Glaucoma_________________________________


□ Sinus Problems_____________________________


□ Pacemaker_________________________________


□ Migraines_________________________________





□ Dry Skin


□ Sensitive Skin


□ Eczema


□ Psoriasis


□ Warts


□ Gout


□ Varicose Veins


□ Blood Clots


□ Nose bleeds


□ Hives





□ Tight Chest 


□ Cough


□ Asthma


□ Phlegm


□ Pneumonia


□ Cough/Blood


□ Wheezing


□ Dry throat


□ Sore Throat


□ Palpations





□ Vomiting


□ Acid Reflex


□ Nausea


□ Diarrhea


□ Hiccup


□ Bloating


□Constipation


□ Gas


□ Hemorrhoids


□ Bloody stool





□ Hair Loss__________________________________


□ Depression_________________________________


□ Anxiety____________________________________


□ Irritability__________________________________


□ Poor Memory______________________________


□ Numbness_________________________________


□ # of pregnancy______________________________


□ # of miscarriage_____________________________


□ Limited Use________________________________


□ Joint Pain__________________________________





□ Neck Pain


□ Shoulder


□ Rib Pain


□ Upper Back


□ Low Back


□ Rectal Pain


□ Impotence


□ PMS


□ Menopause


□ Irreg Menes









