


MEDICAL HISTORY:

What surgeries have you had? When did you have them?

What other serious illnesses have you had?

Please indicate if you have had any of the following, and if so, when and why:

HOSPITALIZATIONS 1 Date(s) Cause(s)
ACCIDENTS 1 Date(s) Cause(s)
BROKEN BONES 1 Date(s) Cause(s)
BLOOD TRANSFUSIONS [ ] Date(s) Cause(s)
HEAD TRAUMA 1 Date(s) Cause(s)

Do you have any significant travel history, such as out of the United States, or extended periods of time away from your home?

Have you ever been exposed to any toxins such as chemicals, paints, radiation, chemotherapy, fumes, dusts, solvents, etc.?

Please indicate if you have EVER had any of the following:

[ ] Cold Sores

[ ] Asthma

[ ] Pneumonia

[ ] Respiratory infection

[ ] Diabetes Mellitus

[ ] Diabetes Insipidus

[ ] Emphysema

[ ] Scleroderma

[ ] Epstein Barr Virus (EBV)
[ ] Cytomegalovirus (CMV)

[ ] Lupus Erythmatosis (SLE)
[ ] Fibromyalgia

[ ] Rheumatoid Arthritis

[ ] Osteoarthritis

[ ] Genital Herpes

[ ] Hepatitis A

[ ] Hepatitis B

[ ] Hepatitis C

[ ] Epilepsy or Seizure Disorder
[ ] Heart Disease

[ ] High Blood Pressure

[ ] Kidney Disease

[ ] Cancer

[ ] Rheumatic Fever

[ ] Stroke

[ ] Tuberculosis

[ ] Urinary Bladder Problems or Infections
[ ] Peptic Ulcer

[ ] Gastric Ulcer

[ ] Pancreatitis

[ ] Anemia or Other Blood Disorder

[ ] Bleeding Disorder

[ ] Jaundice

[ ] Hernia

[ ] Thyroid Disorder

[ ] Warts

[ ] Disorder of the Genitalia
[ 1 Gynecological Disorder
[ ] Congenital Abnormalities
[ ] Skin Rashes or Diseases
[ ] Cardiac Pacemaker and/or Defibrillator
[ ] Surgical Implants

[ ] Hemorrhoids

[ ] Change in Bowel or Bladder Habits
[ 1 Blood in Stool

[ ] Unusual Bleeding or Discharge
[ ] Peripheral Neuropathy
[ ] Tinnitus

[ ] Indigestion

[ ] Colitis

[ ] Crohn's Disease

[ ] Irritable Bowel Syndrome

[ ] Gallstones

[ ] Difficulty swallowing

[ ] Obvious change in a Wart or Mole

[ ] Cough

[ ] Hoarseness

[ ] History of Smoking

[ ] History of Drinking Alcohol

[ ] History of Recreational Drug Use

[ ] History of Sexually Transmitted Disease
[ JHIV or AIDS



FAMILY HISTORY:
Alive Deceased Present Age/Age at Time of Death
MOTHER
FATHER
SIBLING
SIBLING
SIBLING

TESTS & IMMUNIZATIONS (Please check any that you have received, and enter the year when you were last given the test or shot.)

Year Year Year
[ ] Chest X-Ray [ 1TB Test [ ] Tetanus Shot
[ ] Kidney X-Ray [ ] Electrocardiogram [ ] Flu Injection
[ ] Back X-Ray [ ] MRI or CT Scan [ ] Pneumovax
[ ] Barium X-Ray [ ] Treadmill or Stress Test [ ] Other Shots
[ ] Colonoscopy [1EEG [ ] Other Shots
[ ] Other X-Rays [ ] Other Tests [ ] Other Shots
Type(s) Type(s) Type

ALLERGIES AND SENSITIVITIES (Please list):

HEALTH HABITS:
Check yes or no and indicate how much and how often you use each of the following items. Circle Day or Week and indicate type.

Yes No
Tobacco smoking [1] [1] packs per day Type
Coffee [1] [1] cups per day/week Type
Tea [1] [1] cups per day/week Type
Alcohol [1] [1] drinks per day/week Type
Recreational Drugs [1] [1] times per day/week Type
Soft Drinks [1] [1] drinks per day/week Type
Artificial Sweetener [1] [1] packs per day/week Type
Please circle your favorite flavor: Sour Bitter Sweet Pungent Salty

What are your favorite food(s)?

Are there any foods that you particularly dislike?

Are you on any specific type of diet at present?

Are you happy with your current body weight? [] Yes [ ] No Would you like to: [ ] increase your weight [ ] Decrease your weight

Have you had any significant weight change? [] Yes []No Ifso, did you: [ ] Increase []Decrease When:

How many hours of sleep do you get a night? Do you wake feeling rested? []Yes []No
Do you have adequate energy throughout the day? []Yes []No At what time is it highest? Lowest?

What kind of exercise do you get and how often?




Mark an X on the line to indicate the stress level in your life
How much does it affect you?

Describe the major stresses in your life at present
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Are you presently sexually active? []Yes []No

Please indicate your current method of birth control:

Any difficulties?

Have you ever been turned down for life insurance, military service, or employment because of health problems? []Yes []No

If yes, please explain:

On the diagram to the right, please indicate the areas
In which you experience discomfort. If the discomfort
radiates, please draw arrows to indicate which
direction.

