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 Signs/Symptoms 

 Abdominal  
  pain/distention

 Coughing blood  Hemorrhoids  Muscle cramps/pain  Sinus pressure

 Dark stools  Heart palpitations  Nasal congestion  Skin fungal infection

 Abuse survivor  Decreased libido  Hiccup  Neck/shoulder pain  Spots in eyes

 Acid regurgitation  Depression  High blood pressure  Night sweat  Sweat easily

 Acne  Dizziness/vertigo  Increased libido  Nose bleeds  Sore throat

 Asthma  Dry throat/mouth  Indigestion  Numbness  Sudden energy drop

 Bad breath  Diarrhea  Intestinal pain/cramps  Odorous stools  Swollen glands

 Blood in stools  Ear aches  Irritable  Pain upon urination  Teeth/gum problems

 Blood in urine  Enlarged thyroid  Itchy eyes  Peculiar tastes  Ulcerations

 Blurry vision  Eye pain/strain/tension  Itchy skin  Poor appetite  Upper back pain

 Breast lump/pain  Excessive phlegm  Joint pain  Poor circulation  Urgent urination

 Bruise easily   Color of ___________  Kidney stones  Poor memory  Vomiting

 Chest pains  Excessive saliva  Laxative use  Poor sleep  Wake to urinate

 Chills  Fatigue  Limited range of motion  Psoriasis  Weight loss/gain

 Cold hands/feet  Fever  Loss of hair  Rash  Wheezing

 Concussion  Frequent urination  Low back pain  Redness of eyes    Other:

 Confusion  Gas/belching  Migraine  Seizures

 Constipation  Grinding teeth  Mouth sores  Short temper

 Cough  Headache  Mucus in stools  Shortness of breath

 Female Concerns 

 Medical History 

Date of last menstruation Is your cycle regular?  Yes  No Is your cycle painful?  Yes  No

Have you ever been pregnant?  Yes  No Birth control?  Yes  No How long?

 PMS  Clotting  Vaginal sores  Vaginal pain  Discharge

Do you have any allergies?  Yes  No If so, to what?

Do you take medication?  Yes  No If so, what types and how often?

Do you take supplements?  Yes  No If so, what types and how often?
Please indicate if you or any family members have or had any of the following conditions:

 Pneumonia  Drug reaction  Mental breakdown  Gonorrhea/Herpes  Mental illness

 Tuberculosis  Heart attack  Jaundice  HIV/AIDS  Hypo/hyper thyroid

 Hepatitis  Blood transfusion  Parasites  High/low blood pressure  Premature graying

 Diabetes  Anemia  Measles  Heart disease  Seizures

 Epilepsy  Arthritis  Mumps  Gout  Multiple Sclerosis

 Kidney Stone  Obesity  Syphilis  Cancer

Do you sleep well?  Yes  No Do you dream?  Yes  No

Do you have a high point during the day?  Yes  No When? Do you have a low point during the day?  Yes  No When?

What are your indulgences?

What are your hobbies/pleasures?

 Male Concerns 

 Testicle pain     Penis pain   Penis sores   Discharge     Premature ejaculation       Nocturnal emission       Impotence  
Other

Other

Impotence
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 Pain 

Use the diagram and pain key to the right to indicate areas and type of pain. 
Use the chart below to indicate pain intensity and limitations.

Pain intensity levels

 No Pain  Moderate pain  Severe pain  Terrible pain

Sleeping

 No problem  Disturbed  Very disturbed  Cannot sleep

Work - Can do:

 Usual work  50% of work  25% of work  No work

Frequency of pain

 25% of time  50% of time  75% of time  100% of time

Travel

 No problem  Moderate pain on trips  Severe pain

Recreation - Can do:

 All activities  Some activities  No activities

Walking

 Can walk 昀椀ne  Pain after 1/2 mile  Cannot walk

Sitting

 No pain sitting  Some pain while sitting  Cannot sit
Pain Key

Ache Numbness Pins & Needles Burning Stabbing

^ ^ ^ ^ = = = = 0 0 0 0 X X X X / / / /

 Web of Wellness 

Health and wellness are a balance 
of many things. Many factors a昀昀ect 
our lives in various ways. These 
factors weave a web of health and 
well-being.
Using the diagram to the right, 
choose your level of satisfaction 
in each of the areas. For example, 
if you are extremely satis昀椀ed with 
your career, shade in the “10” 
circle on the career health line.
1 = Extremely unsatis昀椀ed 

5 = Neutral 
10 = Extremely satis昀椀ed

1
1

1
1 1

1

1
1

10

9

8

7

6

5

4

3

2

10

9

8

7

6

5

4

3

2

10
9

8
7

6
5

4
3

2

10
9

8
7

6
5

4
3

2

10

9

8

7

6

5

4

3

2

10

9

8

7

6

5

4

3

2

10
9

8
7

6
5

4
3

2

10
9

8
7

6
5

4
3

2

Mental Health Physical Health

Financial Health

Spiritual Health

Family HealthSocial Health

Career Health

Sexual Health

 Commitment 

On a scale from 1-10, how committed are you to correcting your problem(s)?

not committed 1 2 3 4 5 6 7 8 9 10 very committed



Consent for Use or Disclosure of Health Information

Our Privacy Pledge

We are very concerned with protecting your privacy. While the law requires us to give you this disclosure,
please understand that we have, and always will, respect the privacy of your health information.

There are several circumstances in which we may have to use or disclose your health care information.

• We may have to disclose your health information to another health care provider or a hospital if it is
necessary to refer you to them for the diagnosis, assessment, or treatment of your health condition.

• We may have to disclose your health information and billing records to another party if they are
potentially responsible for the payment of your services.

• We may need to use your health information within our practice for quality control or other operational
purposes.

