
Name:

Responsible Party (for billing):

Purpose for seeking treatment:

 

 Is this a work related injury?              Y         N 

Telephone (home):

Telephone (home): Telephone (work):

Telephone:

Billing address (if different than above):

Occupation

 Employer:

Telephone (work):

Telephone (cell):

Age:M           F

Birth date

last revised  9/15/17

Address:

Work Address

   

Email Address:

Name of Spouse/domestic partner (or parent if minor)

 In case of emergency notify: Relationship    

How were you referred to this office?   (circle one)   

Are you currently under the care of a health care provider 
(Acupuncturist, M.D., Chiropractor, Homeopath, Nutritionist, etc)?    

Name and phone number:   

If your complaints have been given a particular diagnosis, please describe:   

Onset of primary complaint:

1.Consent for Treatment
I, the undersigned, do hereby request and consent to the performance of acupuncture treatments and other Oriental Medicine procedures. 

The methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, massage, therapeutic laser, 
herbs and nutritional counseling. I wish to rely on the acupuncturist’s judgment during the course of the treatment, which shet feels at the time, is in 
my best interest.  I have been informed that acupuncture is a safe method of treatment, but occasionally there may be some bruising or swelling near 
the needling sites can last a few days. There may be some bruising after cupping. The herbs and nutritional supplements which may be recommended 
are traditionally considered safe in the practice of Chinese Medicine. By signing below, I agree to the above named procedures. I intend this consent 
to cover the entire course of treatment for my present condition(s). 

I agree to cover any expenses associated with my acupuncture treatments at the time of treament. I understand that if I am unable to give 
24 hours' notice in canceling an appointment, I will pay for the missed appointment (unless there is an emergency-then the fee is waived.)

Patient's Signature              Date

friend        family      newspaper       flyer          internet        yellow pages          other

222 East Canon Perdido Street   .   Sui te 306
Santa Barbara  .   CA  .    93101

805 .  957 .  1773

Pamela Grant Acupuncture

 yes no        



Please check if applicable to you: 
skin condition 
osteoporosis, bone 
disease/degeneration
broken bone or fracture
any recent surgery
 

If you have any pain, please describe:

Character of the pain:
(check if applicable)

high blood pressure  

high cholesterol  

insomnia

depression

other (please list)

Allergies to medications?  Please list:
Allergies to plants, foods, etc?  Please list if known:
Any surgeries, hospitalizations, serious or chronic illnesses, or accidents?  If so, please list:

What makes the pain worse?

What makes the pain better?

currently pregnant
varicose veins
thrombosis, phlebitis
swollen lymph
cancer

hemorrhage
detached retina
herniated disk 
fainting, anemia
latex allergy

high blood pressure
history of back surgery
poor circulation
pacemaker
hypglycemia

dull
sharp
stabbing

heavy
achy
changes locations

deep
associated with menstrual cycle
associated with allergies

sitting
fatigue
rest/laying down
cold

heat
standing
walking
activity/exercise

pressure/massage
lifting
stress
sex other 

rest/laying down
heat

cold
activity/exercise

pressure/massage
other
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pain    

inflammation

thyroid condition

infection

acid reflux

diabetes

fluid retention

anxiety

Please check any medications you currently use for the following conditions.  List the medication if possible:

hepatitis (a, b, c, e)
Please check if you have had any of the following. Also indicate when diagnosed.

self    relative

herpes hiv/aids mrsa other

skin disease

asthma

stroke

tuberculosis

ulcer/stomach problems

hormone issues

kidney/bladder problems

alcoholism

headaches

allergies 

diabetes

substance abuse

cancer/tumors

heart disease

auto-immune disease

heart disease

self    relative
high blood pressure

atherosclerosis

arthritis

mental/emotional disorders

considered/attempted suicide

depression

bleeding disorders

other:

self    relative
Please indicate if you or a blood relative has had or currently has these disorders:



Pamela Grant Acupuncture

222 East Canon Perdido, Suite 306 
Santa Barbara, CA 93101

This notice describes how medical information about you may be used and disclosed, and how you can get access to this information.  
Please review carefully.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA), established a "Privacy Rule" to help insure that personal health care 
information is protected for privacy.  The Privacy Rule was also created in order to provide a standard for certain health care providers to obtain 
their patients' consent for uses and disclosures of health information about the patient to carry out treatment, payment, or health care operations.