TN Ve a ‘\\
(e (\ )
A ) (
/"// ) \\\ (/ 4 \\
| | ’
‘ /’ i\‘ | /j [\
I \ VoA
| \ / \
‘/ }'} \'\ \\ / ‘{/ l\ \, \\
// /! \\ \\ \ / /1" / l\\ .\
AN 2 T Iy \
| ‘ \‘/ l \) I\\\ J/ <| |\ S— ‘ \".
<7 R N¢ |, o
A \\ Do Wy \\ | N
\| ) t', \ }/
\ / \
ol ol
{ \ l
\ | | u
\ ' v
\ / \ \ /
\ () / \ [ {
\ { \ ) /
,] )\ l‘ " : {
J (] /(] \
(ﬁl‘_" \)9; (u,_j Jy)




MEDICATION LIST

Patient’s Name:

Please list all medications you are currently taking, including prescriptions, over the counter

medications and herbal or vitamin supplements.

Allergies:

Medication Start Date: | Herbs & Supplements

Start Date:




ELIZABETH FINE, L.Ac.

OUR FINANCIAL POLICY

Elizabeth Fine, L.Ac and her staff are here to help in all aspects of your care, including financial arrangements.
Our policy is that payment is made at the time services are rendered. Unless special arrangements are made in
advance, and an additional service fee is paid.

We are open to discuss any special circumstances that effect your ability to pay for services rendered, but
special arrangements must be made prior to treatment with an agreement signed by both parties.

There is a $15 service charge on all returned checks.
INSURANCE COVERAGE

Elizabeth Fine, LAc is licensed as an Acupuncturist by the State of California. Since many insurance
companies, including Medicare, do not provide full or even partial coverage for the services she provides, she
will provide you with a superbill to send in to your insurance company if you wish to try to receive
reimbursement. You are responsible for contacting your insurance company directly to determine the full
extent of your insurance coverage and sending the superbill into them directly. Payment is due to Elizabeth
Fine, LAc at the time services are rendered.

MISSED APPOINTMENTS POLICY

When you make an appointment, professional time is especially reserved to provide for your care. If you fail to
appear for a scheduled appointment, or fail to give at least 24 hours notice prior to canceling your appointment,
you will be charged in full for that appointment.

RELEASE OF MEDICAL RECORDS AND AGREEMENT OF FINANCIAL RESPONSIBILITY

I hereby authorize Elizabeth Fine, LAc, to provide copies of my medical records, billing statements, and other
relevant information regarding my diagnosis and treatment to referring physicians, my insurance carrier(s),
and/or my attorney. I agree that regardless of insurance or other coverage I may have, I am personally and
directly responsible for all financial obligations incurred (unless my care has been authorized by a Workers’
Compensation Insurance Carrier). I agree to abide by the above policies and to pay for services in full at the
time they are rendered unless other arrangements have been made previously and in writing. If Elizabeth Fine,
LAc, is forced to take legal action against me to collect an outstanding balance, I agree to pay for any and all
reasonable collection costs, legal fees and court costs incurred to do so.

Patient’s Signature Date
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Notice of Privacy Practices
To my patients: This notice describes how health information about you (as a patient of this practice)
may be used and disclosed, and how you can get access to your health information. This is required by

the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act of
1996 (HIPAA).

Our commitment to your privacy
Our practice is dedicated to maintaining the privacy of your health information. We are required by law
to maintain the confidentiality of your health information.

We realize that these laws are complicated, but we must provide you with the following important
information:

Use and disclosure of your health information in certain special circumstances

The following circumstances may require us to use or disclose your health information:

To public health authorities and health oversight agencies that are authorized by law to collect
information.

Lawsuits and similar proceedings in response to a court of administrative order.

If required to do so by a law enforcement official.

When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of
another individual or the public. We will only make disclosures to a person or organization able to help
prevent the threat.

If you are a member of U.S. or foreign military forces (including veterans) and if required by the
appropriate authorities.

To federal officials for intelligence and national security activities authorized by law.

To correctional institutions or law enforcement officials if you are an inmate or under the custody of a
law enforcement official.

Your rights regarding your health information

Communications. You can request that our practice communicate with you about your health and related
issues in a particular manner or at a certain location. For instance, you may ask that we contact you at
home, rather than work. We will accommodate reasonable requests.

You can request a restriction in our use or disclosure of your health information for treatment, payment,
or health care operations. Additionally, you have the right to request that we restrict our disclosure of
your health information to only certain individuals involved in your care or the payment for your
request; however, if we do agree, we are bound by our agreement except when otherwise required by
law, in emergencies, or when the information is necessary to treat you.

You have the right to inspect and obtain a copy of the health information that may be used to make
decisions about you, including patient medical records and billing records, but not including
psychotherapy notes. You must submit your request in writing to Elizabeth Fine, LAc at 864 South
Robertson Boulevard, Suite #211, Los Angeles, CA 90035

You may ask us to amend your health information if you believe it is incorrect or incomplete, and as
long as the information is kept by or for our practice. To request an amendment, your request must be
made in writing and submitted to Elizabeth Fine, LAc at 864 South Robertson Boulevard #211, Los
Angeles, CA 90035. You must provide us with a reason that supports your request for amendment.
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5. Right to a copy of this notice. You are entitled to receive a copy of this Notice of Privacy. You
may ask us to give you a copy of this Notice at any time. To obtain a copy of this notice, contact our
front desk receptionist.

6. Right to file a complaint. If you believe your privacy rights have been violated, you may file a complaint
with our practice or with the Secretary of the Department of Health and Human Services. To file a
complaint with our practice, contact Elizabeth Fine, LAc. All complaints must be submitted in writing.
You will not be penalized for filing a complaint.

7. Right to provide an authorization for other uses and disclosures. Our practice will obtain your written
authorization for uses and disclosures that are not identified by this notice or permitted by applicable
law.

If you have any questions regarding this notice or our health information privacy policies, please contact
Elizabeth Fine, LAc at 310-729-5277.

I hereby acknowledge that I have been presented with a copy of Elizabeth Fine, LAc, Notice of Privacy
Practices.

Signature Date:
Name of Patient:




