
Harmony & Health
Jagiit Khalsa,
Patient Intake

lAc, LMT

Form

Acupuncture OM
{512)s21.98ee
HarmonyAndHealth.com

Sex uF trM Date

Age occupation

Other phone #

Allow e-mail contaot by H&H n yes n No
Emergenoy oontaot name & phone Marital status # of ohildren

City State Zip

Do you have health insuranoe? tr yes n No lf yes, name of insurance oompany

Does your insurance cover acupunclure? tr yes tr No

How did you find out about our clinic?

Main problem{s):

To what extent does the problem interfere wlth your daily activity (work, exercise, sleep, sex, etc.)?

When did the problem begin!

Wttat diagnosis, if any, have you received forthis probiern?

WhEt kind of treatfnehts have you ffied?

Medicai Historv

Diagnosis Self Family Diagnosis Self Family Diagnosis Self Family
Canoer Breathing problems Tuberculosis
Diabetes Heart disease High chslesterol
Hepatitis Digestive disorders High blood pressure
Thyroid disease STD Ernotional disorders
Seizures Alcoholism Anemia
Arthritis Depression or anxiety Other

Surgeries (types & dates):

Significant trauma (auto accldents, sport injuries, eto):

Hospitalization (reason & dates):_

Signilicant dental work:

Allergies (drugs, chemicals, foods, environmental):

Stress (occupational, chemical, physical, psychological):

Blrth History (prolonged labor, forceps, premature, etc,)

Family physician Chiropractor
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Harmony & Health
Jagiit Khalsa, Ulc, LMT

Patient lntake Form

Acupuncture OM
(512)s21-e8ee
H armonyA n d tlealth. com

Medicines taken within thr st two months (including vitamins, orc u, *gs, herbs, etc., and their dosages):

Habits Do you smoke? u yes tr No \Mat?_How many per day? ___l
Please describe any use of drugs for non-medical purposes:

Do you exerclse regularly? tr yes tr No please describe your exercise program:,

Are you or have you been on a restricted diet? what kind and why?

Please describe your average daily diet including beverages (please be as specific as possible):
Morning

Aflernoon

Evening

Snacks

lndicate painful or distressed areas.

Sharp/ Stabblng = XXXX
Shooting = <<<<<

Numbness = NNNNN
Dull/Aching = DDDDD

Buming = BBBBB
Cramps = CCGCC

Iy
Paln severity scale.
Please place a mark on the line that corresponds to your current pain
NOPATN 0 I 2 3 4 5 6 7 I 10 WORST PAIN EVER

Please place a mark on the line that corresponds to your average pain
NOPAIN O i 2 3 4 5 6 7 . B - 9 TO WORSTPAINEVER

What brought the pain on?
V\Irat makes the pain bettef. Wrat makes it worse?
How often does the pain exist?_
Any prior injuries to the area of pain?

And for how long?.



Harmony & Health
Jagiit Khalsa, lAc, LMT

Patient lntake Form

SLEEP
Past Curr:ent Cpnditiojr

SKIN & HAIR
Past Cunent Condiiion

tr tr Rashes

Have you seen another healthcare practitioner for the pain/oondition?tr yes tr No lf yes, who?.
Check all that apply
Past; in the past 3 months
Current: Now and a week ago

ENERGYAND IMMUNITY
Past Cunent Condiiion
tr tr Fatigue

tr
tr
u
tr

tr
tr
tr
tr
tr
tr

n
tr
tr

tr
tr
tr
tr
D

tr
tr
tr
tr
D

tr
tr
tr

Catch cold easily

Fevers

Chills

Sweat easily

Night sweats

General weakness

Cravings

Poor balance

Slow wound healing

Chronic lnfection

Cold hands/feet

Peculiar tastes

Strong thirst
[Cold or Hot drinks]
Sudden energy drop

Past Cunent Condition

tr
tr
tr
rl
tr

AcupunctaEr; Cl:
(512)921.9899
tl arm onyAnd H ealth. co m

HEAD & NEEK
Past Current Conditlon

EYES
Past Cunent Condition
tr tr Blurred vlslon
u n Vision changes

tr tr Poor night vision
il tr Spots

tr U Gataracts

Eye strain

Eye pain

tr tr AsthmaMtreezing

u u Allergies

tr tr cough

High cholesteroi

Palpitations

Chest pain

lrregular heart beat

Rapid heart beat

Falnting

Dlfficulty breathing

Varicose veins

Olher:

Short of breath

Bronchitis

Pneumonia

Other:

