JazHands Therapeutic Massage and Acupuncture
Jacintha “Jaz” Roemer L.Ac., CMT, NCMT

Welcome and thank you for choosing me as your Chinese medicine practitioner. My goal is to help you achieve your optimum health and wellness.  This is a confidential questionnaire to help me determine the best treatment plan for you. If you have any questions please ask. Thank you. 

Personal Information
Name											Date				
Home Address														
City							State				Zip				
Primary Phone						Email								
Occupation									Work Phone				
Person responsible for your account											
Emergency Contact: Name							Phone					
[bookmark: Check2][bookmark: Check3][bookmark: Check4]Sex: |_| Male |_| Female |_| Trans (     MTF      FTM)	Height		 Weight		 Birthdate                Age			
[bookmark: Check5][bookmark: Check6][bookmark: Check7][bookmark: Check8][bookmark: Check9]Marital Status: |_| Married |_| Single |_| Divorced |_| Widowed |_| Partnered      Number of Children 				
[bookmark: Check16][bookmark: Check17]Have you received acupuncture therapy before? |_| Yes   |_| No
When?							 	With whom?						
Who should I thank for referring you? 											

Please indicate any significant illnesses you or a blood relative (grandparent, parent, sibling) have had:
	Illness
	You
	Relative
	Approx. Date
	
	Illness
	You
	Relative
	Approx. Date

	Cancer
Hepatitis
High Blood Press
Rheumatic Fever
Infectious Disease
	[bookmark: Check1]|_|
|_|
|_|
|_|
|_|
	|_|
|_|
|_|
|_|
|_|
	_________
_________
_________
_________
_________
	
	Diabetes
Heart Disease
Seizure
Emotional Disorders
Tuberculosis
	|_|
|_|
|_|
|_|
|_|
	|_|
|_|
|_|
|_|
|_|
	_________
_________
_________
_________
_________



[bookmark: Check10][bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14][bookmark: Check15]Sexually Transmitted Diseases: |_| Gonorrhea, |_| Syphilis, |_| HIV, |_| HPV, |_| Chlamydia, |_| Herpes, Other			

List any medications and supplements you are currently taking. Continue on back if necessary.
	Medicine			Dose		Reason		How Long	Prescribed by	Date of Last Checkup

	

	

	

	



Check box if any of the following statements are true:
[bookmark: Check18][bookmark: Check19]|_| I have known allergies			|_| I am taking Coumadin/Warfarin		
[bookmark: Check20][bookmark: Check21]|_| I have a pacemaker			|_| I am taking Lithium	

Please indicate the use and frequency of the following:               
	
	Yes
	No
	How Much
	
	
	Yes
	No
	How Much

	Coffee/ Black tea
	[bookmark: Check22]|_|
	[bookmark: Check23]|_|
	________________
	
	Alcohol
	|_|
	|_|
	________________

	Non-Medicinal Drugs
	[bookmark: Check26]|_|
	[bookmark: Check24]|_|
	________________
	
	Soda
	|_|
	|_|
	________________

	Tobacco
	[bookmark: Check27]|_|
	[bookmark: Check25]|_|
	________________
	
	Water Intake
	|_|
	|_|
	________________





OB/GYN History
[bookmark: Check28][bookmark: Check29]Age of 1st period (menarche)			Are you pregnant |_| Yes |_| No	# of pregnancies				
Age of Last period (menopause)		   	# of live births		 # of abortions		 # of miscarriages		
# of days between periods			   	Date of last gynecologic exam			 Pap smear		
# of days of flow				  	Mammogram			 Bone Density Scan			
Color of Flow				   	Results									
[bookmark: Check30][bookmark: Check31]Clots |_|Yes |_| No  Color			          	Avg. # of Pads/tampons per days 1st      2nd      3rd      4th      5th      + 		
[bookmark: Check32][bookmark: Check33][bookmark: Check35][bookmark: Check36][bookmark: Check37][bookmark: Check38]Have you been diagnosed with: |_| Fibroids |_| Fibrocystic Breasts |_| Endometriosis |_| Ovarian |_| Cysts |_| PID 
Other															
[bookmark: Check39][bookmark: Check40][bookmark: Check41][bookmark: Check42]Location of Menstrual Pain: |_| Lower abdomen |_| Lower back |_| Thighs |_| Other						

	Nature of Pain (indicate before, during, after)
	Other symptoms related to menses:

	Cramping 
	
	Stabbing 
	
	[bookmark: Check43]|_| Ravenous Appetite
[bookmark: Check44]|_| Poor Appetite 
[bookmark: Check45]|_| Insomnia
[bookmark: Check47]|_| Increased Libido
[bookmark: Check52]|_| Decreased Libido
	[bookmark: Check48]|_| Vaginal Dryness
[bookmark: Check49]|_| Constipation 
[bookmark: Check50]|_| Swollen Breasts
[bookmark: Check51]|_| Hot Flashes
[bookmark: Check46]|_| Nausea
	[bookmark: Check53]|_| Headache
[bookmark: Check54][bookmark: Check55]|_| Mood Swings |_| Diarrhea
[bookmark: Check56]|_| Night Sweats
[bookmark: Check57]|_| Discharge

	Burning
	
	Aching 
	
	
	
	

	Dull
	
	Bloating
	
	
	
	

	Consistent
	
	Intermittent
	
	
	
	

	Bearing Down Sensation
	
	
	
	



Urogenital History
Date of last prostate checkup				   PSA Results							   
Manual prostate exam results				   Lab Results							
[bookmark: Check58][bookmark: Check59]Frequency of Urination: Daytime		 Nighttime	   Color of urine  |_| Clear |_| Murky   Odor				

Symptoms Related to Prostate: 
	[bookmark: Check60]|_| Prostate Problems
	[bookmark: Check64]|_| Delayed Stream
	[bookmark: Check68]|_| Post Void Dribbling
	[bookmark: Check72]|_| Incontinence

	[bookmark: Check61]|_| Retention of Urine
	[bookmark: Check65]|_| Decreased Force of Stream
	[bookmark: Check69]|_| Increased Libido
	[bookmark: Check73]|_| Decreased Libido

	[bookmark: Check62]|_| Premature Ejaculation
	[bookmark: Check66]|_| Impotence
	[bookmark: Check70]|_| Back Pain
	[bookmark: Check74]|_| Groin Pain

	[bookmark: Check63]|_| Testicular Pain
	[bookmark: Check67]|_| Erectile Dysfunction
	[bookmark: Check71]|_| BPH/Enlarged Prostate
	



Symptom Survey

The following is a list of symptoms that you may or may not ever experience. Please indicate as follows in the space to the left. 
No mark (  ) = never experience, Check Mark () = sometimes experience, Plus Sign () = frequently experience

	|_| Lack of Appetite
	[bookmark: Check88]|_| Abdominal pain
	|_| Eye issues
	|_| Fatigue

	[bookmark: Check83]|_| Excessive appetite
	[bookmark: Check96]|_| Chest pains
	|_| Jaundice (yellowish skin/eyes)
	|_| Edema

	[bookmark: Check91]|_| Loose stool or diarrhea
	|_| Sciatic Pain
	[bookmark: Check94]|_| Difficulty digesting oily foods
	|_| Blood in stool

	[bookmark: Check99]|_| Digestive problems
	|_| Headaches
	|_| Gall stones
	|_| Black tarry stool

	[bookmark: Check77]|_| Vomiting
	[bookmark: Check81]|_| Pain or coldness in genital area
	|_| Light Colored Stools
	|_| Easily bruised

	[bookmark: Check76]|_| Belching
	[bookmark: Check89]|_| Cough
	|_| Soft or brittle nails
	|_| Difficult to stop bleeding

	[bookmark: Check85]|_| Heartburn/reflux
	[bookmark: Check97]|_| Shortness of Breath
	|_| Easily angered or agitated
	|_| Asthma

	[bookmark: Check93]|_| Feeling of food retention in stomach
	|_| Decreased sense of smell
	|_| Difficulty in making plans or decisions
	|_| Tendency to catch colds easily

	|_| Tendency to become obsessive in work/relationship
	[bookmark: Check78]|_| Nasal problems
	|_| Spasms or twitching muscles
	|_| Intolerance to weather changes 

	[bookmark: Check84]|_| Insomnia, difficulty sleeping
	[bookmark: Check82]|_| Skin problems
	|_| Low back pain
	|_| Allergies

	[bookmark: Check79]|_| Heart palpitations
	[bookmark: Check90]|_| Feeling of claustrophobia
	[bookmark: Check100]|_| Knee problems
	|_| Hay fever

	[bookmark: Check87]|_| Cold hands/feet
	[bookmark: Check98]|_| Bronchitis
	|_| Hearing impairment
	|_| Dizziness