As our patient, we want you to know that we respect the privacy of your personal medical records and will do all we can to secure 
and protect that privacy.  We strive to always take reasonable precautions to protect your privacy.  When it is appropriate or necessary, 
we provide the minimum necessary information only to those we feel are in need of your health care information regarding treatment, 
payment or health care operations in order to provide heath care that is in your best interest.

We fully support your access to your personal medical records.  We may have indirect treatment relationships with you (such as laboratories 
that only interact with the physician and not patients), and may have to disclose personal health information for purposes of treatment, 
payment or health care operations.  These entities are most often not required to obtain patient consent.

Health plans and other payors need information from us about your medical care.  Information from us to your payor may include your 
diagnoses, procedures performed, or recommended care. We may use and disclose your information to conduct or arrange for services including:
• Medical quality review by your health plan • Accounting, legal, risk management, and insurance services
• Audit functions, including fraud and abuse detection and compliance programs

You have the right to ask us to restrict certain uses and disclosures. You must deliver this request in writing to us. We are not required to grant 
the request, but we will comply with any request granted.  You have the right to request that you be allowed to see and get a copy of your 
protected health information.  You should make this request in writing.  We have a form available for you for this type of request.  A 
reasonable cost-based fee will be assessed for such records for the actual cost of copying, postage, and preparing the summary explanation.

You have the right to have us review a denial of access to your protected health information, except in certain circumstances. You have the 
right to ask us to change your health information;you should make this request in writing.  If your request is denied, we will notify you of this fact 
in writing and you may write a statement of disagreement. It will be stored in your medical record and included with any release of your records. 

You have the right to request of list of disclosures of your health information.  The list will not include disclosures to third-party payors. You 
may receive this information without charge once every 12 months.  We will notify you of the cost involved if you request this information more 
than once in 12 months.

You have the right to cancel prior authorizations to use or disclose health information by giving us a written revocation.  Your revocation does 
not affect information that has already been released.  It also does not affect information that has already been released. It also does not 
affect any action taken before we have it.  Sometimes, you cannot cancel an authorization if its purpose was to obtain insurance.

We will ask you to sign in with your first and last name when you come in to our waiting room.  If you prefer, you may just use your
first name.  We may call you on the phone numbers you submitted and leave phone messages.  We may also send you mail or
email, such as birthday cards or newsletters.  If you have any objections to these policies, please let us know.  If you have questions, want 
more information, or want to report a problem about the handling of your protected health information, you may contact:  Pamela Grant, L.Ac. 
phone: 805-957-1773, email: pamelagrant306@gmail.com.

If you believe your privacy rights have been violated, you may discuss your concerns with Pamela Grant.  You may also deliver a written 
complaint to Pamela Grant, L.Ac. at the above address.  You may also file a complaint with the U.S. Secretary of Health and 
Human Services.

We have the right to change our practices regarding the protected health information we maintain.  If we make changes, we will
update and amend this Notice of Privacy Practices.  You may receive the most recent copy of the Notice by calling and asking for it.

________________________________________   _____________________________________________       ______________________

Notice of Privacy Practices
HIPAA Statement

DatePrint NameSignature



ARBITRATION AGREEMENT
Article 1:  Agreement to Arbitrate:  It is understood that any dispute as to medical malpractice, that is as to whether any medical services 
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompletely rendered, will be determined 
by submission to arbitration as provided by California and federal law, and not by a lawsuit or resort to court process except as state and 
federal law provides for judicial review of arbitration proceedings.  Both parties to this contract, by entering into it, are giving up their 
constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration.

