
CONFIDENTIAL NEW PATIENT INFORMATION
FEES
Initial treatment is $70.00 subsequent  acupuncture visits are $60.00.  Many extended health plans have
an allowance for acupuncture treatment; the amount varies depending on your plan.  It is also
possible to obtain coverage through WCB, ICBC, DND and DVA.

CANCELLATION POLICY
We require a minimum of 24 hours notice if you must cancel your appointment.  If you miss an
appointment, or fail to notify us in advance, a $35.00 missed appointment fee will apply.

PERSONAL INFORMATION

Last Name                                                                                 First Name                                                      
Do you prefer:  ❒ First Name  ❒ Mr.  ❒ Mrs.  ❒ Miss  ❒ Dr.   ❒ Other                                                 

Date of Birth                                                            Care Card #                                                              Extended health care plan? Yes/No
Address                                                                                                                                                                                    Postal Code                                             

Home Phone                                             Work/Cell Phone                                                        Email Address                                                                          

Is this an ICBC/WCB claim? If yes, ICBC/WCB claim#                                    Adjudicator                                             End date                

Who referred you to this clinic? Yellow Pages/Doctor/Friend                                                                                                                                    

What occupies your spare time?                                                                                                                                                                                                      

HEALTH INFORMATION
Family Doctor                                                                                                                      Have you had previous acupuncture treatments? Yes/No
When?                                                                           Why?                                                                                                                                                                     

Have you had acupuncture treatments in our office or anywhere else since Jan. 1st of this year? Yes/No  How many           

Have you ever had x-rays? Yes/No   For what reason                                                                                                                                                   

What is your major complaint?                                                                                                                                                                                                        

How long have you had this condition                                                                                                     Have you had it before? Yes/No

What aggravates your condition                                                     Is it getting ❒ Better ❒ Worse ❒ Constant ❒ Comes and goes

Is this condition interfering with your ❒ Work ❒ Sleep ❒ Daily Routine ❒ Other                                                       
How long has it been since you really felt good?                                                                                                                                                                   

Others who have treated this condition                                                                                                                                                                                    

List surgical conditions and years                                                                                                                                                                                                   

Drugs you are now taking ❒ Pain killers ❒ Muscle relaxants ❒ Birth control ❒ Vitamins ❒ Other                               

Are you wearing   ❒ Heel Lifts   ❒ Orthotics   ❒ Special support braces

Have you ever been in an automobile accident? Yes/No  If yes, when?                                                                         
Describe                                                                                                                                                                                                                                                           

Have you ever had any other personal injury or accident? Yes/No  Describe                                                                                                 



HEALTH HISTORY
To provide us with a more complete clinical picture, please answer the following questions, even if you do not think
they are related to your health problem.  Pain is often referred from other areas or it may be related to a more serious
underlying pathology.

Please mark the areas of pain on the figures below
Have you suffered from:
Dizziness Yes/No
Heart/Blood pressure trouble Yes/No
Diabetes Yes/No
Arthritis Yes/No
Asthma Yes/No
Cancer Yes/No
Digestive problems Yes/No
Numbness Yes/No
Tingling Yes/No
Bladder trouble Yes/No
Kidney trouble Yes/No
Backaches Yes/No
Neck pain Yes/No
Headaches Yes/No
Sudden weight loss Yes/No
Other medical conditions Yes/No
                                                                                                                                       
Do you have/are you any of the following:
Pace maker Yes/No
Metal implants Yes/No
Pregnant or suspect you may be pregnant Yes/No
Received radio/chemotherapy in the last 6 months Yes/No
Taking steroids Yes/No
Taking anticoagulants Yes/No

FAMILY HEALTH INFORMATION (past or present health problems)
Mother                                                                                                                                                                                                                                                             

Father                                                                                                                                                                                                                                                              

Siblings                                                                                                                                                                                                                                                            

CONSENT FOR TREATMENT

I,                                                                                                          HEREBY CONSENT to treatment, namely acupuncture and/or Chinese
Physical Therapy, to be performed by Melissa Heinl, DTCM, R.Ac.

I understand that:
one time disposable needles are used in all treatments

there may be a change or bruising or slight soreness at some acupoints following treatment

I will be consulted prior to the use of any acupoints that may be potentially dangerous or any treatment
protocols that may cause any ill effects.

I have read and understood the above consent for treatment

Signature                                                                                                                                                                                 Date                                                            

Witnessed                                                                                                                                                                              


