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Natural Health & Wellness Center




General Information for Patients Under Age Eighteen or Dependant Adults


Patient Name: ______________________________________________________    Date: ____________


Parent or Guardian Names (Both if Applicable): ____________________________________________


 Patient’s Primary Address: _____________________________________________________________

			 _____________________________________________________________


Phones:	Parent or Guardian Cell: ________________________________________________________

	                     Additional: ________________________________________________________

	Parent or Guardian Work:  ______________________________________________________

	Parent or Guardian Email: _______________________________________________________


Patient’s DOB: _________________    Age: ______________________   Sex: _____________________


How did you hear about us? _____________________________________________________________

 
Emergency Contacts: Home: __________________________________   Phone: ___________________

		      Not living at home: _________________________   Phone: ___________________		

OFFICE USE ONLY:

Insurance Code: _________________________________________________

Case Managing Provider: ___________________________________________

Service Utilized:   	Acupuncture   Massage   Psychotherapy   Naturopathy   Bio-Feedback     

Referred To:            1. __________________________________for ______________________________
	
		     2. __________________________________for ______________________________

		     3. __________________________________for ______________________________

		     4. __________________________________for ______________________________

		     									Child




Disclosure Statement
Beth G. Owens, Dipl.Ac., L.Ac.


Beth G. Owens, Dipl.Ac., L.Ac., of Natural Health & Wellness, LLC, is a practitioner of acupuncture and oriental medicine.  She is a graduate of the Maryland Institute of Traditional Chinese Medicine in Bethesda, Maryland.  As part of her training, she completed 1300 hours, 3 years of classroom and clinical training.  She holds a state acupuncture medical license in Maryland and is nationally certified (NCCAOM) to practice acupuncture and oriental medicine.  Beth G. Owens maintains an aggressive continuing education program each year.  She has additional training in Sports Acupuncture, Orthopedic Acupuncture, and advanced level training in the following protocols: NAET Allergy Elimination, BioSET Allergy Elimination, JMT, and CRA Nutritional Assessment.  As founder and chairperson of the Ethics Committee for the Acupuncture Association of Colorado, adhering to ethical standards of practice is part of her daily operations.  Beth G. Owens has never had any licenses, registrations, or certifications suspended or revoked.  The practice of acupuncture and oriental medicine are regulated by the Maryland Board of Acupuncture.  

As a patient, you are entitled to receive information about the methods of therapy, techniques used, and the duration of therapy, if known.  You may seek a second opinion from another health care professional at any time or may terminate treatment at any time.  In a professional relationship, sexual intimacy is never appropriate and should be reported.

The practice is in full compliance with the rules and regulations promulgated by the Maryland Department of Health.    To ensure the safety of our clients, only pre-sterilized and disposable needles are used. 

The practice does not participate with any insurance companies, opts-out of Medicare, and does not do any insurance billing.  However, we do provide a Superbill receipt after each appointment that includes all the codes necessary for you to submit the claim yourself and receive direct reimbursement if you have a policy that covers acupuncture.  The Superbill is also a valid receipt for HSA, FSA, and medical expense tax documentation.  Payment is expected at the time of service rendered.  All supplements are additional to the cost of treatment.    

Kindly give us a 24 hour advanced notice on all canceled appointments.  In respect of your schedule and mine, you can plan to be seen for your acupuncture appointment within 10 minutes of your scheduled appointment time.  If you are running more than 15 minutes late, please call the office at 301-712-5126 to reschedule your appointment.  Repeat no-show’s for scheduled appointments are subject to full treatment fee. 

 I have read and understand the above information.

Signature of Parent or Guardian: ____________________________________________________

Date: ______________________ 
	
















Child 




Consent for Care
& Notice of Privacy Practices
Beth G. Owens, Dipl.Ac., L.Ac.



I, _____________________________________, as parent or guardian of the patient, 

_________________________________, hereby grant permission to Beth G Owens, Dipl.Ac., L. Ac. to perform such evaluations and therapeutic treatments as are considered necessary or advised for the patient’s pre-diagnosed disorders and treatment plan.  

I understand that a medical record will be kept confidential and that I may look at my medical record at any time and can request a copy of it at any time.  I am not being forced by anyone to have the patient receive medical treatment.  

I authorize Beth G. Owens, Dipl.Ac., L.Ac. to release the patient’s medical records to insurance companies, medical professionals, or other professionals.  I also authorize insurance companies, medical professionals or other professionals to release the patient’s medical records to Beth G. Owens, Dipl.Ac., L.Ac.  This information is to be used for the purpose of fostering the course of treatment or to assist the financial issues of treatment.  I hereby agree that a photocopy of this document is as valid and effective as the original copy.