Article 2:  All Claims Must Be Arbitrated:  It is also understood that any dispute that does not relate to medical malpractice, including 
disputes as to whether or not a dispute is subject to arbitration, will also be determined by submission to binding arbitration.  It is the intention 
of the parties that this agreement bind all parties as to all claims, including claims arising out of or relating to treatment or services provided by 
the health care provider including any heirs or past, present or future spouse(s) of the patient in relation to all claims, including loss of 
consortium.  This agreement is also intended to bind any children of the patient and the health care provider and/or other licensed health care 
providers or preceptorship interns who now or in the future treat the patient while employed by, working or associated with or serving as a 
back-up for the health care provider, including those working at the health care providerʼs clinic or office or any other clinic or office whether 
signatories to this form or not.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health 
care providerʼs associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without 
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages.

Article 3: Procedures and Applicable Law:  A demand for arbitration must be communicated in writing to all parties.  Each party shall select 
an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the 
parties within thirty days thereafter.  The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration.  Each party to the 
arbitration shall pay such partyʼs pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the 
arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party for 
such partyʼs own benefit.

Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the neutral arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party in 
a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed 
pending arbitration.

The parties agree that provisions of the California Medical Injury Compensation Reform Act apply to disputes within this arbitration agreement, 
including, but not limited to, sections establishing the right to introduce evidence of any amount payable as a benefit to the patient as allowed 
by law (Civil Code 3333.1), the limitation on recovery for non-economic losses (Civil Code 3333.2), and the right to have a judgement for future 
damages conformed to periodic payments (CCP 667.7).  The parties further agree that the Commercial Arbitration Rules of the American 
Arbitration Association shall govern any arbitration conducted pursuant to this Arbitration  Agreement.

Article 4: General Provision:  All claims based upon the same incident, transaction or related circumstances shall be arbitrated in one 
proceeding.  A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, 
would be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the 
procedures prescribed herein with reasonable diligence.

Article 5: Revocation:  This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature and 
if not revoked will govern all professional services received by the patient and all other disputes between the parties.

Article 6: Retroactive Effect:  If patient intends this agreement to cover services rendered before the date it is signed (for example, 
emergency treatment) patient should initial here. ________ . Effective as of the date of first professional services.

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not be 
affected by the invalidity of any other provision.  I understand that I have the right to receive a copy of this Arbitration Agreement. By my 
signature below, I acknowledge that I have received a copy.

NOTICE: BY SIGNING THIS CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION, AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.  
SEE ARTICLE 1 OF THIS CONTRACT.

PATIENT NAME:

PATIENT SIGNATURE   X (DATE)

OFFICE (DATE)

AAC-CA ALSO SIGN THE INFORMED CONSENT ON REVERSE SIDE OR NEXT PAGE



ACUPUNCTURE INFORMED CONSENT TO TREAT
I hearby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of 
acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist indicated below and/or other 
licensed acupuncturists who now or in the future treat me while employed by, working or associated with or serving as back-up for the 
acupuncturist named below, including those working a the clinic or office listed below or any other office or clinic, whether signatories to this 
form or not.

I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na 
(Chinese massage), Chinese herbal medicine, and nutritional counseling.  I understand that the herbs may need to be prepared and the teas 
consumed according to the instructions provided orally and in writing. The herbs may have an unpleasant smell or taste.  I will immediately 
notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising, 
numbness or tingling near the needling sites that may last a few days, and dizziness or fainting.  Burns and/or scarring are a potential risk of 
moxibustion and cupping, or when treatment involves the use of heat lamps.  Bruising is a common side effect of cupping.  Unusual risks of 
acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax.)  Infection is 
another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment.

I understand that while this document 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 recommended are traditionally considered safe in 
the practice of Chinese Medicine, although some may be toxic in large doses.  I understand that some herbs may be inappropriate during 
pregnancy.  Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives and 
tingling of the tongue.  I will notify 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 I wish to rely on the 
clinical staff to exercise judgement during the course of treatment which the clinical staff things at the time, based upon the facts then know in 
in my best interest.  I understand that results are not guaranteed.

I understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept 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 told about the risks 
and benefits of acupuncture and other procedures, and have had an opportunity to ask questions.  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.

PATIENT SIGNATURE   X

ACUPUNCTURIST NAME:

(DATE)

Or Patient Representative (Indicate relationship if signing for patient)

ALSO SIGN THE ARBITRATION AGREEMENT ON REVERSE SIDE OR NEXT PAGE
AAC-CA
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