	[bookmark: Check95]|_| Nightmares
	|_| Colitis or diverticulitis
	|_| Ear ringing
	|_| Tendency to faint easily

	|_| Mentally restless
	[bookmark: Check86]|_|Constipation
	|_| Kidney stones
	|_| High cholesterol levels

	[bookmark: Check92]|_| Laughing for no apparent reason
	|_| Hemorrhoids
	|_| Hair loss
	|_| Sudden weight loss

	[bookmark: Check80]|_| Angina pains
	|_| Recent antibiotic use
	|_| Decreased sex drive
	|_| Other________________

	
	
	|_| Urinary problems
	


What are the main health problems for which you are seeking treatment? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What other forms of treatment have you sought? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any other health problems you now have. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any allergies, food sensitivities or food cravings that you have. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any accidents, surgeries or hospitalizations (include date). ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How do you FEEL about the following areas of your life?
Please check the appropriate boxes and indicates any problems you may be experiencing.
	
	Great
	Good
	Fair
	Poor
	Bad
	Your Comments

	Significant Other
	|_|
	|_|
	|_|
	|_|
	|_|
	

	Family
	|_|
	|_|
	|_|
	|_|
	|_|
	

	Diet
	|_|
	|_|
	|_|
	|_|
	|_|
	

	Sex
	|_|
	|_|
	|_|
	|_|
	|_|
	

	Self
	|_|
	|_|
	|_|
	|_|
	|_|
	

	Work
	|_|
	|_|
	|_|
	|_|
	|_|
	

	Exercise
	|_|
	|_|
	|_|
	|_|
	|_|
	

	Spirituality
	|_|
	|_|
	|_|
	|_|
	|_|
	



Other information you would like to report/may be relevant to your medical history?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________










				
				Jacintha “Jaz” Roemer L.Ac. (619) 721-7266

[bookmark: _GoBack]Notice of Privacy Practices: How health information about you may be used and disclosed and how you can get access to this information.  Effective 5/1/13
I care about my patient’s privacy and strive to protect the confidentiality of your medical information at this practice.  New federal legislation requires that I issue this official notice of our privacy practices.  You have the right to the confidentiality of your medical information, and this practice is required by law to maintain the privacy of that protected health information.  This practice is required to abide by the terms of the Notice of Privacy Practices currently in effect, and to provide notice of its legal duties and privacy practices with respect to protected health information.  
If you have any questions about this Notice, please contact your individual practitioner, Jacintha “Jaz” Roemer L.Ac. (619) 721-7266

Who will follow this notice: This notice describes the information privacy practices followed by practitioners at this office.

Your health information: This notice applies to the information and records we have about your health, health status, and the health care services you receive at this office.
We are required by law to give you this notice.  It will tell you about the ways in which we may use and disclose health information about you and describes your rights and our obligations regarding the use and disclosure of that information.

How we may use and disclose health information about you: The following categories describe different ways that we may use and disclose medical information without your specific consent or authorization.  Examples are provided for each category of uses or disclosures.  Not every possible use or disclosure in a category is listed.

For treatment We may use health information about you to provide you with health treatment or services.  We may disclose health information about you to physicians, chiropractors, naturopaths, massage therapists, physical therapists, acupuncturists, office staff or other personnel who are involved in taking care of you and your health.
Different personnel in our office may share information about you and disclose information to people who do not work in our office in order to coordinate your care, such as scheduling lab work and ordering x-rays.

For payment We may use and disclose health information about you and disclose information about you so that treatment and services you receive at this office may be billed to and payment may be collected from you, an insurance company or third party.

Appointment reminders We may contact you as a reminder that you have an appointment for treatment or health care at this office.  This is usually done by phone and may be left on a voice messaging machine.

Your individual practitioner may mail information to you regarding treatment options, specials, birthday greetings, etc.
Please notify us if you do not wish to be contacted for appointment reminders, or if you do not wish to receive communications about treatment alternatives or health-related products and services.  If you advise us in writing (at the address listed at the top of this Notice) that you do not wish to receive such communications, we will not use or disclose your information for these purposes.
You may revoke your Consent at any time by giving us written notice.  Your revocation will be effective when we receive it, but it will not apply to any uses and disclosures which occurred before that time.  If you do revoke your Consent, we will not be permitted to use or disclose information for purposes of treatment, payment or health care operations, and we may therefore choose to discontinue providing you with health care treatment services.

Special Situations: We may use or disclose health information about you without permission for the following purposes, subject to all applicable legal requirements and limitations:

Required by law We will disclose health information about you when required to do so by federal, state or local law.

