Dear New Fa’cientj

] am happg to welcome you as a new Patient to my clinic. ]t was built on a deep love for
this medicine and it has been my dream to do this work since | was 15 years old. As an
acuPUﬂcturist and herbalist ] offeran integratecl aPProach to healthcare. ] give
acuPuncture and herbs as aPProPriatc to your condition. Sometimes you may need
one or the other, sometimes you may need both. | a]wags include nutrition suggestions

for all conditions as well as lhcestgle ideas that may quicken your Healing.

] prchr that all of my Paticnts take certain supplements and greens for their overall
health. | take these tl'iings r1135@l1C as well as give them to my own Familg. Jtis because of
this, ] know them to be egective, not on]y to sPeed up the recovery ofgour condition,

but so that you can expcriencc vibrant health.

] carry on13 the highest qua!itg Pharmaceutical gracle herbs and suPPlements on the
market. Theg are all natural and contain no fillers. They are screened for Pesticic{es,
heavg meta]s, and other hazardous substances. Thc companies that ] use as vendors
all have excellent rePutations in the alternative medicine communitg‘ The needles that
] use are no thicker than a human hair. Theg come in sterile Packages and discarded
after use.

E_nclosec{ are the intake forms Forfjou to fill out and bring to your 1st
aPPointment. The initial consultation tgPicany lasts about 1 ' hours. ] recommend
eating a nutritious meal within 1 1/2 hours of the aPPoin’cmen’c due to the strong
effect that acuPuncture has on the bodg. ] also reques’c that you wear comfortable
loose Fitting clothes so that ] will be able to access the Points ] need and so you will be

able to rest comFortably during the treatment!

Thank you for choosing me as your acuPuncturist l look forward to treating you.

Debbie \/aughn, | Ac



chbic \/aughn, LAC
2700 Andrea Kidge Cove Austin, | X 78738
(512) 6%%-1891

www.cicbbievaugl’mlac@gmail‘com

Traditional (Chinese Medicine [Health Fro{:ilc

Welcome new /Dat/cni'/ Al of the information you Prov/dc is contidential. Flease till this form

out as comp/ctc/y as you can. 50/776 qucst/ons may seem unrelated to your condition but t/n:y

will be /7@40)@/ n a/@tcrm/h/hg your c//'a‘gnosfs and treatment P/an,

Name: Date: /

Address:

City: State: Zip:

Home Fhone: ( ) Wor‘c: < ) CCHI ( )

I~ mail Address:

Emergencg contact and Fl‘xone #

Age: o Date of Birth: / / Occupatiorx:

Male Female Hcight: S Wciglﬂt: ks

Marital Status: Number of (Children:

How did you hear about the clinic?

[Have you been evaluated by a Medical Doctorforthis condition?

| ist the medications/supplements you are currentlﬁ taking:

Medicine/SuPP]ement Dose Reason [How long’? Frescribecl bg

Date of last
chcck—up




What health concerns would you like to treat with C!’ﬂ’nese Medicine? F]ease rank

the scvcritg o{:gour sgmptoms on a scale of 1-10, with 10 Ecing the most severe.

ngptom I-10

[How do these symptoms affect your clailg life?

Lab Results: (]nclude coPies)

Do you have a”ergies, food sensitivities or strong cravings for certain foods?

[Have you had any accidents, surgeries or hospitalizations? (lnc]ucle clates).

How was your health as a child?




How do you feel about these areas of you life?

GreatGoocl Ok Foor Bad Comments

Fartner U] U] U] U] U]
Familg O O O O O
Diet ] ] ] ] ]
Sex O o O O 0O
Self L L L L L
Work O O O ] ]
[" xercise L] L] L] U] U]
Spiritua]itg L] L] L] L] L]

Mark the symptoms that you have experiencec[ in the last 6 months:

Qi Xu Xue Xu

L] Fa’cigue L] Dizziness

L] Easi!g catch colds L] Fale Complexion
O] Shortness of breath O] |nsomnia

L] Feel worse after exercise L] Blurred Vision

L] Frolongecl recovery fromillnesses O See ﬂoating spots
O Fale complcxion L] Light headed

L] Ferspirc easilg L] Muscle cramps

L] [emorrhoids L] Dry si(in, nai]s, hair
O  Varicose veins ] Drg or hard stool

Gan Mai Xin Mai

Short temper Anxictﬂ/ncrvousncss
Dry eyes Falpitations
Frustration Laugh and cry easilﬁ
Altcrnating constipation/cliarrhca Easilg ovcrhcat/PersPirc
Jnsomnia

Frequent sighing
Bitter/metallic taste in the mouth

OO0000o0oad
OO0000o0oad

Vivid dreams/nightmares



O0ooodaoan

Fi Mai

Oooooodgogod

DePrcssion

High Pitc%e& ringing in the ears
Brittle nails and hair

Headaches at the top of the head
Numbncss/tingiing sensations
Ga”stones

56XU8”9 transmitted disease, which?

