
Acupuncture Solutions, LLC
3900 Pebblecreek Ct. #101

Plano, TX 75023

PATIENT REGISTRATION

First Name DateLast Name

Address Zip Code

Telephone Home

EmailAddress

Work Cellular

Age DOB Occupation

Who to reach in case of an emergency?

How did you hear about our clinic?

Are you currently receiving health care? Please circle: Y N

lf yes, name of physician:

Condition being treated:

What are your most important health concerns? How long have you had this condition?

1 1

Please list tested or suspected allergies and related symptoms:

Foods

2

3

2

3

Seasonal

Drug / other

Cunent Medications: Please list any prescription medications or over{he-counter medications you are taking.

Daily Dosage

Do you have a current medical condition(s) (e g, Epilepsy, Pregnant)?

Do you smoke? Please circle: Y N

Office Policies

' 24-hour cancellation of appointment is required. A $25 late, cancellation, or no show fee may be charged.
' Please arrive 10 minutes prior to your appointment time. Late arrivals may result in a late cancellation fee.
. Payment is full due at the time services are rendered.

Signature
(lf under the age of 18, must be signed by Parent or Legal Guardian.)

Date



Acupuncture Solutions, LLC
390f) Pebblecreek Ct- Suite lOt

Plano, TX 75023

Notice to Patient

(pursuant to the requirements of Section 183.7(e) of this title (relating to Denial of License; Discipline of

Licensee) and section 6.11, subsections (b) through (d), V.A.C.S., article 4495b, goveming the practice of

acupuncture)

I (patient's name) am notifying the acupuncturist

of the following:(practitianer's name)

_yes _ No I am being treated for smoking addiction, weight loss, alcoholism, chronic
pain, or substance abuse. If No, what is the condition that the acupuncturist is

treating?

_yes _ No I have been evaluated by a physician or dentist for the condition being treated

within 12 months before the acupuncture was performed. I recogntze that I

should be evaluated by a physician or dentist for the condition being treated

by the acupuncturist. -(initials) Date;-

_yes _ No I have received a referral from my chiropractor within the last 30 days for

acupuncture. After being referred by a chiropractor, if after 120 days or 30

treatments, whichever comes first, no substantial improvement occurs in the

condition being treafed, I understand that the acupuncturist is required to refer

me to a physician. It is my responsibitity and choice whether to follow this

advice.

Patient Signature: Date:



Acupuncture Solutions, LLC
3900 Pebblecreek Ct. Suite 101

Plano, TX75023
Phone: 972-612-4900
Fax: 972-612-3232

Informed Consent to Treatment

I hereby request and consent to the performance of acupuncture/acupressure treatments and other procedures within th
practice of acupuncture on me (or on the patient named below, for whom I am legally responsible) by Steven R. Homol,
licensed acupuncturists who now or in the future treat me while employed by, working or associated with or serving as t
acupuncturist named below, including those working at the clinic or office listed above or any office or clinic whether
this form or not.

I understand that methods of treatment may include, but are not limited to, Advanced Allergy Therapeutics(AAT), l,
Allergy Elimination Treatment(NAET), acupuncture/acupressure, moxibustion, cupping, electrical stimulation, Tiu
massage), Oriental herbal medicine, and nutritional counseling. I understand that the herbs may need to be prepare
consumed according to the instructions provided orally and in writing. The herbs may have an unpleasant smell o:
immediately notifu a member of the clinical staff of any unanticipated or unpleasant effects associated with the consur
herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side efft
bruising, numbness or tingling near the needling sites that may last a few days, and dizziness and fainting. Bruising is a
effect of cupping. Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, :
puncture (pneumothorax). Infection is another possible risk, although the clinic uses sterile disposable needles and ma
and safe environment. Burns and/or scaring are a potential risk of moxibustion and cupping. I understand that while
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 reco
traditionally considered safe in the practice of Oriental Medicine, although some may be toxic in large doses. I undersl
herbs may be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachar
headache, diarrhea, rashes, hives, and tingling of the tongue.

I will notifu a clinical staff member who is caring for me if I am or become pregnant.

I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, and
of the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based
then known is in my best interest. I understand that results are not guaranteed. I know that the clinic staff assumes no
for medical conditions that require the attention of a medical doctor, or the necessary adjustments to prescribed medicat
after the completion of treatments.

I understand the unpredictable nature of allergies and related symptoms. The clinic cannot guarantee that new alle
develop in the future. Where we can treat most forms of allergies, some cimes do not respond to treatment. I also unde
only known risk with allergy desensitization (including medical immunotherapy, AAT or NAET) is the possibilit5
sensitivity. I assume all responsibility for unpredictable immune reactions, which may lead to increased symptomatr
event, I agree to seek immediate medical attention. I understand that the clinic does not treat cases of anaphylaxis and I
disclose all information regarding any life-threatening allergies or allergies resulting in anaphylaxis.

I understand the clinical and administrative staff may review my patient records and lab report, but all my recordr
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
risks and benefits of acupuncture and other procedures, and have had the opportunity to ask questions. I intend this cc
cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

(Print Patient Name) (Signature of Patient) (Date)

(Print Name of Clinic Staffl (Signature of Clinic Staffl (Date)



?$tMedlcrl History
Check any ofthe following conditions you currentty bave orhavc bad in dre past Please also checkif you feel any of tbe follov
significant put of yur medical history.

flapslmv
fl*rcoaousn
[] anergics
D epp*dicitis
D *rtsiosclerosis
I estnma
fl gitth Trauma

(your ounn birth)
flcanccr
ff ctrickeu Pox

I trtultinle Sclercsis
il uonnir
f] Paccmaker
D Pteurisy
il Pneunonia
I rotio
fl nnerma*c Fever
D scart* Fever
D stianes
fl smre

ilniauw
E gmphla€Nna

I Epitepsy
E coiter
D cout
il H.*t Disease
I Hepatitis
fJs*po
[l uigtt Blood Pressnrc
f] Measles

flThyroid Disordcrs
D fuUcrsutosis
D rnnoid Fever
il ulcqs
fJ Veneral Discasc
fl unooping Cough
Ll CIher (spccifr):

List medicatiotrs you ara crrrently aking.
Medications SEength Horrrnanyper day? For hew long?