Poor appetite

Excessive appetite

ntr
trtr
ilD
trD
Dtr
trtr

EARS

trtr
trtr
trtr

trtr
trtr
tru

DizzinessA/ertigo

Headaohe/Migraine

Paintlng

Facialpain

Swollen gland

Other:

lnfeclions

Earaches

Ringing

LARDIOVASGULAR
Past Qunent Condition

tr D Hlgh blood pressure

D tr Low blood pressuro

trtr
trtr
trtr
trtr

trtr
Dtr
trtr
trtr

u
tr

tr
tr
tr

tr tr Decreased hearing RESp;RATORyD tr Other:_ past Current Condiilon

tr tr Troubte falling asleep E Etr tr Trouble staying tr tr
asleep

trtrNightmarestrtr
tr tr Tired upon waking tr tr

tr tr Excessive ore"mlng tr tr

GASTRO.INTE$TINAL
Past Cunent Condition

ffi:l l:il !: y:x fl,?[iff,'- Iff*,#ffiffi

Glasses/contaots tr tr
Eye inflammation D D

Nose bleeds

Sinus problems

Sore throat

other:_ tr tr Nausea/vomiting

tr n constipation

tr tr Dlarrl'rea

tr tr Abdorninel
pain/cramps

tr tr Belching

DtrAcneEttr
trtrUlceratlonstrtr
trtrDandrufftrtr
tr tr Dry skin/scalp tr tr
tr tr Bleed or bruise easily tr tr
UtrltchingtrD
tr tr Reoent moles

[ [ Loss of hair

tr tr Other:_

Grinding teeih tr tr Bad breath

Difficuttyswailowing tr tr Bloating

sores on tips/tongue ! : 3ut ..

Teeth problems t-l u HeanDurn.

Jaw clicks/TMJ
tr tr Hemorrtroids

tr tr Gailbladder problems
Other: tr tr Ghronio laxative usa

Bowelmovements:
Frequency
Color-_
Odor

tr



Harmony & HeaEth
Jagiit Khalsa, l-Ac, LMT
Patient lntake Fannr

Texture/Form: n Well-formed

r Hard

tr Loosg

tr Watery

Feels completet tr Yes n No
GENITO"URINARY
Past Cunent Condition

tr tr Kidney stones

tr tr Painful/ Burning
urination

tr
u
tl
tr
tr
tr
E]

tr
tr
u
tr
tr

Frequent urination

Urgency to urinate

Unable to hold urine

Retention of urine'

Dribbling

Profuse urinatiori

Blood in urine

Urinary traot infeotion

Genltalpain

Genltalitchlng

Genltal rashes

Other:

tr
tr
u
tr
tr
u
tr
tr
tr
tr
tr
tr

-{\

u tr Mood swings

tr tr Mania

tr tr Depression
MUSCULOSKELETAL
Past Cunent Condition

tr tr Joint disorders

tr tr Paralysis

tr tr Muscle weakness

tr tr Muscle spasm/
twitching/ cramps

tr tr Muscle soreness/
pain

D tr Swelling of
hands/feet

D tr Splnal curvature

n D Hernia

tr U Other:

FOR MEN ONLY
PaS a{Ls$ &rdi-tion
tr tr Prostatltis

trtr

tr
tr

tr
tr
tr
tr
tr

NEUROLOGICAL
Past Cuned &&Xten
tr tr Seizures

trtr
trtr

Tremors

Numbness / tingling
of the limbs

Concussiorrs

Loss of balance

Poor nrerrrory

Poor concentration

Paralysis

Lack of co6rdir-retie rr

Other:

tr
tr
tr
tr
tr
tr
tr

PSYG[!OLCIL+ICAL
Past Cutit,iii Ct,tiililit,;.r

tr tr Sadness

tr tr Nervottsi'tess

D tr F6AT

tr tr Anxiety/Panic attacks

fl tr Frequent t.tc,v,ylr:S

tr tr lnitabiliiy

tr tr Bad temper

tr
tr

E

tr
tr

tr

n

tr
tr
tr

if
l
l
l
tr

tr
tr

tr
tr
tr

FORWCTi.jEN CIfl!LY
ls yo',!f lll('?,-i'',r i:ii! (:].','li: {i E:il:rii':}

trYEStrNO
Date of last period:

Length c,f cyc!e1_ _

Agli r,f {i,,.1 I,'-'ri': .:: _
Do you pr.rclicc hit'lh c,ontrol?

