New Acupuncture Patient Information

Your first visit will last about 90 minutes. Follow-up treatments will take 45 - 60 minutes. For your first visit,
please arrive 15 minutes prior to your scheduled appointment time to make sure all paperwork is completed
and we can get your treatment started on time.

Acupuncture has been practiced for centuries, but may be very different from any health care experience you've
had before. I will ask you a number of questions about your health and history, some of which may be unfamiliar
to you. You may never have had a health intake that includes looking at your tongue and taking multiple pulses.
[t will only be unfamiliar the first time! I encourage you to ask me questions about your treatment and progress.
Your treatment is individual, as is your response to it. By asking questions you are learning how your own body

heals.

To prepare for your first visit:

1. Complete Forms:

= Prior to your appointment print and complete Health History and Consent Forms and bring
them with you. The questionnaire will form the basis of an in-depth conversation we'll have at
your initial consultation and enable me to customize an effective treatment plan for you.

2. What to Bring

= List of medications, supplements, or herbs, etc. that you are currently taking. Bring any
medical and lab reports that are related to your health concern.

3. What to Wear

= Wear loose-fitting, comfortable clothing that is convenient for accessing areas such as the
arms, legs, abdomen and back of the body during treatments.

= Refrain from wearing any perfume, cologne or scented lotions. Many of our patients are
sensitive to fragrances.

4, What to Eat/Drink

= Eata light meal prior to your appointment to prevent any possible light-headedness or
nausea.

= Don'tdrink caffeinated beverages (coffee, tea, energy drinks, etc.) or take any pain
medications for at least 4 hours prior to your visits.

= Don't eat or drink anything that changes the color of your tongue, and don't brush your
tongue the morning of your appointments. In Chinese medicine, the tongue gives us valuable
information about your health.

= Use the restroom prior to your appointment. Acupuncture treatments can stimulate your
bladder!

5. After Treatment

= Go home: continue to relax. You may feel sleepy or hazy as your body responds to the
treatment.
= Refrain from overexertion, drugs or alcohol for at least six hours after treatment.
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ACKNOWLEDGMENT OF RECEIPT
OF NOTICE OF PRIVACY PRACTICES

The practice reserves the right to modify the privacy practices outlined in this notice.

I have received a copy of the Notice of Privacy Practices

Patient Name(Print)

Signature

Relationship to Patient

Date

DOCUMENTATION OF AITEMPT TO OBTAIN
ACKNOWLEDGMENT OF RECEIPT OF PRIVACY PRACTICES

Attempt to Obtain Acknowledgment

An attempt was made to obtain an acknowledgment of Notice of Privacy Practices on
The Acknowledgment was not obtained because:

*The patient was undergoing emergency treatment

*The patient declined to sign the Acknowledgment
*Other

Patient Name(Print)

Signature

Relationship to Patient

Date

Phone: 949 / 491-9991 FAX:949 /258 - 5858
www.NewportCare.org
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T understand that, under the Health Insurance Portability and Accountability Act of 1966 (HIPAA), L have

certain rights to privacy regarding my protected health information. I understand that this information can and
will be used for the following:

Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who
may be involved in the treatment directly and indirectly.
. Obtain payment from third party payers.

Conduct normal healthcare operations, such as quality assessments and physician certifications.

Only upon request you organization will provide a copy claf Notice of Privacy Practices containing a more
detailed description of the uses and disclosures of my health information. I have been given the right to review
such Notice of Privacy Practices prior to signing this consent. I understand that this organization has the right to
change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at
this address above to obtain a current copy of the Notice of Privacy Practices.

T understand that I may request in writing that you restrict how my private information is used or disclosed to
carry out treatment, payment, or health care operations. 1 also understand you are required to agree to my
requests, and by agreeing to such requests: you are bound to abide by such restrictions.

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken
action relying on the consent.

Patient Name(Print)

Signature

Relationship to Patient

Date

Phone: 949 / 491 -9991 FAX:949 /258 - 5858
www.NewportCare.org



INFORMED CONSENT FOR ACUPUNCTURE

[ hereby request and consent to the performance of Acupuncture treatments and other Chinese
Medicine procedures on me by  Jyline Busuioc or other licensed acupuncturists who may be
employed by or contracted with Juline Busuioc.

“Acupuncture” is the stimulation of a certain point or points on or near the surface of the body by the
insertion of special needles. Acupuncture may allow for the relief of one’s symptoms without the need
for medications or other invasive therapies, and improve the balance of bodily energies leading to the
prevention of illness, or the elimination of the presenting problem.

[ understand that methods or treatments may include, but are not limited to: Acupuncture,
Moxabustion, Cupping, Electro- Acupuncture, Tui-Na (Chinese massage), Gua-sha, and Nutritional
Counseling.

[ have been advised that only pre-sterilized needles are used, which are disposed of after each
use/treatment.

[ understand that in the practice of acupuncture there are some risks including but not limited to:
slight pain or discomfort at the site of needle insertion, infection, minor bruising/bleeding, weakness,
fainting, nausea, burning, pneumothorax, spontaneous miscarriage, and aggravation of problematic
symptoms existing prior to acupuncture treatment.

[ understand that it may be necessary for my acupuncturist to contact another one of my health care
providers in order to coordinate medical treatment, to discuss an emergency situation and/or to share
appropriate medical information. My signature gives permission to release any medical records for the
reasons set forth in this paragraph.

[ have read the above consent form. I have had an opportunity to ask questions, and by signing below, I

agree to the above-mentioned procedures. I intend this consent form to cover the entire course of
treatment, present and future.

“With this knowledge, I voluntarily consent to the above procedures.”

Patient Name (Please Print)

Signature of Patient Date

SUBMIT RESET
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