
 
PATIENT INFORMATION 

 
 
DATE ___________________________ 
 
NAME___________________________________________________________ 
 
ADDRESS_________________________________________________________ 
 
CITY ______________________ STATE ______________ ZIP ______________ 
 
HOME PHONE________________________ CELL PHONE _________________________ 
 
DATE OF BIRTH_________________ AGE _____ MARITAL STATUS _______________ 
 
MALE ___ FEMALE ___     OCCUPATION ______________________________________ 
 
PLACE OF EMPLOYMENT ___________________________________________________ 
 
E-MAIL ADDRESS ___________________________________________________________ 
 
EMERGENCY CONTACT __________________________ PHONE ___________________ 
 
RELATIONSHIP ___________________________________ 
 
PHONE # WHERE YOU WANT TO RECEIVE CALLS ____________________________ 
 
(CHECK ONE):         ______ O.K. TO LEAVE MESSAGE WITH DETAILED INFO. 
                                        _______ LEAVE MESSAGE WITH CALLBACK NUMBER ONLY. 
                                        _______ DO NOT CALL! 
 
 
 HOW DID YOU FIND OUT ABOUT US? 

(CHECK ONE) 
 
(  ) FRIEND or RELATIVE                   (  ) AD IN PAPPER               (  ) GROUPON 
 
(  ) MEDICAL DOCTOR                       (  ) WALK IN                         (  ) LIVING SOCIAL 
 
(  ) HEALTH CARE/EXPO                    (  ) WEBSITE                        (  ) OTHER 
 
 
IT IS RESPOSIBILITY OF THE PATIENT TO NOTIFY OF ANY CHANGES IN THIS INFO! 
 
PATIENT NAME_____________________________________ (GUARDIAN IF UNDER 18) 
                                                     (PRINT) 
 
PATIENT/GUARDIAN ________________________________ DATE ___________________ 
                                                 (SIGNATURE) 









 
               INFORMED CONSENT 
 
 

       I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of 
practice of acupuncture and Traditional Chinese Medicine on me (or patient named below, for whom I am legally 
responsible) by the acupuncture practitioner named below and/or other licensed acupuncture practitioner serving as back-up 
for practitioner, whether signatories to this form or not. 
 
       I understand that the methods of treatment may include, but are not limited to acupuncture, electrical stimulation, 
moxibustion, cupping, Tui-Na( Chinese Massage), Gua- Sha, point injection therapy, joint manipulation, Qi Gong/Tai Chi, 
laser on acupuncture points, Oriental herbs, Western herbs and nutritional supplements and  homeopathic remedies to 
promote health and wellbeing, dietary and life style counseling. I understand that herbs may need to be prepared and 
consumed according to instructions provided orally and in writing. These herbs may have an unpleasant taste and/or smell. I 
will immediately notify the acupuncturist and/or 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 generally a safe method of treatment, but may have some side effects, including 
minor bruising, numbness or tingling near the sites of needling that may last a few days, dizziness or fainting, a broken 
needle, or may produce a temporarily flare-up of symptoms. Bruising is a common side effect of cupping. Fainting can most 
easily be avoided if patient takes care not to come to treatment when he/she is exhausted, tired or hungry. To avoid needle 
breakage, patient must limit their movement while on the table. With sterile, disposable needles there is no risk of AIDS or 
Hepatitis from the needles. Unusual risks of acupuncture are rare but include pneumothorax (lung puncture), nerve damage, 
organ puncture and spontaneous miscarriage. 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, rashes, diarrhea, hives and tingling of the tongue. 
 
       The acupuncture practitioner must be advised if the patient has a pacemaker, cardiac condition, bleeding disorder, history 
of seizures, is or may be pregnant. Patients who take blood thinners such as Coumadin (Warfarin) should probably not to get 
acupuncture do to the increased risk of bleeding and should consider “needless” electrical stimulation of acupuncture points. 
 
       I do not expect the acupuncture practitioner to be able to anticipate and explain all possible risks and complications of 
treatment, and I wish to rely on the practitioner to exercise judgment during the course of treatment, which based on the facts 
then known is in my best interest. While there are a number of alternatives that exist, the prognosis for treatment depends on 
the patient’s condition, the duration and frequency of treatment and the responsiveness of the patient to both the treatment 
and the treatment plan. I understand that results are not guaranteed. 
 
       I understand that the practitioner and/or clinical staff may review my patient records and lab. reports for treatment, 
payment or health care operations, but all my records will be kept confidential and will not be released without my written 
consent. The patient has the right to restrict the use of their info. may revoke this part of the Consent, but the practitioner does 
not have to agree to those restrictions. This information is provided to comply with the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). 
 
       By voluntarily signing below, I show that I have read or have had read to me, the above consent to treatment, Notice of 
privacy and Patients Rights, 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 to cover the entire course of treatment for my present condition and for any 
future condition(s) for which I seek treatment. 
 
        
PRINTED NAME: ____________________________________________ 
 
SIGNATURE: ________________________________________________               DATE: ________________ 
                                        □ Patient              □ Parent      □ Guardian 
 
 
Office Representative:  __________________________________________              DATE: ________________ 



 
 
                  
 
Yusuf Mihaylov, AP 
 

 
 

PATIENT NAME: ______________________________________________________________________ 
 
PATIENT ADDRESS: ____________________________________________________________________ 
 
CITY, STATE & ZIP (MUST HAVE)__________________________________________________________ 
 
PATIENT PHONE #_____________________________________________________________________ 
 
PATIENT DATE OF BIRTH________________________________________________________________ 
 
PATIENT SUBSCRIBER NUMBER/ID#_______________________________________________________ 
 
GROUP#_____________________________________________________________________________ 
 
INSURED NAME AND ID # IF DIFFERENT FROM ABOVE_____________________________________ 
 
RELATIONSHIP TO INSURED: _____SELF _____SPOUSE ____CHILD _____ OTHER_____________ 
 

_______SINGLE _________MARRIED _______OTHER 
 
INSURANCE COMPANY NAME:_________________________________________________________ 
 
INSURANCE COMPANY PHONE #_______________________________________________________ 
 
CLAIM # IF AN ACCIDENT______________________________________________________________ 
 
DATE OF ACIDENT/INJURY____________________________________________________________ 
 
OTHER INFORMATION________________________________________________________________ 
 
 
 
TO BE COMPLETED BY OFFFICE STAFF 
 
 NO COVERAGE_________COVERAGE____________ 
 
 DEDUCTIBLE $_________ AMOUNT MET $_________ 
 
 VISIT PER YEAR______ ALLOWABLE______ OTHER_______ 
 
  ACUPUNCTURE   ___YES___NO            VISITS/UNITS______ 
 
  OFFICE VISITS   ____YES____NO 
 
  PHYSICIAL THERAPY___YES___NO   VISITS/UNITS______ 
 
 
 
WHEN THE PRIMARY INSURED IS NOT THE PATIIENT YOU MUST GET THE INSURED DATE OF 

BIRTH AND NAME ALSO. 
 

Fax form to 954-441-7872 