Benign prosta.tic

hyperplasia

Erectile dysfunction

Testicular pain

Frequeirt s*rniiral
enrisslon

Nocturnal enrissions

Pairlfirl / si^.,r.rl! *n
testicies

Low sex drive

Low sptlrrn ccrurrt

Poor spcirir rncillii;'
Fertility prohlems

Other:

AcuprsEECEEEtre &ffi
(512)921.989e
Hermee4Grt#Et*alth. eeltl

uYesuNo
If Yes, what type and for how long?

Are you prcgnant now? nYes nNo

Do you have the following menstrual

related signs and symptoms?

E: Abdomlnal oramps

t] Lower back pain

Ll ACne

E Breast disterrsiorr

u Nausea

u water retention

tr Mood swirtgs

tr lrritability

El Food cravings

n Migraines

El Changes in bowel movement

ClClots

rl Spotting betweerr perlods

tr Otheri

Check all tiiat appiY:

n Vaginalitching

n Vagli'iai dryness

n Pain during intercourse

tr Abnorrnal vaginal discharge

tr Fibroids

E Ovarian cysts

tr Breasl luri-rps

E Feriilit5, pr.]blcffi ir

r] Hotflashes
El Low sex tli';e
E Al:rier-ricl iaa.it s'tii:;.ii

r Other:

l f i,.! : ::.:: l.r i r ri i i: l_r i.:, C_ i i) i:l:ii i !. a ii i:{ -r :

Prcgtis;rcius; 

-
Live Blrths:_
Miscarr'iage:s: -'-
ALrliiiiCri:S,:

---' L.-" ^Htelilarute u|l1Ils:
C-section:
Ftifiir,r rlf rlr.!iir:tt'

!'!1,\ !., r 
{

Ferimenopauso olncE
Mcnsp'iriu s ei : since r+hc n?.

Sigrratult:: Datc:



HARMONY AND HEALTH ACUPUNCTURE & BODYWORK

HIPAA Acknowledgement and Appointments Reminders Form

I acknowledge that I have been provided access to the Harmony and Health Acupuncture &
Bodywork "Notice of Privacy Practices". I understand that I have the right to review Harmony
and Health Acupuncture & Bodywork's "Notice of Privacy Practices" prior to signing this
document.

I understand that Harmony and Health Acupuncture & Bodywork staff members may need to
contact me with appointment reminders or information related to my treatments. lf this
contact is to be made by phone, and I am not at home, a message will be left on my answering
machine or with anyone who answers the phone.

lnformation stripped of any personal identifiers may also be used for research and educational
purposes by individual practitioners or Harmony and Health Acupuncture & Bodywork. By
signing this form, I am giving Harmony and Health Acupuncture & Bodywork authorization to
contact me with these reminders and to utilize my information for research and education
pu rposes.

Patient's Name (print) Date

Patient Signature

Authorization for Release of Health lnformation (Optional)

t, , hereby authorize Harmony and Health Acupuncture & Bodywork
the use or disclose of my individually identifiable health informatlon to the party(s) described
below. I understand this authorization is voluntary. I understand if the party(s) authorized to
receive my information is/are not a health plan or health care provider, the released
information may no longer be protected by federal privacy regulations.

Persons/Orgonizotions outhorized to receive information :(please print)

Patient's Signature Date



© Allied Professionals’ Insurance Services  All Rights Reserved, Rev. 4/25/18   A2015 

ACUPUNCTURE INFORMED CONSENT TO TREAT

I understand that I am the decision maker for my health care.  Part of this office’s role is to provide me with information to assist me in making 
informed choices.  This process is often referred to as “informed consent” and involves my understanding and agreement regarding the care 
recommended, the benefits and risks associated with the care, alternatives, and the potential effect on my health if I choose not to receive 
the care.  Acupuncture is not intended to substitute for diagnosis or treatment by medical doctors or to be used as an alternative to 
necessary medical care.  It is expected that you are under the care of a primary care physician or medical specialist, that pregnant patients 
are being managed by an appropriate healthcare professional, and that patients seeking adjunctive cancer support are under the care of an 
oncologist.   

I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of 
acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist indicated below and/or other 
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 named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this 
form or not. 

I understand 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.  I 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.  I will immediately 
notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.  

I appreciate that it is not possible to consider every possible complication to care.  I have been informed that acupuncture is a generally safe 
method of treatment, but, as with all types of healthcare interventions, there are some risks to care, including, but not limited to:  bruising; 
numbness or tingling near the needling sites 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 nerve damage and organ puncture, including lung puncture (pneumothorax).  Infection is another possible risk, although 
the clinic uses sterile 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.  I understand that some herbs may be inappropriate during 
pregnancy.  I will notify a clinical staff member who is caring for me if I am, or become, pregnant or if I am nursing.  Should I become 
pregnant, I will discontinue all herbs and supplements until I have consulted and received advice from my acupuncturist and/or obstetrician. 
Some possible side effects of taking herbs are:  nausea; gas; stomachache; vomiting; liver or kidney damage; headache; diarrhea; rashes; 
hives; and tingling of the tongue.    