We have a more complete notice that provides a detailed description of how your health information may
be used or disclosed. You have the right to review that notice before you sign this consent form
(§164.520). We reserve the right to change our privacy practices as described in that notice. If we make a
change to our privacy practices, we will notify you in writing when you come in for treatment or by mail.
Please feel free to call us at any time for a copy of our privacy notices.

Your Right to Limit Uses or Disclosures

You have the right to request that we do not disclose your health information to specific individuals,
companies, or organizations. If you would like to place any restrictions on the use or disclosure of your
health information, please let us know in writing. We are not required to agree to your restrictions.
However, if we agree with your restrictions, the restriction is binding on us.

Your Right to Revoke Your Authorization

You may revoke your consent to us at any time; however, your revocation must be in writing. We will not
be able to honor your revocation request if we have already released your health information before we
receive your request to revoke your authorization. If you were required to give your authorization as a
condition of obtaining insurance, the insurance company may have a right to your health information if
they decide to contest any of your claims.



 
Consent to Treatment Form 

 

By signing below, I do hereby voluntarily consent to be treated with acupuncture and/or substances from a licensed acupuncturist at the Healthy 

Living Acupuncture Clinic.  I understand that acupuncturists practicing in the state of Wisconsin are not primary care providers and that regular 

primary care by a licensed physician is an important choice that is strongly recommended by this clinic’s practitioners. 

 

Acupuncture/Moxibustion: I understand that acupuncture is performed by the insertion of needles through the skin or by the application of heat to 

the skin (or both) at certain points on or near the surface of the body in an attempt to treat bodily dysfunction or diseases, to modify or prevent pain 

perception, and to normalize the body’s physiological functions.  I am aware that certain adverse side effects may result.  These could include, but are 

not limited to: local bruising, minor bleeding, fainting, pain or discomfort, and the possible aggravation of symptoms existing prior to acupuncture 

treatment.  I understand that no guarantees concerning its use and effects are given to me and that I am free to stop acupuncture treatment at any time. 

 

Direct Moxibustion: I understand that if I receive direct moxibustion as part of therapy, there is a risk of burning or scarring from its use. I 

understand that I may refuse this therapy. 

 

Chinese Herbs: I understand that substances from the Oriental Materia Medica may be recommended to me to treat bodily dysfunction or diseases, 

to modify or prevent pain perception, and to normalize the body’s physiological functions. I understand that I am not required to take these 

substances but must follow the directions for administration and dosage if I do decide to take them. I am aware that certain adverse side effect may 

result from taking these substances. These could include, but are not limited to: changes in bowel movement, abdominal pain or discomfort, and the 

possible aggravation of symptoms existing prior to herbal treatment.  Should I experience any problems, which I associate with these substances, I 

should suspend taking them and call the Healthy Living Acupuncture Clinic as soon as possible. 

 

Massage/ Cranial Sacral: I understand that I may also be given Massage/ Cranial Sacral as part of my treatment to modify or prevent pain 

perception and to normalize the body’s physiological functions.  I am aware that certain adverse side effects may result from this treatment.  These 

could include, but are not limited to:  sore muscles or aches, and the possible short term aggravation of symptoms existing prior to treatment.  I 

understand that I may stop the treatment if it is too uncomfortable. 

 

Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered with the acupuncture. I am aware that certain 

adverse side effects may result. These may include, but are not limited to: electrical shock, pain or discomfort, and the possible aggravation of 

symptoms existing prior to treatment. I understand that I may refuse this treatment. 

 

I understand that there may be other treatment alternatives, including treatment offered by a licensed physician. 

I have carefully read and understand all of the above information and am fully aware of what I am signing.  I understand that I may ask my 

practitioner for a more detailed explanation.  I give my permission and consent to treatment. 

 

Signature: ________________________________________________________ Date: ________________________ 

Printed Name: ____________________________________________________  

 

PRIVACY PRACTICES ACKNOWLEDGMENT  

I have received the Notice of Privacy Notice and I have been provided the opportunity to review it.   

         

________________________________________________________________________________________________  

    Patients Signature       Date       

□ Please check box to verify that Healthy Living Acupuncture has permission to call you to check on your condition and send you 

updates/reminders! 



 

 

Effective: 2/1/2024 

 

Initial Consultation and First Treatment $145.00                  

Single Treatment $105.00     

Senior (65+) treatment after initial visit $95 

Six Treatment Package $570 ($95 ea) 

 

Package available after initial visit. 

 

All plans include modalities, acupuncture treatment, and nutritional counseling. 

We do not permit shared packages. 

 

● Active patients must be seen a minimum of once yearly or will be considered a new patient. 

Patients will be charged the initial visit fee of $145.00. 

● Re-evaluation will be needed if you have a new reason for visit.The fee is $130.00. 

● If you and your acupuncturist decide to discontinue care prior to completing visits paid for as part 

of your pre-payment plan, a refund will be given. The refund will be given minus the cost of 

treatments used at single treatment price ($105).        

                                         

CANCELLATION POLICY 

Your appointments and well-being are very important to us. We understand that sometimes, unexpected 

delays can occur, making schedule adjustments. If you need to cancel your appointment, we respectfully 

request at least 24-hour notice. 

Any cancellation or rescheduling made less than 24 hours will result in a cancellation fee. The amount of 

the fee is $55. 

If you are more than 10 minutes late for your treatment, we may not be able to accommodate you. In this 

case, the same cancellation fee will apply. We will do our very best to reschedule your service for another 

time that is convenient to you. 

  

 

I have read and agree to the terms of this policy. 

 

PATIENT NAME:________________________________________ DATE:_____________________ 

 

SIGNATURE:_____________________________________________________________________ 

 


