
PATIENT REGISTRATION FORM 

(Please complete and sign all forms before your appointment) 

patient name: __________________________________________________________________________ 
 first middle last 

address:  __________________________________________________________________________ 
 street city state zip 

home phone: _____________________________ age: _____ birth date: ____________ sex:  �m   �f 

work phone: _____________________________ marital status: �married �single �divorced �widowed 

mobile phone: _____________________________ social security no: _____________________________ 

employer: _____________________________ referred by: _________________________________ 

e-mail: _____________________________ emergency contact: _____________________________ 
 (for appointment notification) name and phone number 

 

billing information -  I plan to pay by: �cash/check/credit card �health insurance �other _______________  

primary insurance: _______________________________________________________________________ 
 plan name address insured’s ID no. group no. 

secondary insurance: ______________________________________________________________________ 
 plan name address insured’s ID no. group no. 

If my acupuncture benefits are not yet verified, I agree to one of the following:   

� Pay my charges in full at time of service until verification is confirmed. My account will be credited upon verification.  

� Place my credit card information on file, which will be charged for any outstanding portion of my balance. 

Credit card: � visa, � m/c     Name as it appears on card: ___________________________________________ 

Credit card number: ____________________________________________       exp date: ___________ 

 

 

Personal Medical History (check all that apply): 
�artificial joints �diabetes �liver disease �surgeries (list) �tuberculosis 

�addiction �digestive problems �menstrual problems ____________ �urinary problems  

�allergies �excessive thirst �pacemaker ____________ �ulcers 

�angina �fainting/dizziness �prostate problems ____________ �venereal disease 

�arthritis �fatigue �irregular heartbeat �thyroid disorder � other (specify) 

�asthma �headache �hepatitis �traumatic injury ____________ 

�anemia �high blood pressure �easy bleeding/bruise ____________ ____________ 

�cancer/tumors �heart disease �rapid wt gain/loss ____________ ____________ 

�convulsion/seizures �kidney disease �stroke ____________ ____________ 

medications w/dosages: ____________________________________________________________________________ 

______________________________________________________________________________________________ 

vitamins/supplements: _____________________________________________________________________________ 

 

I have read the above information and certify it to be true and correct to the best of my knowledge and belief and hereby authorize this office 

to do whatever is necessary, in accordance with state statutes, for the care and management of this complaint. 

date: ____________ patient’s (or guardian) signature: _____________________________________ 



Patient Information Acknowledgement Form 

I have read and fully understand Uchida Acupuncture’s PATIENT INFORMATION ACKNOWLEDGEMENT 
FORM. I understand that Uchida Acupuncture may use or disclose my personal health information for the 
purposes of carrying out treatment, obtaining payment, evaluating the quality of services provided and any 
administrative operations related to treatment and payment. I understand that I have the right to restrict how my 
personal health information is used and disclosed for treatment, payment and administrative operations if I 
notify the practice. I also understand that Uchida Acupuncture will consider requests for restrictions on a case-
by-case basis, but does not have to agree to requests for restrictions. 

I hereby consent to the use and disclosure of my personal health information for the purposes noted in Uchida 
Acupuncture’s PATIENT INFORMATION ACKNOWLEDGEMENT FORM. I understand that I retain the 
right to revoke this consent by notifying the practice in writing at any time. 

_____________________________________ 
     patient name 

_____________________________________ ___________________________ 
     signature      date 
 
 

 

 

Patient Care Financial Agreement 

1) I agree that payment of all charges for treatment, including deductibles, co-pays and co-insurances, are due at 
time of service. 

2) I agree that payment for herbal formulas, supplements and other therapeutic items that are generally not 
covered by insurance are due at time of service. 

3) Until verification of insurance benefits is confirmed, I agree to pay all charges in full at time of service or 
else place my credit card information on file with Uchida Acupuncture. My credit card will only be accessed 
in the event of default on payments. Once my benefits are confirmed, and Uchida Acupuncture has received 
reimbursement from my insurance company, any balance remaining on my account will be credited toward 
future appointments, or a refund check will be disbursed to me, whichever is my preference. 

4) In the event that my insurance does not have acupuncture benefits, I will be responsible for the timely 
payment of all outstanding charges, which I agree to pay within 30 days of notice. 

5) I agree to notify Uchida Acupuncture of a cancellation at least 24 hours before my appointment. I understand 
that failure to do so may result in a $25 cancellation fee. 

I have read and understand the above Patient Care Financial Agreement, and agree to abide by the stipulations 
herein. 

_____________________________________ ___________________________ 
     signature      date 

 





Name: _______________________________________________ Date: __________________

Symptom Checklist (please check all that apply):

General Symptoms: Gastro-intestinal:

� exhaustion at end of day � heat in the palms or soles � nausea or vomiting � frequent indigestion

� exhaustion upon waking � heat in the face � acid reflux, heartburn � frequent diarrhea

� general fatigue and weakness � cold intolerance � ulcers � chronic constipation

� difficulty falling asleep � cold hands and feet � belching, gas � loose stools

� restless sleep (tossing & turning) � swelling, edema � sleepy after eating � hemorrhoids, anal prolapse

� easily perspires � palpitations, pounding heart � abdominal bloating � bad breath

� night sweating � dizziness, imbalance Ears, Eyes, Nose & Throat:

� generally feeling hot � limb or head heaviness � sinus problems � ear ringing

Emotional/Mental: � hypersensitivity to smell � ear pain or pressure

� nervous or anxious � feeling very stressed � anosmia � difficulty hearing

� depression � memory lapses � nose bleeding � hypersensitivity to sound

� mood swings � difficulty concentrating � eye dryness, itchiness � mouth/throat dryness

� obsessive/racing thoughts � decreased libido � eye redness, burning � chronic sore/scratchy throat

Respiratory: � blurry vision, floaters � constant phlegm or mucus

� chest tightness/congestion � frequent sighing � poor night vision � difficulty swallowing

� irritable feeling in chest � difficulty breathing, asthma � photosensitivty � constant bitter taste

� angina/cardiac pain � frequent coughing Neuro-musculoskeletal:

� frequent yawning � coughing blood � morning stiffness � neck pain, stiffness

Urogenital: � sensitivity to weather changes � shoulder/scapular pain

� frequent urination during day � genital pain or itching � generalized muscle achiness � rib-side pain

� frequent urination at night � difficulty maintaining erection � joint pain � low back pain or weakness

� dribbling or incontinence � hernia pain � chronic headaches � knee pain or weakness

� urinary pain or difficulty � prostate problems � jaw pain, teeth clenching � numbness and tingling

Skin, Hair, Nails Gynecological:

� bruises easily � dry, thin hair � recurrent UTI, yeast infection � irregular periods

� slow wound healing � premature graying � vaginal discharge/itchiness � no periods (pre-menopausal)

� skin rashes � brittle nails � breast pain/lumps � painful periods

� dry skin, eczema � chronic/recurrent cold sores � prolapsed uterus � premenstrual symptoms

Immune System: � fibroids, cysts, endometriosis � menopausal symptoms

� recurrent/prolonged colds � food or airborne allergies � any unusual bleeding: 

� swollen/painful lymph nodes � chemical sensitivities