I have read and understand the above information and agree to receive treatment.




______________________________________________________
Signature of Parent or Guardian



______________________________________________________
Date

 
In accordance with Federal regulations under HIPPA, I have the right to review the Notice of Privacy Practices.  A copy is available upon request.




______________________________________________________
Signature of Parent or Guardian



______________________________________________________
Date
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Confidential Medical History

Your chief complaint or symptom: (use backside of page f necessary) | Previous Diagnos
necessany)

When and how did this condition begin? (use backside of page if necessary)

Treatment you have received for this condition: (use backside of page f necessary)

Frequency? (¢ of times per day/wk/mnth/yr) | Duration? (hrsiminsidaysiyears)

|

HEALTH HABITS

Do you exercise?

Do you smoke?

Do you drink alcohol?
Substance Abuse?
DIET | Typical Breakfast Typical Lunch? Typical Dinner? Typical Snacks/Drinks?
RECENT CONDITIONS OF... ~ PASTILLNESS  PAST DIAGNOSIS List surgeries or
__ Dizziness/ lightheadedness __Chicken pox __ADSHIV :‘x&'ﬂ!‘g{';’f&;ﬁ ,
__Fatigue __Diphtheria __Anemia
___Headaches (ocation: ) __mumps __Cancer (ype: )
"~ Periods of unconsciousness ___pneumonia __Cirrhosis
—_Swelling or edema where: ) ___Polio __Diabetes
—_Swollen glands "~ Rheumatic fever __Epilepsy
__Trauma __Rubella __Heartattack
_Other: " Scaretfever  __Heartdisease
__Tetanus __Hemophilia
STRESS [low [Med| High| —Trauma " Hepatitis —
e " Herpes " High blood pressure | List surgeries or
ome Venereal disease ___Mononucleosis hospitalizations: use
i — .- ack side of page f necessary)
Other —_ Tuberculosis
" Anxiety disorders
List medications: (prescription, non-prescription and __ Depression
supplements. Ue back sde of age f necessany) Sexuallphysical
__abuse
"~ Suicidal thoughts
" Epilepsy or seizures
" osteoporosis
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MARK ANY CONDITIONS RELATED TO YOU

EYES.EARS, NOSE, THROAT

CARDIOVASCULAR

__dizziness
__headache
__change or loss in taste
__cloudy vision
__difficulty swallowing
__ discharge from ear
__laryngitis / hoarseness
__loss of smell
__pain behind eyes
__post-nasal drip
__ double vision
_dry, red, oritchy eyes
__bloody nose
__blumry vision
__earache
__eyeinfection
"~ glaucoma
__hearing loss
__recurrent sore throat / strep
__ sensation of lump in throat
" sensitive to odors
__sensitivity to light
__sinus problems
__spots before eyes
__teeth grinding
__ thyroid problems
__cataracts
" ringing in the ears
__intermittent
all the time:
" high pitched
" lowppitched

__pain in arm, neck or mid-back
__palpitations / iregular heartbeats
" poor circulation in extremities
" purple nails

" swelling of hands, ankles o face
 mumur

" night sweats

" varicose veins

" high blood pressure

" high cholesterol

" chest pain - relieved by meds?

" history of anemia

" history of cardiac problems

" leg cramps when walking

"~ leg cramps at night

—low blood Pressure

" no difficulties

DIGESTION
number of meals/day

number of snacks/day
taste preference/cravings

__badbreath
" belching

__ bitter taste in mouth

" bleeding gums

"~ mouth sores.

" gallbladder problems

__gas or gas pains

" I'amthirsty — (often) | (rarely)
" appetite: (loss) | (excessive)
" trouble digesting fats
__pain / distention above navel
" bloated sensation after meals
__strong or aggressive hunger
—_nausea

" indigestion
" loss / change of taste
" vomiting - what do you throw up?