Pruise easi!g
| oose stools/diarrhea

(sas and bloating

[Hard to rcgulatc wciglﬂt
Constant worrging

Lack of muscle tone/strength
f:atiguc after eating

Foor appctitc

[rritable Powel Syn&rome

[ at irregu!arly or too quicug
Water retention

Fei Mai

O0oogogao

Yin xu

0l

0l
0
0

Sinus Problcms

Asthma
Chronic cough
Constant Pl’l]cgm in chest, throat

| ow resistance to colds or flu

Skin Prob]ems

Hot flashes
Nigl‘ﬂt sweats

Heat in han&s, feet and chest
(rave cold foods,/drinks

O0ooogao

Wakc up un-refreshed
Sores of mouth and tongue

Kcs’c]cssncss
Mental confusion
Ches’c Pain

Easilg startled /timid

Shen Mai

Oooooodgogod

=N

OO0O0oo0oogoW,

| ow sexual appctitc

Tend to overwork
]mcertility

Sore low back

Sore knees

| ow Pitchecl ringing in ears
Wake up to urinate at niglﬂt
[ncontinence

Pone/tecth Problems

| astin birth order
Decline in vision/l'xearing

Feel achg/lncavy
Mental Fogginess
E_clema/swe”ing

Nausea
Urinarg digicultg
Urinarg tract infections

Yang Xu

L] Feel cold, chi”g

[ Col& feet

L] Diarrhea~ undigested food
L] (Crave warm foods/drinks



]:amilg Medical Historg: | ist any signhcicant illnesses, e.g. diabetes, heart disease,
resPiratorg conditions, blood pressure, neurological disorders, Psyclﬁological

disorders

Motlﬁer;

Fatlﬁer:

Siblings:

Grandparents:

Li)ccstglc
° How often do you exercise? \/\/hat kind?

° Wl’lat time do you tgpica”g wake up and go to sleep?

° What do you usua”y eat for:

* Byreakfast:

*| unch:

*Snack:

X Dinner:

e Whatdo you do to deal with stress? Do you have enough time for these
things’?

. lndicate the use and Frequencg of the Fo”owing:

Yes No fﬂowmuch? Yes No HowMucl'x?

Coffee

Water

Tobacco

Socla

Alcohol

Recreational

Drugs




Womcn

Age of 1 Period: L Regular Perio&s’? o # dags of menstrual flow: o

# c{ays between Periocls: _ Average # Pacls: Pt clag o an clag____“_u_*

Do you have clots? SHize: o Severe cramps? _

Do you take birth control Pi”s? Do you bleed between Periods?

Fregnant’? o # of Fregnancies: o # of Chilclren: ”””””
[ ndometriosis: Fibroids: Ovarian cysts?: _
Do you have any of these F’MS sgmptoms?

O Nausea L] Breast tenderness L] lrritability

O Waterretention 0 |eadaches ] Anxictg

O \/omiting O Migraines O Depression

L] O’cher:
Age of menopause (nc aPPlicable>

Men

O Fros’cate Problems O Delagec} stream O Dribbling urination
L] lmPotence L] Fremature cjacu]ation L] Rec’cal dysxcunction
U] Co]clness or numbness in genitals L] Testicular Paiﬂ

[ O’chcr:




lnFormccl Conscnt for Acu uncture Trcatmcnt
P

] consent to the Perpormance of acupuncture and other oriental medicine Procedures
on me (or on the Paticnt named below for whom | am ]ega”g responsible).
| have been informed that acupuncture is a safe method of treatment, but occasiona”g
there may be some }Druising or ‘cing!ing near the needling sites that lasts a few dags.
T here have been very rare instances rePortccl of Fain’cing, usua”y duetoa Paticnt
being treated on an emptg stomach. Tl‘verc have been extreme]g rare instances of
spontancous miscarriage and Pneumothorax.
The herbs and nutritional suPPlements are considered safe in the Practice of
(Chinese Medicine. Some herbs are inappropriate during pregnancy. If] expcriencc
any gastro~intestinal upset or a”ergic reactions, ] will call riglﬁt away.
] understand that my medical records will be kept confidential and will not be released
to a third party without my written consent.
] understand that payment is due at the time of service and that if ] wish to file with my
insurance, ] must still pay Debbie \/aughn, [ Ac.in full. A receiPt with Procedure and
]CD~9 codes will be Provi&ed at my request. | understand that 24 hour notice is
required for cancellations and that otherwise | will be charged the full price of the visit.
] am noti{ging the Acupuncturist, Debbie \/aug}m, | Ac. of the Fo”owing:
_ Yes___No |havebeen evaluated ]39 a Plﬁgsician or dentist for the condition
being treated within 12 months before the acupuncture was Pemcormed | recognize
that ] should be evaluated by a Phﬂsician or dentist for the condition being treated }33
the Acupuncturis’c. _________ (initials)

~Yes__ No | have received a referral from my cHiroPractor within the last 30
clays for acupuncture.
A}Cter being referred by a Chiropractor, after 30 days or 20 treatments, whichever
comes first, if no substantial improvemcnt occurs, | understand that the Acupuncturist

is requirec{ to refer me to a Phgsician. ]t is my resPonsibilitﬂ and choice whether to

follow this advice.

Fatient’s Name (Print)
Signature Date
Name of pa’cien’c’s rePresentative (if applicablc)

Kepresentative’s signature



Fee Schedule

New Fatient Visit $90 (]nclucles consultation and treatment)
f:o”ow~uP | reatments $70

(Consultation $70 per hour

Fackage Discount $%00 for 5 treatments (15% off)

Mang insurance comPanies provicle benefits for acupuncture. | will glac”g Providc you
with a receip’c that dispiays the aPProPriatc ]Di”ing codes. You can then submit the

receiPt to your insurance company for reimbursement.

Fagmcnt Folicg

Fagment is required in full at the time of service in the form of cash and checks.

Cancellation Agrccmcnt

] look forward to treating you. The time you schedule is resewedjust Forgou. There

isa$2s fee for missed aPPointments or cancellations without 24 hour notice.

Referral Folicg

] reserve the rigl’xt to refuse treatment at any time if ] feel that the treatment is
inaPProPriate to either mgsch orthe Patient. [f such a case occurs, | will rchrgou to

the most aPProPriate place to continue seeking healthcare.

| have read, understand and agree to the above conditions.

Signature Date



