
Welcome to Acupuncture With Grace.
Please fill out this form as completely as possible so that we may serve

your healthcare needs to the best of our abilities.

PERSONAL INFORMATION Date __________________

Name __________________________________________ Birthdate _______________ Age ______

Address __________________________________________________________________________

City, State, Zip _____________________________________________________________________

Phone ________________________________  Secondary Phone ____________________________

Email __________________________________________ Occupation ________________________

Emergency Contact ________________________________  Phone __________________________

Marital Status _______________________________________ # of Children ___________________

How did you hear about our practice?  _________________________________________________
We send out occasional newsletters o+ering free health information, written for your personal 
enrichment.  Would you like to be added to our mailing list?     Y     N

MEDICAL INFORMATION 
List 3 health concerns in order of priority:
1.)  _______________________________________________________________________________
2.) _______________________________________________________________________________
3.) _______________________________________________________________________________

Treatments used in the past:

Major illnesses, injuries, surgeries, hospitalizations (please date as well):

List smoking/drug/alcohol intake and frequency:

Known allergies:

Do you have a pacemaker? ________ Are you on a special diet? ________ Type? ______________
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List any medications you are taking (name, dosage, reason, length of time):
1.________________________________________________________________________________
2.________________________________________________________________________________
3.________________________________________________________________________________
4.________________________________________________________________________________
5.________________________________________________________________________________
6.________________________________________________________________________________

Are you interested in reducing your need for medications?       Yes___________ No__________
Are you interested in eliminating your need for medications?    Yes___________ No__________

Circle all of the below surgeries you have had:

Appendectomy Eye surgery Knee replacement 

Arthroscopy Fractures Laparoscopy

Bowel surgery Gallstone removal Lipoma

Breast Implants Gallbladder removal Mastectomy

Caesarean section Hernia Spinal fusion

Cardiac bypass Hip replacement Thyroidectomy

Cardiac stents Hysterectomy Vasectomy

Dental surgery Implants/Prostheses Other_____________

Please mark any illnesses you or a relative have or have had: 

Cancer You Relative Stroke You Relative
Hepatitis You Relative Epilepsy You Relative
Liver Disease You Relative Asthma You Relative
Alcoholism You Relative Emphysema You Relative
High Blood Pressure You Relative Diabetes You Relative
Heart Disease You Relative Ulcer You Relative
High Cholesterol You Relative Bowel Irregularities You Relative
Arthritis You Relative Kidney Disease You Relative
Emotional Disorder You Relative Anemia You Relative
Birth Defects You Relative Seizure You Relative
Suicide Relative Sexually Transmitted Disease You Relative

Additional details on above illnesses:
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FOR WOMEN ONLY

Are you pregnant?    Y    N     If so, how many weeks along?_______________

Age periods started_____________ Age periods stopped ________________

# of days in cycle (Day 1 = 1st day of bleeding)___________ # of days of flow__________

# of pregnancies___________ # of abortions_____________ Cesarean section?    Y     N

Date of last gynecological exam____________________

Please circle any symptoms you have or have had: 

Ovarian cyst Cystitis Mastitis

Breast Cancer Fibroids Pelvic inflammatory disease

FOR MEN ONLY

Date of last prostate exam_______________________ Results______________________________

Please circle any symptoms you have or have had: 

Frequent Nighttime Urination Increased Libido Erectile Dysfunction

Delayed Stream Decreased Libido Premature Ejaculation

Dribbling Testicular Pain Impotence

Signature______________________________________________________

Date__________________________________
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Financial Policy 

We offer several methods of payment for your acupuncture treatment; please choose the plan 
which best suits your needs. This information will enable us to better serve your needs and 
avoid misunderstandings in the future. 

A. Plan One:
1) The self-pay plan means that all fees will be paid when rendered. Fees are discounted for 
payment at the time of service.
2) Fees:
Initial Visit = $150
Return Visit = $100
Package of 6 = $570*
Package of 12 = $1080*

*Packages are for Return visits only and do not include the Initial Visit. Packages are only 
eligible for the specific individual and are not transferable between persons.

B. Plan Two:
If you have insurance, we will bill for you as a courtesy. Co-payment as well as any remaining 
balance after insurance payment is the responsibility of the patient. Your co-pay is due as 
services are rendered. You are also responsible for portions of the bill that exceed the insurance 
limits.

Credit card (V/MC/D/Amex), checks, and cash are all acceptable forms of payment.  

If care is discontinued, the balance for care received up to that date is due in full in thirty days.  

I understand that all responsibility for payment of services provided in this office for myself or my 
dependents is mine, due and payable at the time of 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 past 30 days overdue, my 
account will be subject to a 1.5 % finance charge or 18% annually. I agree to pay all attorneys 
and collection fees if this account is turned over for collection.  

Please circle which plan you would like to use: ONE TWO 

APPOINTMENT CANCELLATIONS 
When you commit to an appointment time, we are reserving 1 to 2 hours of our time specifically 
for you to provide attentive, personalized, comprehensive care. Therefore, we respectfully 
request that you give us as much notice as possible in the event that you cannot make your 
appointment. Note that arriving more than 15 minutes late to an appointment means I may be 
unable to give you a full treatment for that day. 

With the exception of emergencies, appointments cancelled with less than 24 hours notice 
will be charged our full visit fee of $100. 

Please sign below to indicate your understanding of our financial policies. If questions arise, 
please speak with the doctor until they are clear.  

Signature_______________________________________Date_____________________ 



Consent to Treatment 

• I hereby voluntarily consent to be treated with Chinese Medicine by Grace Chang, L.Ac., Dipl.OM., Licensed

Acupuncturist in the State of California. I understand that treatment may involve the modalities of

acupuncture, cupping, herbal medicine, nutritional advice, and lifestyle counseling consistent with the

principles of holistic Chinese medicine.

• I understand that Grace Chang performs treatments with the insertion of acupuncture needles through the

skin, or by the application of heat to the skin, or by both in an attempt to support the body’s physiological

functions. I understand the needles Grace Chang uses are sterile, single use disposable needles.

• I understand that all of my patient records as well as information I share with my acupuncturist will be kept

confdential. No records or information will be released without my written consent. However, Grace Chang

may publish the information gathered during treatment as long as it is done so anonymously.

• While acupuncture is generally a safe method of treatment, I am aware that certain side effects may result.

These could include, but are not limited to, some local bruising, bleeding, dizziness, fainting, temporary pain

and discomfort, numbness or tingling near the needling sites that may last a few days and temporary

aggravation of symptoms in existence prior to treatment.

• I also understand that Chinese medicine is not primary care medicine and that if my symptoms worsen, new

symptoms arise, or I have any concerning change in my health status I should consult a licensed medical

doctor.

• I have had an opportunity to discuss with the acupuncturist the nature, purpose, and risks of acupuncture

and have had my questions answered to my satisfaction. I understand that results are not guaranteed, and I

am free to stop treatment at any time.

• I have read or have had read to me the above explanation of the acupuncture treatment. By signing below I

state that I have weighed the risks involved in undergoing treatment and have myself decided that it is in my

best interest to undergo the acupuncture treatment recommended. Having been informed of the risks, I

hereby give consent to that treatment. 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.

Signature____________________________________________ Date_________________ 
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