While I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, I 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.  I understand that, as with all healthcare approaches, results are not guaranteed, and there is no promise to 
cure.   

I understand that I must inform, and continue to fully inform, this office of any medical history, family history, medications, and/or supplements 
being taken currently (prescription and over-the-counter).  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 written consent. 

I understand that there are treatment options available for my condition other than acupuncture procedures.  These options may include, but 
are not limited to:  self-administered care, over-the-counter pain relievers, physical measures and rest, medical care with prescription drugs, 
physical therapy, bracing, injections, and surgery.  Lastly, I understand that I have the right to a second opinion and to secure other options 
about my circumstances and healthcare as I see fit. 

By voluntarily signing below, I  confirm that I 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.  I agree with the current or future 
recommendations for care.  I intend this consent form to cover the entire course of treatment for my present condition and for any future 
condition(s) for which I seek treatment. 

PATIENT NAME: 

ACUPUNCTURIST NAME: 

(Date) 

PATIENT SIGNATURE X
(Or Patient Representative) (Indicate relationship if signing for patient) 



PATIENT NAME; _l
ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: lt is understood that any dispute as to medical malpractice, including whether any medical servicesrendered under this contract were unnecessary or unauthorized or were improperly, negligenily or incompetenily rendered, will bedetermined by submission to arbitration as provided by state ancl federal Iaw, and noi oy a tawirit or resort to court process, except as stateand federal law provides for judicial revtew of arbitration proceedings. Both parlies to thrs contract, by entering into it, are giving up theirconstitutional right to have any such dispLrte decided in a courl of lailbefore a jury, and insteaci are accepting the r-rse of arbitration.
Article 2: All Claims Must be Arbitrated: lt is also understoocj that any dispLrte tlrat cioes not relate to medical malpractice includingdisputes as to whether or not a dispute is subiect to arbitration, as to whether this agreement is uncons,onable, and any proceduraldisputes' will also be determined by submission io binding arbitration. lt is the intention oithe parties that this agreement bind all parties asto all claims, including claims arising out of or relating tjtreatment or services provided by the health care provider, including any heirs orpast, present or future spouse(s) of the patient in relation to all claims, including l'oss of consortium. This agreement is also intended to bindany children of the patient whether born or unborn at the time of the occurrence giving rise to any claim. This agreement is intendecl to bindthe patient and the health care provider and/or other licensed health care providers, preceptors, or interns who now or in the future treat thepatient while employed by, working or associated. with or servirrg as a back-up for the health care provider, including those working at thehealth care provider's clinic or office or any other clinic or office w[ether signatories to this form or not.
All claims for monetary damages exceeding the lurisdictional lirnit of the srilall claims courl against the health care provider, and/or the healthcare provider's associates, assocration, corpoiation partnership, enrployees agents and estate, must be arbitrated including, withoutlimitation' claims for loss of consortium, wrongful death, emotional iistress, inlunctrve relref, or punitive damages. Thrs agreement rsintended to create an open book account unlesjand until revoked
Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shallselect an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbrtrator) shall be selected by the arbrtrators appointedby the parties wrthin thirty days thereafter Thsneutral arbitrator shall then be the sole arbitraior and shall decide ihe arbitration. Each partyto the arbitration shall pay such party's pro rata share of the expens", ,i d fuu, of the neutral arbitrator, together with other expenses of the

|::[i:"il,i:il"3"";;fo'o*o 
bv the neutral arbitrator, not includrns counsel fees, witness fees, or otherLxpenses incurred by a parry for

Either party shall have the absolute right to bifurcate the issues of liability and clamage upon written request to the neutral arbrtrator.
The parties consent to the intervention and joinder rn this arbitration of any person or entity that would otherwise be a proper additional partyin a court action' and upon such intervention and jornder, ,ny 

"*irting 
.ourt action againit such additional person or entity shall be stayedpending arbitration.