___heartoum / acid stomach
___ulcers - what kind?

—_pain/ cramping in intestines
__rectal bleeding

" nodifficulties

RESPIRATORY SYSTEM
__asthma
—_shortness of breath
__ worse with exertion
—_ worse atnight
__pneumonia
__sinus infection
" bronchitis
__Cough with phlegm (color?)
__emphysema
"I getcold easily
"~ Isigh frequently
—_drycough
" nasal drainage
—_wheezing
o problems

URINATION

__bed wetting

" bladder / kidney infection

"~ blood in urine

"~ cloudy or dark urine

" full feeling in bladder

___small amount of urination

" difficulty starting urination

__frequent urination

—_gravel or stone(s) in urine

"~ inability to urinate properly
incontinence / dribbling

painful or buming sensation

—_lowflow
urgency
—no difficulties

"~ times you urinate per day
times you urinate at night

BOWEL HABITS

__ black, tarry stool

"~ blood in stool
__constipation

" diarrhea/ loose stool
__hemorrhoids
—_luse laxatives
___mucous in stool

My bowel moverment are:
__regular: ___x daily
" iegular: once every __ days
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MARK ANY CONDITIONS RELATED TO YOU

EMOTIONS

__anger

__ depression

__ difficulty concentrating
__fear

__forgetfulness
__general sadness
___history of abuse
__lcantletgo

__Ifeel stressed often
__ worry or anxiety

I have trouble making decisions
__loverthink things
__imitability
__nervousness

I generally feel fine

SLEEP PATTERNS

_ difficulty falling asleep

__difficulty staying asleep
| take a sleep aid -2

" What time sleep do your sleep

problems seem to occur most?

MUSCULOSKELETAL SKIN, HAIR, NAILS
__describe any sensation of... __brittle nails
buming, achy, sharp, shooting pain, " cuts heal slowly

numbness, tingling, radiating pain dandruff

—oly hair
" dry skin - where?

__Muscle cramps often -where?

hair loss
joint swelling —where? __ I bruise easily
- " itching
" white spots on nails
___muscle pain / rheumatism - where? dry hair

" eczema /psoriasis

" nails don't grow well

" ridges of lines in nails
" sore which doesn't heal
" weepy sores

" rashes — where?

" tendonitis
" arthritis - where?
" bursitis - where?

Please mark problem areas on
diagram:

excessive dreaming

FAMILY HISTORY

—Pighimares Piace an X for all et spply Father | mother] brother | sister | child [ofher
__night sweats alcoholism
__noddifficulties asthma

cancer: breast
BODY TEMPERATURES colon

female organs

__aftemoon feverishness teiED
__ altemating chills & feverishness Skin
__I sweat without exertion other

_chills or sensations of chiliness
___warm natured

_fever or sensation of feverishness
I have night sweats

__no problems

epression, suicide,
other mental iliness
diabetes

glaucoma

heart disease

high blood pressure
high cholesterol
Kidney disease
migraines

obesity or weight problems
osteoporosis
seizure

thyroid disease
other
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FORWOMEN ONLY ]

Please fill in information for al that apply |

Date of last pap smear __/__/__ Date of last mammogram __/
‘Age you began menstruating? __ Age of menopause __
Could you be pregnant now? yes | no Hysterectomy — ovaries removed: yes | no
Number of past pregnancies? __ miscarriages? __ Post-menopausal bleeding? yes | no
When did your last period end? __[__/__
Do you use:

Number of days for monthly cycle?

) __birth control _barriers __IUD
Number of days bleeding lasts?

- __nobirth control _spermicidals

Menstrual flow? __heavy __moderate __mild _not present
__itvaries, explain Notes:
Color of menstrual flow? __dark __bright red __slightly reddish
__other, explain
Do you suffer from:
__cramping: if yes, __severe | __ moderate | _mid | __before period | __during period | _at the end of | period

__clotting: if yes, __bright in color | __dark in color
" bleeding between periods _yeast infection / vaginitis / other discharge __mastitis _nfertility
 breastcysts __hotflashes _pelvic inflammatory disease __ovarian cysts _endometriosis

__Premenstrual syndrome: ifyes,

_ fuid etention | __ ritabity | _fatigue | _fluctuating emotions | _cravings | _depression | _tendemess in breasts
__clotting: ifyes, __brightin color | _darkin color
" bleeding between periods _yeast infection/vaginitis/other discharge _mastitis _infertiity breast cysts
_hotflashes _pelvic inflammatory disease __ovarian cysts __endometriosis

__Premenstrual syndrome: ifyes,

_fuidretention | __itabiity | _fatigue | __fluctuating emotions | _cravings | _depression | _tendemess in reasts
__clotting: if yes, __brightin color | __darkin color
" bleeding between periods __yeast infection/vaginitislother discharge _mastitis _infertiity breast cysts
_hotflashes _pelvic inflammatory disease __ovarian cysts __endometriosis

FOR MEN ONLY

impotence _infertility __premature ejaculation _testicular pain or lump _discharge from penis

_lowsexdrive __prostate problems __ weak erection

NOTES

Thank you for completing this form. Your time is greatly appreciated and | value this opportunity to serve you!
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