MissiON COMMUNITY ACUPUNCTURE

PATIENT INFORMATION

NAME DATE

ADDRESS

CITY ZIP

EMAIL

CIRCLE PREFERRED PHONE HOME PHONE

CELL PHONE WORKPHONE

DATE OF BIRTH OCCUPATION

PLACE OF BIRTH

STATUS () SINGLE () MARRIED () PARTNERED () OTHER

EMERGENCY NAME & PHONE

RELATIONSHIP TO YOU

PHYSICIAN'S NAME & PHONE

CHIEF COMPLAINT

OTHER PROBLEMS YOU'D LIKE TO WORK ON

How DID YOU HEAR ABOUT THIS OFFICE?

FEES ARE DUE AT THE TIME OF TREATMENT.
2> PLEASE GIVE 24 HOURS NOTICE IN ADVANCE OF A CHANGE OR CANCELLATION OF
APPOINTMENT OR YOU WILL BE CHARGED IN FULL

INITIAL HERE,



NOTICE OF PRIVACY PRACTICES-~
ACKNOWLEDGEMENT

WE KEEP A RECORD OF THE HEALTH CARE SERVICES THAT WE PROVIDE FOR YOU.
WE WILL NOT DISCLOSE YOUR RECORD TO OTHERS UNLESS YOU DIRECT US TO
DO SO OR UNLESS THE LAW AUTHORIZES OR COMPELS US TO DO SO. YOU MAY
SEE YOUR RECORD OR GET MORE INFORMATION ABOUT IT BY CONTACTING THE
OFFICE OF MISSION COMMUNITY ACUPUNCTURE.

OUR NOTICE OF PRIVACY PRACTICES DESCRIBES IN MORE DETAIL HOW
YOUR HEALTH INFORMATION MAY BE USED AND DISCLOSED, AND HOW YOU CAN
ACCESS YOUR INFORMATION. PLEASE ASK IF YOU WOULD LIKE TO REVIEW IT OR
TAKE HOME A COPY.

BY MY SIGNATURE BELOW | ACKNOWLEDGE RECEIPT OF THE NOTICE
OF PRIVACY PRACTICES.

PATIENT OR LEGALLY AUTHORIZED INDIVIDUAL SIGNATURE DATE

PRINTED NAME IF SIGNED ON BEHALF OF THE PATIENT RELATIONSHIP
(PARENT, LEGAL GUARDIAN,
PERSONAL REPRESENTATIVE)

(NOTATION, IF ANY, BY STAFF)

THIS FORM WILL BE RETAINED IN YOUR MEDICAL RECORD.

HIPAA PRIVACY 3.29



