Welcome to The Center For Acupuncture and Traditional Medicine

Following are some suggestions to help your progress with acupuncture.

Acupuncture is a holistic system. This means that by correcting your bodies energetic
imbalances we will restore proper function of your organs thereby eliminating your
symptoms. Our system of diagnosis is based on your symptoms and we are interested in all
of your symptoms whether or not they seem to be related to your chief complaint.

When an acupuncture needle is inserted you should feel a dull sensation or a tingling,
warmth and sometimes even a shock-like sensation but it should never last more than a
second or two. Though the needles create a sensation it should not be painful. If you
experience a stinging or painful sensation be sure to tell the practitioner. There is no reason
to Ogrin and bear itO with regards to acupuncture needles.

Try to remain as still as possible when lying on the table with needles inserted. Though no
permanent damage can occur extra movement will prove to present some fleeting
discomfort. Occasionally, a bruise may occur from a needle. This will disappear in a few
days.

Please keep written notes of your progress throughout your treatments. Record any
changes that you observe in your body Bwhether or not they seem related to your condition.

Chinese medicine observes tongue condition as one of its techniques to diagnose. Please
do not ObrushO your tongue when you brush your teeth for the duration of your treatments.
Proper diagnosis depends on clearly observing your bodyOs Onatural stateO.

It is best to be neither too hungry or too full before acupuncture treatments.

It is best to refrain from sexual activity and drinking alcohol for approx. 6 hours after
treatment.

It is common though not mandatory to have a OshiftO of symptoms for the day of the
treatment or even the next day. This can manifest as a reduction of symptoms that will last
for a short period of time. The duration of time will increase as you continue treatments. It
is also possible that you may experience a tired feeling or even an exacerbation of
symptoms. This is temporary and should be gone within 1 to 2 days. If any symptoms are
worse after two days then contact your practitioner.

A Ocourse of acupunctur® is 10 treatments. Acute conditions may require much less than
one course of treatment to resolve themselves. Chronic conditions may require one to two
courses of treatment before making a dramatic change but you will see improvements in
your condition after three or four treatments and will observe constant improvements along
the way.

Acupuncture is a wonderful system of healing and demonstrates to us the beauty of the
human body in its ability to heal itself. Enjoy the process!



Name Date of Birth

Address

Phone Home Office

E-Mail Address Occupation
Emergency Contact

Emergency ContactOs Phone Relationship to You
Social Security # Physician Name and Phaone

Please lisiny prescription medicines you currently use.

Please lisahny over thecounter medicines, recreational drugs or supplements you occasionally use or are currently
using

Please listny surgeries that you have had whether related to this condition or n&tate of Surgery

What brings you to this office today? Hasstcondition been diagnosed by a physician?

Does anything improve this condition or make it worse?




Do you experience any of the following symptoms? Please check all that apply even

if they are not your chief complaint

PAIN / WEAKNESS SYMPTOMS
Muscle Pain/ Spasm

Joint Pain/ Swelling

Numbness, Tingling, Tremor

Lower Back/ Knee Pain
Weak/Fatigue with sexual activity
Migratory Pain
Other Pain:

RESPIRATORY SYMPTOMS
Cough

Colds often and easily caught
Nasal Congestion / Discharge
Sinus Problems

Sore throat

Shortness of Breath

Wheezing

Tightness in Chest

Difficult Breathing

GASTROINTESTINAL SYMPTOMS
Bloated Feeling

Fatigue after eating

Pain before/after eating

Constipation

Diarrhea

Heartburn

Stomachache

SLEEP

Unable to fall asleep
Unable to stay asleep
Violent Dreams

Feel unrested after sleeping
Night Sweats

Wake to urinate

BODY TEMPERATURE

Feel too warm / cold

Day Sweating with no exertion___
Night Sweating

Chills / Fever

Cold Hands / Feet

Hand or feet sweating

HEART / BLOOD PRESSURE
Dizziness

Shortness of Breath

High / Low Blood Pressure

Heart Palpitations

Slow / Fast Heartbeat

HEAD

Eye Pain, Redness, Itching
Ear Pain / Noise

Headache

Migraine Headache

Hair Dryness / Loss
Mouth / Lip Sores

Blurry Vision

Acne

Dry / Bitter taste in mouth

URO-GENITAL SYMPTOMS
Painful or burning urination
Frequent Urination
Incontinence

Blood in urine

Dark colored urine

Impotence

Infertility

Genital pain, itch or burning
Vaginal Discharge

MENSTRUAL CYCLE

Irregular Cycle

Infrequent Menstruation

Short Menstrual Cycles

Symptoms or pain related to menses

PMS or any symptoms pre-menstrually_____
Infertility

Bleeding between periods

Peri-Menopause / Menopause Symptoms____

EMOTIONAL HEALTH
Stress

Anxiety
Depression
Mood Swings
Nervousness
Worry

Anger

Mania

Fear / Phobia
Sadness / Grief

OTHER SYMPTOMS: : Please List




PAIN AND WEAKNESS
Describe your muscle or joint pain

Is it stabbing, dull, throbbing?

