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T EARTH MOON ACUPUNCTURE
\ HEALING FROM THE GROUND UP

GENERAL PATIENT INFORMATION

Name:

Address:

City: State: Zip:

Email:

Home Phone: Work Phone: Cell Phone:

Preferred Contact Method (check two): [J Home [ cell [ Text [0 Email

Marital Status : Single Married _ Other
Age: Date of Births Pladéé& of Bikth:
Occupation: Employer:

Guardian & Phone (if under 18):

Emergency Contact: Relationship: Phone:
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Insurance Name & ID:

General Physician & Phone Number:

Reason & Date of Last Dr. Appointment:

Permission to Contact PCP (Signature):

How did you hear about us?

Wendy Childs, L.Ac. ¢ Michelle Denker, L.Ac. ¢ Margaret Campbell, L.Ac. ¢ Katharine Stewart L.Ac. ¢ Bryon Leverman, L.Ac.
Pafoua Yang, LMT #24029 e Kylee Veerkamp, LMT #24712
FEarth-Moon Acupuncture e« 2365 Grear Street NE Salem, OR 97301-3510
Phone 971-273-7177  Fax 971-273-6658
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Patient Name:

e DOB:
i EARTH MOON ACUPUNCTURE
\ HEALING FROM THE GRCQ NI UP

Massage History / Treatment Information

Have you ever received a professional massage? Yes| No If vyes, how often?

Date of last massage

What results do you want from your massage session(s)?

Prioritize the area of your body that you would prefer to be massaged:

Please check the areas of your body that you give permission to receive massage

Back] Legs Buttocks Feet Arms Abdomen Chest Neck Head

Face Other:

List stress reduction and exercise activities and frequency:

Are you currently seeing a psychotherapist or attending a regular support group?
[:f] Yes No

If yes, please explain.

Current medications, including aspirin, ibuprofen, etc:

Previous History - Please include year and treatment received

Surgeries:

Previous History - Please include year and treatment received

Accidents:

Wendy Childs, L.Ac. ¢ Michelle Denker, L.Ac. e Margaret Campbell, L.Ac. ¢ Katharine Stewart L.Ac. ¢ Bryon Leverman, L.Ac.
Pafoua Yang, LMT #24029 e Kylee Veerkamp, LMT #24712
Earth-Moon Acupuncture ¢ 2365 Grear Street NE Salem, OR 97301-3510
Phone 971-273-7177 * Fax 971-273-6658
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/ DOB:
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Please check all that apply

Musculo-Skeletal

Skin
[:]Arthritis [jLow back, hip, leg pain []Allergies [:]Rashes
[:]Bone or joint disease []Lupus []Athletes foot Owarts
[:]Broken/fractured bones []Neck, shoulder, arm pain Other:
[:]Bursitis [:]Spasms/cramps Nervous System
[:]Headaches/head injuries[:]aprain/strain [:khronic pain [CJ¥umbness/Tingling
[:]Jaw pain/TMJ [:hendonitis []Fatigue E]Sleep disorders
Other: []Merpes/shingles
Circulatory Others
E]HEart condition E]High blood pressure Digestive
[]Véricose veins []Low blood pressure []Constipation E]Irritable bowel syndrome
[]Blood clots []Lymphedema [:biverticulitis E]Gas/bloating
G = Otheys
Respiratory Reproductive
[:]Breathing difficulty Pregnant? [:] Yes [:]NO Stage
l:l Sinus problems EIPMS
[]Allergies Other:
Othes: Other
Infectious Disease []Cancer/tumors E]Eating disorders
Disease name(s): []Diabetes [:]Depression
[:brug/alcohol addiction E]Nicotine/caffeine
addiction
Others:

Wendy Childs, L.Ac. ¢ Michelle Denker, L.Ac. ¢ Margaret Campbell, L.Ac. ¢ Katharine Stewart, L.Ac.
Pafoua Yang, LMT #24029 e Kylee Veerkamp, LMT #24712
Earth-Moon Acupuncture ¢ 2365 Grear Street NE Salem, OR 97301-3510
Phione= 971727 3=7470 @ Eax 97 1l=273=6658

¢ Bryon Leverman, L.Ac.

o NEILDENTI AL®

LD

Updated 6/13/2020



2365 Grear St NE Salem, OR 97301
Phone: 971-273-7177 Fax: 971-273-6658

Financial Policy

Our goal is to provide quality individualized care in a timely manner. We would like to inform you of our financial policy regarding your
care here at Earth Moon Acupuncture. Thank you for choosing Earth Moon Acupuncture for your health needs.

