Gabriel Sher, L.Ac., MSTCM

42 East 21st Street  (Between  Park and Broadway)  

Suite 404
PATIENT HISTORY

Name:









Home Phone:





Work Phone:


Address:

Birth Date:


 Age:

      Height:

   Weight:

 Sex:


Occupation:





Employer:


Emergency Contact:





Relationship:


Emergency Contact’s Phone:





Referred by:


 For what reason

 are you seeking

 acupuncture and/or

 herbs?

How and when did

 this condition 

 develop?

 

 What other 

 treatments have

 you tried for this

 condition?
CURRENT AND FORMER COMPLAINTS

Please check the red box ( next to past symptoms.

Please check the green box( next to present symptoms.

	
	
	

	General Symptoms

((Tremors
	Skin

((Skin eruptions
	Genitourinary

((Frequent urination

	((Headache
	((Clammy skin
	((Scanty urination

	((Fever
	((Dryness
	((Painful urination

	((Sweats
	((Bruises easily
	((Blood in urine

	((Fainting
	((Rashes
	((Cloudy urine

	((Dizziness
	((Sensitive skin
	((Kidney/bladder infections

	((Convulsions
	((Hives
	((Inability to control urine

	((Loss of sleep
	((Itchy skin
	((Kidney stones

	((Fatigue
	((Jaundice
	

	((Nervousness
	
	

	((Depression
	Respiratory
	Gastrointestinal

	((Loss of weight
	
	

	((Forgetfulness
	((Chronic cough
	((Poor appetite

	((Numbness
	((Productive cough
	((Excessive hunger

	((Confusion
	((Chest pain
	((Belching

	((Poor memory
	((Difficulty breathing
	((Gas

	((Difficulty concentrating
	((Wheezing
	((Nausea or vomiting

	((Paralysis
	
	((Stomach pain or distention

	
	Cardiovascular
	((Constipation

	
	
	((Diarrhea

	Eyes, Ears, Nose and Throat
	((Irregular heart beat
	((Blood in stool

	
	((High blood pressure
	((Colitis

	((Failing vision
	((Low blood pressure
	((Hemorrhoids

	((Near sighted
	((Chest pain
	

	((Eye pain
	((Heart trouble
	Female

	((Cross eyed
	((Hardening of arteries
	

	((Eye inflammation
	((Swelling of ankles
	((Painful menstrual periods

	((Glaucoma
	((Poor circulation
	((Excessive flow

	((Deafness
	((Varicose veins
	((Irregular cycle

	((Loss of hearing
	
	((Abnormal bleeding

	((Ear discharge
	Muscles and Joints
	((Vaginal discharge or pain

	((Ringing in ears
	
	((Breast pain

	((Nose bleeds
	((Stiff neck
	((Breast lumps

	((Nasal obstruction
	((Pain between shoulders
	((Menopausal symptoms

	((Nasal drainage
	((Backache
	((Reduced sex drive

	((Loss of smell
	((Painful tailbone
	

	((Sinusitis
	((Foot pain
	Male

	((Allergies
	((Hernia
	

	((Sore throat
	((Swollen joints
	((Genital pain

	((Hoarseness
	((Painful joints
	((Reduced sex drive

	((Difficulty speech
	((Arthritis
	((Premature ejaculation

	((Difficulty swallowing
	((Sore muscles
	((Impotence

	((Change in tastes
	((Weak muscles
	((Nocturnal seminal emission

	((Dental decay
	((Sciatica
	

	((Gum problems
	((Pain while walking
	

	((Asthma
	((Bad posture
	

	((Frequent colds
	
	

	
	
	

	
	
	


PATIENT AND CLIENT RIGHTS

Your rights as a Patient

The practice of both licensed and their respective state regulatory boards regulate non-licensed persons in the health care fields.  

You are entitled to receive information about methods of care, techniques used, duration of care, if known, and fee structure.  You have the right to know the risks, as well as the benefits, of any therapy, procedure performed, medicinal agent, supplements/herbs, or any other recommendations made by a health care practitioner.  All invasive procedures require documented informed consent.  You are also to be informed of the health care provider’s degrees, credentials, and licenses.

You have the right to seek a second opinion from another health care provider or terminate care at any time.  Understand that by law, “no practitioner may guarantee the outcome or cure.”

You should know that in a professional relationship, sexual intimacy is never appropriate and should be reported to your state Medical Grievance Board.

Confidentiality

Matters regarding your care will be kept confidential except in the following circumstances: you sign a release of information giving permission to release information to a specific individual or agency; child abuse; patient is in imminent danger to self or others; subpoena of records.

Fees and Payments

Initial visit is $175.00.  Follow-up visits are $110.00.  Herbs are at an additional cost.  Payment is due at the time of service.

Cancellations

Since I have reserved our appointment time for you, it is my policy to charge for cancellations received with less than 24 hours notice, except in the case of an emergency.

Answering Service and Emergencies

Please leave a message on my voicemail at my office.  I will return your call promptly.

If you have any major emergency, please call 911.


Printed Name




Signature



Date

DISCLOSURE OF THE RISKS AND BENEFITS OF ACUPUNCTURE CARE

The risks of side effects could include some pain in the treatment area, minor bruising, moxa burn, fainting, infection, or broken needle.  Occasionally a treatment can produce a temporary flare up of symptoms, but these are almost always limited to no more than a few days.  Awareness of the patient’s condition can avert most potential harms from treatment.  Good technique and communication can avert the risk of moxa use with the patient.  Fainting can most easily be avoided if the patient takes care not to come for treatment when he or she is exhausted, tired, or hungry.  To avoid needle breakage, patients must limit their movement while on the table.  

The acupuncture practitioner must be advised if the patient has a pacemaker, bleeding disorder, pregnant, or has a contagious disease.  Patients who take blood thinners should advise the practitioner.  

Although there are a few possible risks associated with acupuncture and herbal supplements, it remains a relatively safe and effective form of treatment for various disorders.  The prognosis of acupuncture care depends on the skill, knowledge, and experience of the practitioner, the patient’s condition, the duration and frequency of treatment, and responsiveness of the patient to both treatment and treatment plan.  The practitioner will consider other alternatives and options with you as needed for your specific situation.  

CONSENT FOR ACUPUNCTURE TREATMENT

I, the undersigned, am aware of both the benefits and risks of acupuncture treatment and herbal supplements.  I fully understand that there is no implied or stated guarantee of success or effectiveness of a specific treatment or series of treatments.


Printed Name




Signature



Date
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