Military, Veterans, National Security and Intelligence If you are or were a member of the armed forces, or part of the national security or intelligence communities, we may be required by military command or other government authorities to release health information about you.  We may also release information about foreign military personnel to the appropriate foreign military authority.

Worker’s Compensation We may release health information about you for worker’s compensation or similar programs.  These programs provide benefits for work-related injuries or illness.

Public Health Risks We may disclose health information about you for public health reasons in order to prevent or control disease, injury or disability; or report births, deaths, suspected abuse or neglect, non-accidental physical injuries, reactions to medication or problems with products.

Health Oversight Activities We may disclose health information to a health oversight agency for audits, investigations, inspections, or licensing purposes.  These disclosures may be necessary for certain state and federal agencies to monitor the health care system, government programs, and compliance with civil rights laws.

Lawsuits and Disputes If you are involved in a lawsuit or a dispute, we may disclose health information about you in response to a court or administrative order. Subject to all applicable legal requirements, we may also disclose health information about you in response to a subpoena.

Law Enforcement We may release health information if asked to do so by a law enforcement official in response to a court order, subpoena, warrant, summons, or similar process, subject to all applicable legal requirements.

OTHER USES AND DISCLOSURES OF HEALTH INFORMATION: We will not use or disclose your health information for any purpose other than those identified in the previous sections without your specific, written authorization.

YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU: You have the following rights regarding health information we maintain about you.
Complaints: If you believe your privacy rights have been violated, you may file a complaint with our office or with the Secretary of the Department of Health and Human Services.  To file a complaint with our office, contact your practitioner.  You will not be penalized for filing a complaint.

Right to Inspect and Request Copy You have the right to inspect and request a copy of your health information, such as health and billing records, that we use to make decisions about your care.  You must submit a written request in order to inspect and/or copy you health information.  If you request a copy of the information, we may charge a fee for the costs of copying, mailing or other associated supplies.

Right to Amend If you believe health information we have about you is incorrect or incomplete, you may ask us to amend the information.  You have the right to request an amendment as long as the information is kept by this office.  To request an amendment, complete and submit a Health Record Amendment/Correction Form to you practitioner.

Right to an Accounting of Disclosures You have the right to request an “accounting disclosures”.  This is a list of the disclosures we made of health information about you for purposes other than treatment, payment and health care operations.  To obtain this list, you must submit your request in writing to your practitioner.  It must state a time period, which may not be longer than six years and may not include dates before April 14, 2003.

Right to Request Restrictions You have the right to request a restriction or limitation on the health information we use or disclose about you for treatment, payment or health care operations.  You also have the right to request a limit on the health information we disclose about you to someone who is involved in your care or the payment for it, like a family member or friend.

We are Not Required to Agree to Your Request If we do agree, we will comply with your request unless the information is needed to provide you with emergency treatment.  To request restrictions, you may complete and submit the Request For Restriction On Use/Disclosure Of Health Information to your practitioner.

Right to Request Confidential Communications You have the right to request that we communicate with you about health matters in a certain way or at a certain location.  For example, you can ask that we only contact you at work or by mail.  Your request must specify how or where you wish to be contacted.

CHANGES TO THIS NOTICE: We reserve the right to change this notice, and to make the revised or changed notice effective for health information we already have about you as well as any information we receive in the future.  We will post a summary of the current notice in the office with its effective date in the top right hand corner.  You are entitled to a copy of the notice currently in effect.