Missed Appointments/No Show/Cancellations without 24-hour prior notification: No-shows, late arrivals and cancellations without
24 hour prior notification prevents us from providing care to those who need access to acupuncture and massage. In order to be
respectful of the needs of other patients, please be courteous and call or email the office if you are unable to show up for an
appointment. This time will be reallocated to someone who is in need of treatment. We require that you contact our office 24 hours in
advance by phone, or via email, info.earthmoon@gmail.com. Failure to comply will result in a $25 charge, calling in for day-of
appointment availability or dismissal. This charge is not covered by your insurance company.

Late Arrivals: Arriving more than 10 minutes late will result with the need to reschedule your appointment or a reduction of the allotted
time for your services.

Copayments and Coinsurance: Copayments are a fixed amount for a covered service paid by the patient each time a medical service
is accessed and due at the time of service. Coinsurance is a percentage that is your patient portion and will be billed to you.

Medicare MGD Patients: If the patient has a Medicare Advantage plan, we will check their plan benefits to verify whether or not the
plan will pay for Acupuncture or Massage Therapy. If the plan benefit coverage includes these services we will bill the insurance
company accordingly. If the plan benefit coverage does not include these services, we do offer our services at a time of service
discounted rate for all Self-pay patients.

Payment Plan: Payment plans are arranged based on proof of financial hardship and the patient’s financial history with Earth Moon
Acupuncture with approval from management staff.

Acupuncture Self-Pay Package Information: The following packages for treatment are as follows for those without Acupuncture
Benefits or Self-pay who pay at time of service (These prices and package prices are subject to change without notice):

Initial consultation with treatment - $195.75 6 treatment visits* - $525.00
Reassessment visit with treatment - $151.50 12 treatment visits* (Includes 2 free visits) - $875.00
Follow up visit with treatment - $93.75 *2 visits will be used upon initial consultation or reassessment visit

Bemer Mat Therapy: $25 per treatment or $200 for a package of 10 treatments

Massage Self-Pay Package Information: The following packages for treatment are as follows for those without massage benefits or
Self-pay who pay at time of service (These prices and package prices are subject to change without notice):

Massage 15 mins Chair Massage - $22.40 Massage 3 treatment package - 60 mins - $ 214.50

Massage 30 mins Swedish/Reflexology/Chair Massage - $44.00 Massage 3 treatment package - 90 mins - $ 321.75

Massage 60 mins Swedish/Lomi Lomi/Cupping - $77.00 Massage 3 treatment package - 90-105 mins Hot Stone - $376.35

Massage 90 mins Swedish/Lomi Lomi/Cupping - $115.50 Massage 3 treatment package - 75 mins Shiatsu - $269.10

Massage 90-105 mins Hot Stone - $135.10

Massage 75 mins Shiatsu - $96.60

Please sign below signifying that you have read, understand and agree to this financial policy:

Print Name: Date:

Signature:
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2365 Grear St NE Salem, OR 97301
Phone: 971-273-7177 Fax: 971-273-6658

Patient Name: DOB: Date:

HIPAA Patient Consent

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment, and health care operations. You have the
right to revoke this Consent, in writing, signed by you. However, such a revocation shall not affect any disclosures we have already made in reliance on your prior

Consent. The Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

The patient understands that: Protected health information may be disclosed or used for treatment, payment, or health care operations. The Practice has a Notice of
Privacy Practices and that the patient has the opportunity to review this Notice. The Practice reserves the right to change the Notice of Privacy Practices. The patient has
the right to restrict the uses of their information but the Practice does not have to agree to the restrictions. The patient may revoke this Consent in writing at any time
and all future disclosures will then cease. The Practice may condition receipt of treatment upon the execution of this Consent. The patient acknowledges that he/she
has received a copy of our HIPAA practices brochure.