List subsanoes or medicatious you are allergic to.

List any majorsurgerics you have had.
f,late hoblcrr

List signiEcant trausn {Auto accidenf falls}.

List significant family history.

Your Diet
Appctirc flsiett

lJ l,ow
D corce
E son Drinks
E ertineial Swceteuer

I sugar
C sutty Food

Thirst forVater:
# of Glasscs pcr Da)4

Vframb taken in tbe past two months:

Your Lifestyle
fl Alcshol
f] Touacco
flMari;"""s

flotrss
E suess
D O""opationsl llaezrds

I negplsrExercise
Tpe: Frequc,ncy:

Frequency:

I Sr+,e*s Easity
flfrfuscteCramps
il Vertigo or Dizziness
fl glg or Bnrise Eosily
fl fecutiar Taste (desribe):

f!Con Hands or Feet
fl Po* Circulation
il Strortrcss of Brsath
fl FeY*r
Dctritts
[J Nignt sweats

Geneml Symptoms
I PoorAppetite
D HotyAppctit€
I Srongty like Cold Drinks
fl *ongty lfte Hot Drinlc
n Recent Weight Loss
E neq€rt Weight 6ain

I Poot Sleep
D H€arysls€p
D Pream{isfi*cd Sleep
I ratigue
fl tacr of Smngrh
E noary Heavincss



E ctasscs
ff eyr strain
fle)'e Paitr
Elnra e)*
D ttctry Eras
E Sp* in Eyes
fl Poor Vision
flghrnd vision
E nignenn&ress

Qil*'
Ll Cataracts
flrr.C, Problems
D crina Testh
fJ rul
f! faciat Pain
E A.r* koblerns
fl Sores otr Lips or Tonguc
D Dry Mou{r

E Excessivc sarif
fJ Sintrs Problcms
flExccssive Pblegm
fJ Cotor of Fhlegm:

f] Swolten Glands
fl t"unrps in Thro*
D gr,tog"A ftyroid

E N*. Bl€eds
I niogog in Ears
fl P.oor Hcaring
I faracnes
I geaAacUes
fluigrais
D Concussions
fl Otha ttead/Ncck hoblems

Resplretory
E Pneumonia
El Pimcdty Brcatbing rryhen

lyrng doum

D.*ortness of Breath
fl riehtch*t
E as*rmal lVhrezing

El coueh'WetorDr:/l

Thick or Thin?

ColorofPhlegm:

Catdiovasculer
flttt*t Bld Prcsqne
f] fn*BlooitPresane
I ebod clots

D raiming
f] Ctrct fain
D Umcufy Breathing

O Tachycardia
E g*tt Palpiations
E puebttis

il lnpgutarHeartbeat

GartreintegtiBal
Nsusca
Vorniting

D g.d Br$th
I oiarrhca
flConstipation
I l:xativcUsc
f] nbct stmls
I Mucous in Stools

il tntestinal Paia or Crarnpbg
fl ncuy Anus
E eurnhgAnut
I nectat Pein
f] Herrorrtroi0s
fl Aaal Fisur€s

Bowel Movcmeuts:
Frequency:
Color:Acid Regurgitation

Gas "
Hicmpr
Bloating

TexHrc/Form:

Mugeutoskeletel
I N*ctrl Shout&r Pain
fl Uuslc Pain
f] Upprt Back Pain

I tower Back Pain
I loint Psitr
fi nin rain

fl Ltnitca Range of Motioa.
fl Unnitcd Use

fl Otho (dcscribc):

Skin snd Esir
D nasum
fJ Hives
I Ulceration
f] g""rr?"

flProriasir
flA"ttc
flOandnrf
fl ttching

[J xairl*se
[J Ctange inHair/ Skin Texture
f] Fungal Infection

fl OOcr HairXskin Problems:

Neuropsychological
il seiancs
fl Nrrmuness
fl rics
D Po* Mcmory

f] Deprassion
n nnxiety
il trritauitity
E E rity Stessed

Abuse Srnrivor
ensid€rcd/ Attempcd Suicide
Sceing a Thcr:apist
Otbcr (Sp€cify):

Genitourinrry
Pain onUrination
fre$ffit Urimtion
UrgcntUrination
Blood in UriE

E Ineontincnt
I tnmpleteUrirutior
f] venerealDiscast
fl acductting

f] upotence
I nemature Ejrculatiol
f] Nocttrrat Enoissim
il olcr:

fl Wane to Urinate
f] tnr€osed Ubido
D PecrcastA Libido
D rion"y Stm*

Gynecologicel
Agc Menxs Began: -
I^ryth ofCycle (Day t to Day l)

.D,uratim-of-Eloru

il t*oeul*Pcriods '

flPainnrl Period
I vqsnd Odtr
f] Vaginat Sores
il Vaeinal Discharye
Coloc

Date of Iast PAP:

il pus
D ercast Lumps

# ofhegnancies:
# oflivcBirths:
# sfhemature Births:

: : r .  j l l . ,

Da$e lr$t PcriodBegan:
Age at Menopase:


