
Gainesville Family Wellness 

 

Patient Information Form  

Name: _______________________________________________________ Date: _______________________________ 
Address: ___________________________________City: ____________________ State & Zip: ___________________ 
Home Phone: ___________________ Work Phone: ______________________ Cell Phone: _______________________ 
Email Address: _________________________________________ Occupation: _________________________________ 
Business Address: _______________________________ City: ___________________ State & Zip:_________________ 
Place of Birth: ______________________ Date of Birth: _______________Age: ______ Height:______ Weight: ______ 
Sex: _______ Male _______ Female Marital Status: (Single, Married, Life Partner, Divorced, Widowed, other)  

Contact In Case of Emergency:  

Name: _________________________________________ Address: __________________________________________  

Home Phone: ____________________ Work Phone: _____________________ Cell Phone: _______________________  

How did you hear about our clinic? ____________________________________________________________________  

When and where did you last receive health care? _________________________________________________________ 
_________________________________________________________________________________________________  

Have you utilized acupuncture and Chinese medicine prior to coming to our clinic? Yes No 

Do you have any reason to believe you may be pregnant? Yes No If so, how far along are you? __________________  

Do you have any infectious diseases? Yes No If yes, please identify the condition: ___________________________  

Has your medical case been referred to an attorney? Yes No  

Please list your primary health complaints/concerns. Please rate the extent to which your current complaints affect your 
daily life (1=minor, 10=major): _______________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________  

Please rate your commitment to resolving your problems (1=minor, 10=major): __________________________________ 
__________________________________________________________________________________________________  

Please list any medications (including natural remedies) you are currently taking or attach a list: ____________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________  

Please list any known allergies to food, herbs, or medications: ________________________________________________ 
__________________________________________________________________________________________________  

 



 
 
 

 You experience frustration or get annoyed 
 You sigh frequently 
 You feel overwhelmed sometimes 
□ You blush easily  
□ Your symptoms improve/disappear on vacation 

□Fatigue, specifically after eating 

□Cold hands/cold nose 

□Dizziness, specifically when standing up 

□Muscle weakness/heaviness 

□Easy bruising 

□Carb/sugar/sweets cravings

Age: ____   Sex (at birth) ______     Height/Weight: __________________ Complexion (pale, red, etc): __________________

Chief Complaint: The MAIN reason for seeking care. List one. □Poor night vision/blurry vision   

□Cramping/twitching muscles (esp. calfs in the night)  

□Lightheaded  

□Pale nails, brittle nails, ridges/lines on nails  

 Bowels: 
 
□Daily □Every 2-3 days □1X/week or less 

□Formed/log shape  

□Loose/unformed or diarrhea 

□Dry/hard to pass stool/pellet shaped  

□Require excessive wiping (>3-4 times) 

□Incomplete evacuation (still feel like you have more to go) 

□Bloating 

Thirst 
□Mouth feels dry □Like to drink water in small sips 

□Like to drink a lot at once/always thirsty  

 
Urine 
□Cloudy urine □Dark/concentrated  

 
Other  
□Phlegm/mucus (from chest, nose, throat, abnormal thick 

vaginal discharge)  

□Your symptoms are worse in humid weather 

Menstruation: (practitioner must ask follow-up questions) 
 
Painful: □Sharp □ Fixed □Dull □Achy □Mid-cycle spotting   

□Heavy bleeding □Mid-cycle Pain □Clots 

Cycle length: □20-27 days □28-33 days □>33 days 

Menses: □ 1-2 days □ 3-7 days □>7 days 
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□Low Back/Leg/Knees cold/sore/weak 

□Frequent urination □ Wake at night to urinate  

□Incontinence (leaking urine any time) 

□Cold feet/toes (constant) 

□Low libido/Interest in sex 

□Ringing in the ears/difficulty hearing

□Varicose/Spider veins (feet, ankles, legs) 

□Fixed, sharp/stabbing pain anywhere 

□Cherry hemangioma (tiny red bumps) 

□Dark skin spots/Liver spots 

□Purple lips/spots on lips  

LR

Body 
Red 
Pale 
Purple 
Dusky 
Red 

Sublingual 
Distended 
U  M  L  
Red 
Pale  
Yellow

Coating 
Thick  
Thin 
Yellow 
White 
Greasy

Formula Rx:

Pattern Dx:



	
	

Consent	For	Use	and	Disclosure	of	Health	Information	
	

By	signing	this	form,	you	will	consent	to	our	use	and	disclosure	of	your	protected	health	information	to	carry	out	treatment,	
payment	activities,	and	healthcare	operations.	
	
You	have	the	right	to	read	our	Notice	of	Privacy	Practices	before	you	decide	whether	to	sign	this	form.		We	encourage	you	to	
read	it	carefully	and	completely	before	signing	this	consent.	
	
We	reserve	the	right	to	change	our	Privacy	Practices	as	described	in	our	Notice	of	Privacy	Practices.		If	we	change	our	Privacy	
Practices,	 we	 will	 issue	 a	 revised	 Notice	 of	 Privacy	 Practices.	 	 Those	 changes	 may	 apply	 to	 any	 of	 your	 protected	 health	
information	that	we	maintain.			
	
You	may	obtain	a	copy	of	our	Privacy	Policy	at	any	time.			
	
You	will	have	the	right	to	revoke	this	consent	at	any	time	by	giving	us	written	notice	of	your	revocation.	 	Please	understand	
that	the	revocation	of	this	consent	will	not	affect	any	action	that	we	took	in	reliance	on	this	consent	before	we	received	your	
revocation,	and	we	may	decline	to	treat	you	or	continue	treating	you	if	you	revoke	this	consent.			
	
I	authorize	you	to	disclose	health	information	to:	
	
_____	No	Person	at	this	time.	
	
____	Spouse:				__________________________________________			___________________________________________			__________________________	
																																	Name																																																															Address																																																												Phone	
	
____	Family						__________________________________________			___________________________________________			__________________________	
								Member:							Name																																																															Address																																																												Phone	
	
____	Friend:					__________________________________________			___________________________________________			__________________________	
																																Name																																																															Address																																																												Phone	
	
	
I,	______________________________	have	had	full	opportunity	to	read		and	consider	the	contents	of	this	consent	form	and	your	Notice	
of	Privacy	Practices.		I	understand	that,	by	signing	this	form,	I	am	giving	my	consent	to	your	use	and	disclosure	of	my	protected	
health	information	to	carry	out	treatment,	payment	activities	and	healthcare	operations.			
	
___________________________________________									___________________________	
Signature																																																															Date	
	
	
	
	
REVOCATION	OF	CONSENT	
I	 revoke	 my	 consent	 for	 your	 use	 and	 disclosure	 of	 my	 protected	 health	 information,	 payment	 activities,	 and	 health	 care	
operations.			
	
I	understand	that	revocation	of	my	consent	will	not	affect	action	you	took	in	reliance	on	my	consent	before	you	received	this	
written	notice	of	revocation.	 	I	also	understand	that	you	may	decline	to	treat	or	to	continue	to	treat	me	after	I	have	revoked	
consent.			
	
__________________________________________											______________________________	
Signature																																																															Date	



	
	

Cancellation	Policy	
	

Please	arrive	5	to	10	minutes	before	your	scheduled	appointment.	You	may	cancel	your	
appointment	without	charge	up	to	24	hours	in	advance.	This	gives	us	the	opportunity	to	

schedule	another	client	for	that	appointment	time.	If	you	are	unable	to	give	us	24	hours	notice,	
your	card	on	file	will	be	charged	50%	of	the	session’s	value.	If	you	do	not	show	up	for	your	

appointment	and	fail	to	call	you	will	be	charged	50%	for	the	missed	appointment	and	full	price	
for	any	missed	appointments	there	after.	We	understand	emergency	situations	occur,	please	let	

us	know	as	soon	as	possible	if	you	cannot	make	your	appointment.	
	

	
	 	
I	understand	and	accept	these	terms:	_____________________________________	Date:	________________________	
																																																																																					(Client	signature)	
	
Print	name:	__________________________________________________________________	







	
	
	

Privacy	Practices	Policy	
	

Policy:	 It	 is	 the	 policy	 of	 The	 Healing	 House,	 LLC	 to	 protect	 the	 health	 information	 of	 its	
patients	as	required	by	federal	and	state	law.		
	
Procedures:		
	
USES	AND	DISCLOSURES	OF	HEALTH	INFORMATION	
	
Treatment:	We	may	 use	 or	 disclose	 health	 information	 to	 a	 physician	 or	 healthcare	 professionals	
providing	 treatment	 to	 our	 patients.	 	 This	 may	 include	 but	 is	 not	 limited	 to	 the	 primary	 care	
physician,	PA,	nurse,	physical	therapist,	nutritionist,	or	dentist.	
	
Healthcare	 Operations:	 We	 may	 use	 or	 disclose	 healthcare	 information	 in	 connection	 with	 our	
healthcare	 operations.	 	 Healthcare	 operations	 include	 quality	 assessment	 and	 improvement	
activities,	 reviewing	 the	 competence	 or	 qualification	 of	 health	 care	 professionals,	 evaluation	 of	
practitioner	 and	 provider	 performance,	 conducting	 training	 programs,	 certification,	 licensing	 or	
credentialing	activities.		
	
Patient	 Authorization:	 	 In	 addition	 to	 our	 use	 of	 health	 information	 for	 treatment,	 payment	 or	
healthcare	 operations,	 the	 patient	 may	 give	 us	 written	 authorization	 to	 release	 their	 health	
information	or	 to	disclose	 it	 to	anyone	 for	any	purpose.	 	 If	 the	patient	gives	us	authorization,	 they	
may	revoke	it	in	writing	at	any	time.		Their	revocation	will	not	affect	any	use	or	disclosures	permitted	
by	their	authorization	while	it	was	in	effect.		
	
Family	and	Persons	Involved	in	their	Care:		We	must	disclose	health	information	to	the	patient.			With	
their	authorization,	we	may	disclose	their	health	information	to	a	family	member,	or	other	person	to	
the	extent	necessary	to	help	with	their	health	care	or	with	payment	for	their	healthcare.			We	may	use	
or	disclose	healthcare	information	to	communicate,	notify,	or	assist	in	the	notification	to	the	patient.		
We	 will	 also	 use	 our	 professional	 judgment	 and	 our	 experience	 with	 common	 practice	 to	 make	
reasonable	 inferences	 of	 the	 patient’s	 best	 interest	 in	 allowing	 a	 person	 to	 pick	 up	 filled	 herbal	
prescriptions,	medical	supplies,	or	other	similar	forms	of	health	information.			
	
Required	by	law:		We	may	use	or	disclose	health	information	when	we	are	required	to	do	so	by	law.			
	

Public	 Health	 Activities:	 	We	may	 disclose	 vital	 statistics,	 diseases,	 information	 related	 to	
recalls	of	dangerous	products,	and	similar	information	to	public	authorities.	

	
Health	Oversight:	We	may	be	required	to	disclose	information	to	assist	in	investigations	and	
audits,	eligibility	for	government	programs,	and	similar	activities.			
	
Law	Enforcement:	Subject	 to	certain	restrictions,	we	may	disclose	 information	required	by	
law	enforcement	officials.			
	
Serious	Threat	to	Health	and	Safety:		We	may	use	and	disclose	information	when	necessary	
to	prevent	a	serious	threat	to	the	patient’s	health	and	safety	or	the	health	and	safety	of	the	
public	or	another	person.			



	
	
	
	
	
	
	

Acknowledgement	of	Receipt	of	Privacy	Practices	Policy	
	
	
	
I,	 __________________________________________,	have	received	a	copy	of	 this	office’s	Privacy	
Practices	Policy.			
	
I	would	 like	 to	 receive	 telephone	 communication	 or	messages	 via:	 (check	 all	 that	
apply)	
	

o Home	Phone:	_________________________________________________	
	

o Work	Phone:	_________________________________________________	
	

o Cell	Phone:					_________________________________________________	
	
	
	

	
Print	Name	
	
	
	
Signature	
	
	
	
_______________________________	
Date	


