Melton Acupuncture
17660 Monterey Road, Suite A, Morgan Hill CA 95037
Please print the following information

Name: Birth Date age:
Address:

City: State: Zip Code:
Home/cell#: Work #:

Emergency contact: phone:

Email

"1 1 give permission to communicate with me via email for appointment notifications, newsletters, and
other occasional announcements.

For insurance billing, please include the following information:

Your employer: Is this your spouses’ insurance? Y N
If yes, spouse employed by: Spouse birth date:

Occupation Sex:M F Height Weight

Marital Status: [] Married [] Single [] Divorced [] Widowed Number of Children

Education: Ethnicity:

Whom can we thank for referring you?

Please indicate any significant illness(es) you or a relative maybe have had:

Illness You Relative When Illness You Relative When
Cancer [] [] Diabetes [] []
Hepatitis [] [] Heart Disease [] []
Seizures [] [] High Blood Pressure [] []
Tuberculosis [] [ Rheumatic Fever [ [
Emotional Disorders [] [

Sexually Transmitted Disease: [] gonorrhea [] syphilis [] HIV [JHPV [] Chlamydia []herpes

Please indicate the use and frequency of the following:

Yes No Amount Yes No Amount
Coffee/Black tea [] [] Tobacco [] []
Recreational Drugs  [] [] Alcohol [] []

Please list any medications and supplements you are currently taking (attach separate page if necessary):

Medication Dosage | Reason How Doctor’s Name | Last
Long check up




List any allergies, food sensitivities or food cravings that you have:

Please indicate experience of the following symptoms. X = frequently experience

~ lack of appetite
__ excessive appetite
_ loose stool or diarrhea
_ digestive problems
__ vomiting
__ belching, burping
____heartburn/reflux
____food retention
_____tend to become
obsessive in work,
relationships, etc

___ insomnia, sleep problems
____heart palpitations
_____cold hand and feet

___ nightmares

_ mentally restless
_____laughs for no reason
__angina pains

_____abdominal pain
____ chest pain
____ sciatic pain
_____headaches
pain or coldness in
genital area

_ cough

_____shortness of breath
___decreased sense of smell
_____nasal problems

_ skin problems
_____claustrophobia

__ bronchitis

____colitis, diverticulitis
_____constipation

_ hemorrhoids
_____recent use of antibiotics

_____eye problems
_____jaundice (yellowish
eyes or skin)

____difficulty digesting
oily foods

___ gallstones

_ light colored stool

_____soft or brittle nails

____casily angered

__difficulty in making
plans, decisions

_____muscle spasms

_____low back pain

_ knee problems

_ earringing

_ hearing impairment
_ hairloss

_ kidney stones

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

____ fatigue

____edema

_____blood in stool

____ black tarry stool

____ casily bruised

_ bleeds easily

_____asthma

_____catch colds often

___intolerance to
weather changes

_ allergies

____hay fever

__ dizziness

_ faints easily

_ high cholesterol

_____sudden weight loss

What other forms of treatment have you sought?

List any other health problems you currently have:

Medical history (accidents, surgeries, hospitalizations include dates):

Lab results (please include copies if avaliable):




sk EOR PATIENT TO KEEP*+++*

Summary of Notice of Privacy Practices

A new federal law known as the Health Insurance Portability and Accountability Act of 1996 ("HIPAA") goes into
force on April 14, 2003. We are required to give you a printed copy of our Notice of Privacy Practices. For your
convenience, we are providing this brief summary. Each section has a corresponding section in our full Notice, which
we encourage you to read in its entirety. We are required to ask you to sign a one-time acknowledgment that you have
received our full Notice, We will provide you with a complete copy of our Notice of Privacy Practices if you so desire.

Your Rights as a Patient. You have many new and important rights with respect to your protected health information.
These are summarized below and described in detail in our full Notice of Privacy Practices.

Use of Protected Health Information. We are permitted to use your protected health information for treatment
purposes, to facilitate our being paid, and to conduct our business and evaluate the quality and efficiency of our
processes. Also, we are permitted to disclose protected health information under specific circumstances to other
entities. We have put into place safeguards to protect the privacy of your health information. However, there may be
incidental disclosures of limited information, such as overhearing a conversation, that occur in the course of authorized
communications, routine treatment, payment, or the operations of our practice. HIPAA recognizes that such disclosures
may be extremely difficult to avoid entirely, and considers them as permissible.

For entities that are not covered under HIPAA to which we must send protected health information for treatment,
payment, or operational purposes, we require that they sign a contract in which they agree to protect the confidentiality
of this information.

Disclosures of Protected Health Information Requiring Your Authorization. For disclosures that are not related to
treatment, payment, or operations, we will obtain your specific written consent, except as described below.

Disclosures of Protected Health Information Not Requiring Your Authorization. We are required by state and
federal law to make disclosures of certain protected health information without obtaining your authorization. Examples
include mandated reporting of conditions affecting public health, subpoenas, and other legal requests.

Communication to You of Confidential Information by Alternative Means. If you make a written request, we will
communicate confidential information to you by reasonable alternative means, or to an alternative address.

Restrictions to Use and Disclosure. You may request restrictions to the use or disclosure of your protected health
information, but we are not required by HIPAA to agree to such requests. However, if we do agree, then we are bound
to honor your request. In the course of our use and disclosure of your protected health information, only the minimum
amount of such information will be used to accomplish the intended goal.