Do you have swelling of joints or muscles?__

Describe any numbness or tingling _Where &
When

Does your pain move from one part of the body
to another? Describe

Do you feel weak after resting, sexual activity,
exercise?

RESPIRATORY SYMPTOMS
Do you smoke? How much?

Please describe your sinus/allergy problems_

Describe your breathing difficulties

Do you have tightness / congestion / wheezing
in your chest?

GASTROINTESTINAL

Is your pain/ discomfort worse before or after
eating?
How often do you have a bowel movement?

DIET
Please list a typical days “menu”.
Breakfast

Lunch

Dinner

Snack

Caffeine
Alcohol
Refined Sugar
Cold Drinks
Do you prefer cold or warm drinks?

SLEEP
How many hours of sleep do you typically get?

Do you wake frequently?
Why ?

HEART / BLOOD PRESSURE
Do you know your blood pressure?

Have you ever had a heart attack?
Do you have any other heart disease?

HEAD

Please describe your headache pain

What part of the head hurts?

What brings them on?

Does anything alleviate them?




MENSTRUATION

Are you pregnant?
Are you trying to get pregnant?

Have you reached menopause?

How old were you when you began to
menstruate?

How often do you menstruate?

How long does the menses last?___

Do you experience
Cramps before onset
Cramps during menses
Cramps after menses
Nausea before menses
Nausea during menses
Heavy bleeding

OTHER SYMPTOMS

How would you rate your overall energy level?

Do you experience
Clotted bleeding
Overly-Emotional before / during ___
Crying

Irritability

Cravings

Water retention

Other menstrual related symptoms__

Is your menstrual blood:
Light colored
Dark colored
Small, scant amount
Do you have a vaginal discharge?
What color is it?

Please describe any other symptoms that you feel are relevant to your current condition___

Are there any factors in your life that you feel are presently causing stress or emotional

upheaval?

Are you presently seeing a therapist for any emotional/mental issue ?




Consent to Treatment Form

By signing below, | do hereby voluntarily consent to be treated with acupuncture and/or substances from the Oriental Materia
Medica by MaryEllen Velahos, L.Aat The Center for Acupuncture and Traditional Medicine. | underskentd

acupuncturists practicing in the state of Pennsylvania are not primary care providers and that regular primary care by a licenst
physician is an important choice that is strongly recommended by this clinicOs practitioner.

Acupuncture/Moxibustion: | 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 modiy prevent pain perception, and to normalize the bodyOs physiological functions. | 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 tip®ssible aggravation of symptoms existing prior to acupuncture treatment. | understand
that no guarantees concerning its use and effects are given to me and that | am free to stop acupuncture treatment at any tim:

Direct Moxibustion: | understand thaf | receive direct moxibustion as part of therapy, there is a risk of burning or scarring
from its use. | understand that | may refuse this therapy.

Chinese Herbs: | understand that substances from the Oriental Materia Medica may be recommended teahé&aadlity

dysfunction or diseases, to modify or prevent pain perception, and to normalize the bodyOs physiological functions. |
understand that | am not required to take these substances but must follow the directions for administration and dosage if 1 d
decide to take them. | 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
exising prior to herbal treatmenShouldl experience any problems, which | associate with these substances, | should suspend
taking them and call MaryEllen Velahos, L.Ac. at the Center for Acupuncture and Traditional Medicine. as soon as possible.

Acupressure/Tui-Na Massage: | understand that | may also be given acupressudtunassage as part of my treatment to
modify or prevent pain perception and to normalize the bodyOs physiological functions. | am aware that certain adverse side
effects may resufrom this treatment. These could include, but are not limited to: bruising, sore muscles or aches, and the
possible aggravation of symptoms existing prior to treatment. | understand that | may stop the treatment if it is too
uncomfortable.

Electro-Acupuncture: | understand that | may be asked to have elettpuncture administered with the acupuncture. | am
aware that certain adverse side effects may result. These may include, but are not limited to: electrical shock, pain or
discomfort, and the posdéaggravation of symptoms existing prior to treatment. | understand that | may refuse this treatment.

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

I have carefully read and understaitof the above information and am fully aware of what | am signing. | understand that |
may ask my practitioner for a more detailed explanation. | give my permission and consent to treatment.

Signature: Date:

Printed Name: Date of Birth:
Address:

City: State: Zip Code: Phone:

SIGN BELOW ONLY IF YOU REQUESTED AND RECEIVED MORE DETAILED INFORMATION

| requested and received, in substantial detail, further explanation mfatedure or treatment, other alternative
procedures or methods of treatment, and information about the material risks of the procedure or treatment. | give
my permission and consent to treatment.