Information About Chinese Medical & Acupuncture Treatment
What is acupuncture? Acupuncture is a healing art that involves the stimulation of specific points on the body. It has the effect of normalizing physiological function, modifying the perception of pain, and treating certain diseases and dysfunctions of the body. The stimulation may be produced by needles, heat, digital pressure, electrical currents, cupping, gua sha, moxabustion or other means, but most frequently needling. Herbs and nutritional supplements may be recommended and are considered safe in the practice of Chinese medicine. 
What are the side effects or complications? Acupuncture is considered a safe method of treatment but occasionally there may be some bruising or tingling near the needling sites that can last a few days . There have been rare instances reported in which a patient fainted, developed a scar or infection, experienced a spontaneous abortion or sustained a pneumothorax (air in the chest cavity that could collapse a lung).  Treatments like gua sha and cupping can leave marks on the body for a longer period of time. You will be consulted before applying these adjunct therapies. 
What are the contraindications and cautions for acupuncture or use of Chinese herbal medicine? Contraindications/cautions for acupuncture treatment and certain herbs include a history of bleeding disorders or current anticoagulant therapy, an implanted pacemaker or prosthetic heart valve, use of certain medications and/or pregnancy. These issues do not preclude an individual from treatment but do need to be taken into account.
Consent for Chinese medical treatment
Jacintha “Jaz” Roemer L.Ac. has explained the benefits and possible risks of treatment by acupuncture, related therapies and use of Chinese herbal medicine to me. My questions have been answered and I wish to proceed. No guarantee of results has been made. I have read this sheet and consent to treatment for the conditions stated during intake and on my medical history form.
I have a pacemaker or prosthetic heart valve, take steroids or anticoagulants. ____________________________________________
I am pregnant or there is a possibility of my being pregnant.__________________________________________________________
I have received a copy of this information and consent form._________(initial)
Patients Name (Please Print)  ___________________________________________________________________________________
Guardians Name _____________________________________________________________________________________________
Patient_or_Guardian’s Signature  __________________________________Witness______________________________________
Acupuncturist’s Signature _______________________________________Date___________________________________________
Notice of Privacy Practices Patient Acknowledgement

I have received 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 that may be made by this practice, my individual rights, how I may exercise these rights, and the practice’s legal duties with respect to my information.

I understand that this practice reserves the right to change the terms of its Notice of Privacy Practices, and to make changes regarding all protected health information resident at, or controlled by, this practice.  I understand I can obtain this practice’s current Notice of Privacy Practices on request.

Patient Name: ________________________________________________________________________________________________

Date: _______________________________________________________________________________________________________

Signature: ___________________________________________________________________________________________________

Relationship to patient (if signed by a personal representative of patient)_________________________________________________
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Welcome and thank you for choosing me as your Chinese medicine practitioner. My goal is to help you achieve your 


optimum health and wellness.  This is a 
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Emergency Contact: Name
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Sex: 


 


Male 


 


Female 


 


Trans (
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Have you received acupuncture therapy before? 


 


Yes   


 


No


 


When?


 


 


 


 


 


 


 


 


 


With whom?


 


 


 


 


 


 


 


Who should I thank
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Please indicate any significant illnesses you or a blood relative (grandparent, parent, sibling) have had:


 


Illness


 


You
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Approx. Date
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Sexually Transmitted Diseases: 
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Check box if any of the following statements are true:
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I am taking Coumadin/Warfarin
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I am taking Lithium


 


 


 


Please indicate the use and frequency of the following:               
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Jacintha “Jaz” Roemer L.Ac., CMT, NCMT     Welcome and thank you for choosing me as your Chinese medicine practitioner. My goal is to help you achieve your  optimum health and wellness.  This is a  confidential   questionnaire to help me determine the best treat ment plan for  you. If you have any questions please ask. Thank you.      Personal Information   Name                       Date           Home Address                               City               State         Zip           Primary Phone             Email                   Occupation                   Work Phone           Person responsible for your account                         Emergency Contact: Name               Phone             Sex:    Male    Female    Trans (       MTF        FTM)   Height       Weight       Birthdate                   Age         Marital Status:    Married    S ingle    Divorced    Widowed    Partnered      Number of Children            Have you received acupuncture therapy before?    Yes      No   When?                   With whom?               Who should I thank   for referring you?                            Please indicate any significant illnesses you or a blood relative (grandparent, parent, sibling) have had:  

Illness  You  Relative  Approx. Date   Illness  You  Relative  Approx. Date  

Cancer   Hepatitis   High Blood Press   Rheumatic Fe ver   Infectious Disease                    _________   _________   _________   _________   _________   Di abetes   Heart Disease   Seizure   Emotional Disorders   Tuberculosis                    _________   ____ _____   _________   _________   _________  

  Sexually Transmitted Diseases:    Gonorrhea,    Syphilis,    HIV,    HPV,    Chlamydia,    Herpes, Other           List any medication s and supplements you are currently taking. Continue on back if necessary.  

Medicine       Dose     Reason     How Long   Prescribed by   Date of Last Checkup  

 

 

 

 

  Check box if any of the following statements are true:     I have known allergies         I am taking Coumadin/Warfarin       I have a pacemaker         I am taking Lithium       Please indicate the use and frequency of the following:                 

 Yes  No  How Much    Yes  No  How Much  

Coffee/ Black tea    ________________   Alcohol    ________________  

Non - Medicinal Drugs    ________________   Soda    ________________  

Tobacco    ________________   Water Intake    ________________  

     

