Chinese Acupuncture and Herbal Medica
li.acumagic@gmail.com
1599 NW 9th Ave. suite 204, Boca Raton, FL 33486
In order for us to better service you please fill out this questionnaire carefully. All of your answers will be held absolutely confidential. It there is anything you want to bring to our attention, which is not asked on this form, please note in the "comments" section. Thank you.

Name: 



Sex: 

Date of Birth:  
Address:   
Occupation:





Email:  
Cell:  






Referred by: 


Have you been treated with acupuncture or oriental medicine before?    Yes
No  
Main concern(s) you would like for us to help you with:
Medical History (please specify all that apply)

Cancer


Diabetes

Hepatitis A B C
High blood pressure:
Heart disease:    
Rheumatic fever
Seizures 

 Stroke

Thyroid disease
Venereal Disease
Other

Surgeries:  

Allergies:

Significant trauma: (auto accidents, falls, etc.)
All patients are required to wear a mask that covers your nose and mouth when you come into the office and during acupuncture treatments.

Thank you for protecting yourself and other patients.

I testify that I will be treated by Li Zheng PhD, and Changhong Zhou, Licensed Acupuncturist and Herbalist, Boca Acupuncture Clinic for my medical condition under my own choice.

I understand the risks of the Covid-19 virus and I am using precautionary measures to avoid contracting it.  I agree that Boca Chinese Acupuncture clinic is in compliance with the precautionary measures needed to protect me during my acupuncture treatment.
PATIENT FINANCIAL RESPONSIBILITY & AUTHORIZATION FORM

Thank you for choosing Chinese Acupuncture and Herbal Medica as your healthcare provider. We are committed to providing you with the highest quality healthcare. We ask that you read and sign this form to acknowledge your understanding of our patient financial policies.

Patient Financial Responsibilities

· The patient (or the patient's guardian, if a minor) is ultimately responsible for the payment for treatment and care

· Where appropriate, we will bill your insurance for you. However, the patient is required to provide the most correct and updated information regarding insurance.

· Patients are responsible for payment of co-pays, co-insurance, deductibles and all other procedures or treatments not covered by their insurance plan.

· Co-pays are due at the time of service.

· Co-pays, Co-insurance, deductibles and non-covered items are due at the time of service
Patients may incur, and are responsible for payment of additional charges, if applicable. These charges may include:

· Charge for returned checks (insufficient funds) $30.00

· Charge for missed appointments without 24 hours’ notice $50.00

Patient Acknowledgement and Authorization

· We respect patient confidentiality and only release personal health information about you in accordance with the State and federal law. The attached notice describes our policies related to the use of the records of your care and how you may get access to this information. Please review this policy carefully.

By my signature below, I acknowledge that I have received and read the privacy notice provided by Chinese Acupuncture and Herbal Medica. I hereby authorize Chinese Acupuncture and Herbal Medica to release medical and other information acquired in the course of my examination and/or treatment to the necessary insurance companies, third party payors, and/or other physicians or healthcare entities required to participate in my care.

Patient Name ______________________________________

Patient/Guardian Signature ___________________________ Date ______________________
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