Print Patient/Representative Name:

Patient/Representative Signature: Date:

Right of Access to Medical Information

I direct my healthcare and medical services provider to disclose and release my protected health information
described below via verbal, electronic or hard copy to the following person(s):

D No one

Name: Relationship:

Phone: Email:

This authorization shall be effective until (Check one):

0 All past, present, and future periods, OR

0 Date or event: unless I revoke it. (You may at anytime.)
Name: Relationship:
Phone: Email:

This authorization shall be effective until (Check one):

0 All past, present, and future periods, OR

0 Date or event: unless [ revoke it. (You may at anytime.)

Patient/Representative Name:

Patient/Representative Signature: Date:

Updated 12/3/18



EARTH-MOON ACUPUNCTURE & WELLNESS
ACUPUNCTURE/MASSAGE INFORMED CONSENT TO TREAT

Wendy Childs, L.Ac. Michelle Denker, L.Ac. Margaret Campbell, L.Ac. Katharine Stewart, L.Ac., Bryon Leverman, L.Ac.
Pafoua Yang LMT #24029 Kylee Veerkamp, LMT #24712
2365 Grear St NE Salem, OR 97301 Phone: 971-273-7177 Fax: 971-273-6658

Acupuncture

| hereby request and consent to the performance treatments and other procedures within the scope of the practice of acupuncture
on me (or on the patient named below, for whom | am legally responsible) by the licensed acupuncturists who now or in the future
treat me while employed by, working or associated with or serving as back-up for the acupuncturist, including all those working at
the clinic, whether signatories to this form or not.

lunderstand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical
stimulation, Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling. | understand that the herbs may need
to be prepared and the teas consumed according to the instructions provided orally and in writing. The herbs may have an
unpleasant smell or taste. | willimmediately notify a member of the clinical staff of any unanticipated effects associated with the
consumption of the herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including
bruising, numbness or tingling near the needling site that may last a few days, and dizziness or fainting. Burns and/or scarring are a
potential risk of moxibustion and cupping, or when treatment involves the use of heat lamps. Bruising is a common side effect of
cupping. Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture
(pneumothorax). Infection is another possible risk, although the clinic uses disposable needles and maintains a clean and safe
environment.

I understand that while this document describes the major risks of treatment, other side effects and risks may occur. The herbs and
nutritional supplements (which are from plant, animal and mineral sources) that have been recommended are traditionally
considered safe in the practice of Chinese medicine, although some may be toxic in large doses. | understand that some herbs may
be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache,
diarrhea, rashes, hives, and tingling of the tongue. | will notify a clinical staff member who is caring for me if | am or become
pregnant.

While | do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, | wish to
rely on the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon
the facts then known, is in my best interest. | understand that results are not guaranteed.

I understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept
confidential and will not be released without my consent.

By voluntarily signing below, | show that | have read, or have had read to me, the above consent to treatment, have been told about
the risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. | intend this consent
form to cover the entire course of treatment for my present condition and for any future condition(s) for which | seek treatment.

Patient Name -

Patient Signature - Date -

Massage

It is my choice to receive massage therapy which may include the use of hot stones and or cupping and | realize that the treatment
is being given for the well-being of my body and mind. This includes stress reduction, relief from muscular tension, spasm or pain, or
for increasing circulation or energyflow. | agree to communicate with my practitioner any time | feel like my well-being is being
compromised. | understand that massage practitioners do not diagnose iliness, disease, or any physical or mental disorder; nor do
they prescribe medical treatment, pharmaceuticals, or perform spinal thrust manipulations. | acknowledge that massage is not a
substitute for medical examination or diagnosis, and that it is recommended that | see a primary health care provider for that
service. | have stated all medical conditions that | am aware of and will update the massage practitioner of any changes in my health
status.

Patient Name -

Patient Signature - Date -
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