Access to Protected Health Information. You may request access to or a copy of your medical records in writing.
We will provide these within the time period specified, unless we are forbidden under HIPAA or by applicable state
law to provide such records. If we deny access, we will tell you why. You may appeal this decision, which, under
specified circumstances, will be reviewed by a third party not involved in the denial.

Amendments to Medical Records. You may request in writing that corrections be made to your medical records. We
will either accept the amendments, and notify appropriate parties, or deny your request with an explanation. You have
rights to dispute such denials and have your objections noted in your medical record.

Accounting of Disclosures of Protected Health Information. You may request in writing an accounting of
disclosures of your protected health information. This accounting excludes disclosures made in the course of treatment,
payment, or operations, and disclosures that were made as a result of your written authorization.

Other Uses of Your Health Information. Optional uses, as permitted under HIPAA, are listed in our complete Notice
of Privacy Practices.

How to Lodge Complaints Related to Perceived Violations of Your Privacy Rights. You may register a complaint
about any of our privacy practices with our Privacy Official or with the Secretary of Health and Human Services
without fear of retaliation, coercion, or intimidation.




PRIVACY PRACTICES ACKNOWLEDGEMENT

ACKNOWLEDGEMENT FORM

I have received the Notice of Privacy Practices and | have been provided an opportunity to review it.

Name Birthdate

Signature

Date




ACUPUNCTURE INFORMED CONSENT TU TREAT

| hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of
acupuncture on me (or on the patient named below, for whom | am legally responsible) by the acupuncturist named below and/or other
licensed acupuncturists who now or in the future treat me while employed by, working or associated with or serving as back-up for the
acupuncturist named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this
form or not.

| understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tiu-Na
(Chinese massage), Chinese herbal medicine, and nutritional counseling. 1 understand that the herbs may need to be prepared and the teas
consumed according to the instructions provided orally and in writing. The herbs may be an unpleasant smell or taste. | will immediately
notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

| have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising,
numbness or tingling near the needling sites that may last a few days, and dizziness or fainting. Bruising is a common side effect of cupping.
Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax).
Infecticn is another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment. Burns
and/or scarring are a potential risk of moxibustion and cupping. | understand that while this document describes the major risks of treatment,
other side effect 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. |
understand that some herbs may be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas,
stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the tongue. | will notify a clinical staff member who is caring for
me if | am or become pregnant.

I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, and | wish to rely on the
clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then known
is in my best interest. | understand that results are not guaranteed.

| understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept confidential
and will not be released without my written consent.

By voluntarily signing below, | show that | have read, or have had read to me, the above consent to treatment, have been told about the risks
and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. | intend this consent form to cover the
entire course of treatment for my present condition and for any future condition(s) for which | seek treatment.

(Date)
PATIENT SIGNATURE X
(Or Patient Representative) (Indicate relationship if signing for patient)

ALso SIGN tHE ARBITRATION AGREEMENT on REVERSE sipe

AAC-FED




PATIENT NAME:

ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice. that is as to whether any medical services
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered. will be
determined by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process except as state
and federal law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their
constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration.

Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice. including
disputes as to whether or not a dispute is subject to arbitration, will also be determined by submission ta binding arbitration. Itis the intention
of the parties that this agreement bind all parties as to all claims, including claims arising out of o ting 1o treaiment or services provided
by the health care provider including any heirs or past, present or future spouse(s) of the palient in: relation to all claims, including loss of
consortium. This agreement is also intended to bind any children of the patient whether born or unborn at the time of the occurrence giving
rise to any claim. This agreement is intended to bind the patient and the health care provider and/or other licensed health care providers or
preceptorship interns who now or in the future treat the patient while employed by, working or associated with or serving as a back-up for the
health care provider, including those working at the health care provider’s clinic or office or any other clinic or office whether signatories to
this form or not.

All claims for monetary damages exceeding the jurisdictional limit of the smali claims court against the health care provider, and/cr the health
care provider's associates, association, corporation, partnership, empioyees, agents and estate, must be arbitrated including, without
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall
select an arbitrator {party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by
the parties within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party to
the arbitration shall pay such party’s pro rata share cf the expenses and fees of the neutral arbitrator. together with other expenses of the
arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees. or other expenses incurred by a party for
such party’s own benefit.

Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the neutral arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity that would ctherwise be a proper additional party
in a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed
pending arbitration.

The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce evidence of any amount
payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to recover non-economic losses, and the right to
have a judgment for future damages conformed to pericdic payments, shall apply to disputes within this Arbitration Agreement. The parties
further agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern any arbitration conducted pursuant
to this Arbitration Agreement.

Article 4: General Provision: All claims based upon the same incident, transaction or related circumstances shali be arbitrated in one
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action,
would be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the
procedures prescribed herein with reasonable diligence.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature
and if not revoked will govern all professional services received by the patient and all other disputes between the parties.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (for example,
emergency treatment) patient should initial here. . Effective as the date of first professional services.

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not
be affected by the invalidity of any other provision. | understand that | have the right to receive a copy of this Arbitration Agreement. By my
signature below, | acknowledge that | have received a copy.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT.

PATIENT SIGNATURE X (Date)
(Or Patient Representative) (Indicate relationship if signing for patient)
OFFICE SIGNATURE X (Date)

ALs0 SIGN THE INFORMED CONSENT on REVERSE sioe
AAC-FED




