
PATIENT INFORMATION 

Patient Information  Accident Information 
Date  _______________  Is condition due to an accident?   ⃝Yes   ⃝No       

Name____________________________________  Date_______________ 

Address__________________________________  Type of accident  ⃝Auto ⃝Work ⃝Home ⃝Other 

_________________________________________ 
(City)                                    (State)               (Zip) 

 To whom have you made a report of your accident? 
⃝Auto Ins  ⃝Employer  ⃝Worker Comp  ⃝Other 

Gender: ________ Age____ Birthdate__________  Attorney Name (if applicable)__________________ 

⃝Single            ⃝Married        ⃝Significant Other   
⃝Widowed     ⃝Separated     ⃝Divorced  General Information 
Occupation_______________________________  Have you had Acupuncture before?    ⃝Yes ⃝No       

Employer_________________________________  Have you had Reiki before?    ⃝Yes ⃝No       

Employer Address__________________________  Are you prone to:  

Employer Phone___________________________  ⃝fainting   ⃝seizures   ⃝easy bruising/bleeding 

Spouse/Partner’s Name_____________________  ⃝impaired immune system   ⃝skin sensitivity 

Birthdate____________  Are you currently under the care of a physician?   

Occupation_______________________________  ⃝Yes ⃝No    If Yes, for what?_________________ 

Spouse/Partner Employer___________________  Physician’s name:__________________________              

Whom may we thank for referring you?  Physician’s phone:__________________________ 

________________________________________   

Contact Information  Payment & Policies 
Phone Number  Payment is due at the time service is rendered. 

H__________ W___________ Cell____________  Payment options include: Cash, Check & Credit 

Best time & place to reach you ____________  … 

Email_________________________________  While we do not deal with insurance directly, 

May we contact you via email with follow-ups,   if you are seeking insurance reimbursement  

appointment reminders & practice news?  we can provide a superbill receipt for submission. 

⃝Yes              ⃝No  … 

IN CASE OF EMERGENCY, CONTACT  If you are unable to keep an appointment, 

Name_____________ Relationship____________  kindly notify us 24 hours in advance. 

Phone Number 
H__________ W___________ Cell____________ 

 Failure to do so will incur a $25 cancellation fee. 

 



 



 



 



 


