
PATIENT RECORD & MEDICAL HISTORY 
 

 

Name______________________________________________________________________ Birth Date________________________ 

Home Address_________________________________________________ City__________________ State______ Zip___________ 

Home Phone (       )_________________________ Work Phone (       ) ________________________ Age_______ Gender_________ 

Email Address______________________________________________________ Social Security #____________________________ 

Occupation_________________________________ Referred By (or how did you hear about us?)_____________________________ 

Relationship Status ____________________________________ How many children do you or your partner have? _______________ 

Emergency Contact______________________________________________________ Phone (       )___________________________ 

Do you plan on using health insurance? _______   If yes, please fill out our Insurance Verification Form.   

 
 
Medical History:  please check all of the boxes below that are now or have been a part of your personal health history  
 

 

Arthritis 

Abortion 

Allergies 

Anemia 

Angina (Chest Pain) 

Anxiety 

Asthma 

High Blood Pressure  

Low Blood Pressure 

Cancer 

Current 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

Past 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

 

High Cholesterol 

Chronic Fatigue 

Depression 

Diabetes 

Digestive Problems 

Endocrine Problems 

Epilepsy 

Headaches 

Heart Disease 

HIV, AIDS 

Current 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

Past 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

 

Hypoglycemia 

Insomnia 

Irregular Menses 

Men’s Health Issues 

Musculoskeletal Injuries 

Neurological Problems 

Psychological Problems 

Respiratory Problems 

Urogenital Problems 

Women’s Health Issues 

Current 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

Past 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

 
If you have a family history of any of these problems, please specify here:  
 
 
 
 
Please list all past surgeries and approximate dates: 
 
 
 
 
Please list all medications you are currently taking: 
 
 
 
 

 
 
Current Complaints:  please describe your major health concerns & other relevant info not mentioned above 
 
 
 
 
 
 
 
 
 

 

Please complete and sign the other side. 



Please answer the following questions 

 

 Do you have a tendency to faint?       

Do you have a pacemaker?  

Do you bleed for a long time? 

Have you ever had Hepatitis?              

Are you HIV positive? 

Are you pregnant?  

Do you take birth control pills?  

Do you exercise regularly? 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

No 

No 

No 

No 

How frequently do you smoke? ______________________ 

How frequently do you drink coffee? _________________ 

How frequently do you drink alcohol? ________________ 

Do you follow a special diet?  Specify ________________ 

Approximately, how often do you get sick? ____________ 

What vitamins, herbs or nutritional supplements are you  

currently taking?__________________________________ 

________________________________________________ 

 

 

 

Our Office Policy 
 

 

1. All fees for medical services are due at the time of visit unless previous arrangements have been made between 

On Point Acupuncture, Inc. and your insurance provider.  Insurance is considered a method of reimbursing the 

patient for fees paid to the health provider and is not a substitute for payment.  It is your responsibility to pay any 

deductible amount, co-insurance, or any other balance not paid by your insurance provider.  Please note that all 

published prices reflect a courtesy discount for cash patients. 

 

2. If you need to cancel your appointment, please inform us at least 24 hours prior to your appointment to avoid a 

service charge.  A missed appointment will be charged a full treatment rate fee.  A late cancellation (less than 24 

hours notice) will be charged a $30 fee. 

 

3. There is a service charge of $25 for every returned check. 

 

4. Fees for Service are as follows: 

  

New Patient Consultation (with acupuncture) 

Return Patient Acupuncture 

Established Patient Brief Consultation 

Manual Therapy (15 minutes) 

Herbs & Supplements (per week) 

6 pre-paid treatments ($65 per session) 

12 pre-paid treatments ($60 per session) 

$95 

$70 

$30 

$20 

$0 - $50 

$390 

$720 

  

 

 

 

 

 

Initials _______ 

 

 

 

Initials _______ 

 

Initials _______ 

 

 

 

 

 

 

 

 

 

Initials _______ 

 

 

1. I authorize the release of any medical or other information necessary for insurance claim processing and I understand that my 

individually identifiable medical information will be used only as necessary for purposes of treatment, payment, and other  

healthcare operations. 

 

2. If you are under 18 years of age, please have your parent or legal guardian sign below. 

 

3. On Point Acupuncture, Inc. is required by law, to maintain the privacy and confidentiality of your protected health information.  

The policy is available for you to read in our waiting room or you can request a written copy.  

 

I have read and agreed to the terms of the preceding paragraphs.  All the information is true to the best of my knowledge. 

 

Signature ___________________________________________________________  Date _________________________________ 

 

 

Please contact us with any questions or concerns: 

On Point Acupuncture, Inc. 

2346 Stuart St., Berkeley, CA 94705 

p: (510) 705-8755      f: (510) 705-8520      info@onpointacu.com 

 



INSURANCE VERIFICATION FORM

• This form is only required if you plan on using health insurance.

• If you previously provided us with this information via our website, please check here   If so, no other

information is needed at this time.

• To determine whether your insurance provider covers acupuncture and related services, please fax or mail this

form to our office a few days before your visit so our office can do the necessary research.

Please print all information clearly

Patient Name______________________________________________ Social Security # ________________________

Home Phone (       ) _____________________________ Work Phone (       ) _________________________________

Email Address ___________________________________________________________________________________

Insurance Company_____________________________ Insurance Company Telephone # (       ) _________________

Policy Holder’s Name______________________________ Patient’s Relationship to Policy Holder _______________

Policy Holder’s Insurance ID (listed on card) _______________________ Group # (if listed) ____________________

Policy Holder’s Date of Birth __________________

Are your symptoms a result of:   Employment?   Auto Accident?   Other Accident?

If so, and you want to include your acupuncture visits in your claim, please provide your

Claim # ___________________________________ Contact Person ________________________________________

All fees for medical services are due at the time of visit unless previous arrangements have been made between On Point

Acupuncture, Inc. and your insurance provider.  Insurance is considered a method of reimbursing the patient for fees paid to the

health provider and is not a substitute for payment.  It is your responsibility to pay any deductible amount, co-insurance, or any

other balance not paid by your insurance provider.  Note that all published prices reflect a courtesy discount for cash patients.

Signature __________________________________________________________  Date _______________________

Please contact us with any questions or concerns:

On Point Acupuncture, Inc.

2346 Stuart St., Berkeley, CA 94705

p: (510) 705-8755      f: (510) 705-8520      info@onpointacu.com