X X
PatientOs Signature Date Explained by me and signed in my presencBate




MaryEllen Velahos, L.Ac., Dipl. Ac.

Notice of Privacy Practices
Patient Acknowledgement

I have reviewed this practice’s Notice of Privacy Practices written in plain language. The
Notice provides in detail the uses and disclosures of my protected health information, my
individual rights and the practice’s legal duties with respect to my protected health
information.

Patient Name: Signature:
Date:

Patient Consent for Use and Dislosure
Of Protected Health Information

With my consent the office of MaryEllen Velahos, L.Ac. may use and disclose protected
health information about me and my family (i.e. such as my name, address, phone
number, social security number, office visit dates and treatment rendered) to carry out
treatment, payment and health care operations. The Notice of Privacy Practicesoffers
more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practicesn the office prior to signing
this consent and the right to request a paper copy of said Notice - the office reserves the
right to revise its Notice of PrivacyPracticesat anytime — a revised Notice of Privacy
Practicesmay be obtained by forwarding a written request to the office at 8 Cynwyd
Road, Bala Cynwyd PA 19004.

With my consent, this acupuncture office may call my home, office or other designated
location and leave a message on voice mail, with a secretary, a housekeeper, a family
member, or in person in reference to any items that assist the practice, such as
appointment reminders or any call pertaining to my clinical care.

With my consent, this acupuncture office may mail to my home or office or other
designated location any items that assist the practice, such as appointment cards,
newsletters, treatment plans or patient statements.

I have the right to request that this acupuncture office restricts how it uses or discloses
my protected health information. However, the practice is not required to agree to my
requested restrictions, but if it does, it is bound by this agreement. By signing this form, I
am consenting to the office’s use and disclosure of my and my family’s protected health
information. I may revoke my consent in writing except to the extent that the practice has
already made disclosures in reliance upon my prior consent. If I do not sign this consent,
the office of MaryEllen Velahos, L.Ac. may decline to provide treatment to me.

Patient Name: Signature:

Date:




MaryEllen Velahos, L.Ac., Dipl. Ac.

Notice of Privacy Practices
Patient Acknowledgement

I have reviewed this practice’s Notice of Privacy Practices written in plain language. The
Notice provides in detail the uses and disclosures of my protected health information, my
individual rights and the practice’s legal duties with respect to my protected health
information.

Patient Name: Signature:
Date:

Patient Consent for Use and Disclosure
Of Protected Health Information

With my consent the office of MaryEllen Velahos, L.Ac. may use and disclose protected
health information about me and my family (i.e. such as my name, address, phone
number, social security number, office visit dates and treatment rendered) to carry out
treatment, payment and health care operations. The Notice of Privacy Practices offers
more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices in the office prior to signing
this consent and the right to request a paper copy of said Notice - the office reserves the
right to revise its Notice of Privacy Practices at anytime — a revised Notice of Privacy
Practices may be obtained by forwarding a written request to the office at 8 Cynwyd
Road, Bala Cynwyd PA 19004.

With my consent, this acupuncture office may call my home, office or other designated
location and leave a message on voice mail, with a secretary, a housekeeper, a family
member, or in person in reference to any items that assist the practice, such as
appointment reminders or any call pertaining to my clinical care.

With my consent, this acupuncture office may mail to my home or office or other
designated location any items that assist the practice, such as appointment cards,
newsletters, treatment plans or patient statements.

I have the right to request that this acupuncture office restricts how it uses or discloses
my protected health information. However, the practice is not required to agree to my
requested restrictions, but if it does, it is bound by this agreement. By signing this form, I
am consenting to the office’s use and disclosure of my and my family’s protected health
information. I may revoke my consent in writing except to the extent that the practice has
already made disclosures in reliance upon my prior consent. If I do not sign this consent,
the office of MaryEllen Velahos, L.Ac. may decline to provide treatment to me.

Patient Name: Signature:

Date:




The Center for Acupuncture and Traditional Medicine
MaryEllen Velahos, L.Ac., Dipl. Ac.
8 Cynwyd Road, Suite 102
Bala Cynwyd, PA 19004

610-668-1338

Dear New Patient,

The Center for Acupuncture strives to accommodate patients as best we cangegardi
scheduling. We also understand that acts of nature and emergencies do occur.
However, please be advised that in the event of a cancellation with less than 24 hours
notice we must charge a $30 cancellation fee payable before the next appointment.

You may leave a message at any time on the office phone, the voice mail system or send
an email to maryellen@velahos.com to send notice of a change or cancellation. Please
sign below in order to acknowledge understanding of this policy.

Thank you in advarecfor your consideration.

MaryEllen Velahos. L.Ac.
The Center for Acupuncture and Traditional Medicine

(Patients Name) (Patients Signature)

(Date Signed)