The parties agree that provisions of state and federal law, where applicable establishing the right to introduce evidence of any anrountpayable as a benefit to the patient to the maximum extent pernritted by law, limitrng the righito r.u.ou"r non-economic losses, and the right tohave a judgment for future damages conformed to periodic payments, shall apply to disjutes within this Arbitration Agreement. The partiesfurther agree that the commercial Arbitration Rules of the American Arbitration Association shall govern any arbitration concJucted pursuantto this Arbitration Agreement.
Article 4: General Provision: All clainrs based upon the same incicjent, transaction, or related circumstances shall be arbitrated in oneproceeding A claim shall be waived and forever-barred if (1)on the date notice thereof is recerved, the clarm, if asserted rn a civil actron,would be barred by the appllcable legal statute of limitations,'or (2) the claimant fails to pursue the arbitration claim in accordance with theprocedures prescribed herein with reasonable diligence.
Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 3o days of signatureand' if not revoked, will govern all professionai servrces received by the patient and all other dispLrles between the parlies.
Article 6: Retroactive Effect: lf patient intends this agreement to cover servlces rendered before the claie it is signed (for example,emergency treatment), patient should initial here. 

-. 

Effective as of the date of first professional services.
lf any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall notbe affected by the invalidity of any other provision. I understand that I have the right to r"cuive a copy of this Arbitration Agreement. By mysignature below, I acknowledge that I have received a copy.

NO]'IC[:: I'iY $l(:.il\li\t(;: i'i ll{i r:aii\{ i iii,\"d.. i , \,i xi, ,,r.i ;1

llLClDEtl l_lY Nl_lt,'t'fil\[= r,lii ;f'r flft: !r uil, ]:,.Ni i y !,ti r .i,

r:\rtTlcl, [,-' ] tl ri:'t I,ltt.; c ( itrl'r'i i ;1,( :'r-

i'l :,' : I ,: ll. tvii.! t{1.:i1.i !\ri,,1,i.l1i ir!,i. i iir.

iriii'L' l ilt {:i.ti!ii! ii jjrrj,i r.:

(Date)

I pnrrrrur srcruATURE x
Patient Representative) (lndicate retationstrrp if Sgn]ng for paheni)

(Date)

l
OFFICE SIGNATURE

AAC.FED

/\LSo SlGN .r't"rp: INFORMED CONSENT ( )i\ REVERSE s;rnr

Al2004



jfliaii'm:r crrn), d*g li{eailitr,rl

D E C li.,AirL4i'1t' [ 0 N O I? ]E 
\ii A, ]I, i'l,A'L- I (D1\ C [t I{.8 F tr F.3'R A L

[n the state of Texas, scupl4nclx$e a;od {h'ienta! tnealicine is noi considered "Ttrimiary health care.,,As rt
result, tla;r:nany & F{ealth is req*tired trs hane you t-esTsonc to t!rc Jbllotti?ig stat€ments before you may be
treated. Fleose be advi,sed that we u,til! nist. be permitter,l ta fr.eai .vou with acupuncrure ,f your response
to either slatements .4 or E is" no". l-ic,rmony & liealth it'no! responsiblefor untue stalements made by
patienls.

(Pursuant to the requircments of22 T'l\C 6 I83.7 ofthc Texas State Board r;f/r,cupurdrrlrr Examiners'rulff (rclating to Scopc ofpraetice and
Iex. f)cc, Code Arui., $205.i 5 I , go,,,erning tjte 1:raetic* of anlpm.tire, )

l (patient's name) _. am notifuing the practitior:ars at
Ilarmony & t{ealth of t}re f'ollowiii;3:

A. 

-- 
Yes_No { lrave beerir evalitafr:d by a i:rill/sicia,t oi der,tist for f-ire eorrditioir being lreated

within 12 rnonths be.fbre lhe aeupune'rrui"e was po:rfon:ied. I reeog:ize thaf; I should be evaluated by a
physician oE dentist for tiie co,ndir|ion heiog treatecl by ltre ae u1:une'o_irist.

CIR

ts" --. Yes __ Nc I have reeeived a r"e'ferral fi.o:ii rirrl, elriropractor i,;ithin the last 30 days for
acupuneture. ,After beirrg leferred by a el'riropna,ctor, if afterFaro rnonths or 20 treafunents, whichever
eomes firgr, no substantial improvsrnoil'i oceui's in 'rl:.e ec,ndjtion treinpg h-eated, I understand that the
acupuncturist is required to ref'en' i'r'!e to a i,.rl.r3rs1*1*,. ]t is n:.y responsibility auid ehoiee urhether to follow
tl\is advice.

OIR

tr have not heen evah:ate<l by *r pirysieir:ir; o clerrtis.t tbr the eondition being treateel nor have I received a
refbrral f?om a ehiroi:'raetr:r, bi:li I see!: trea'rnieflt iol'syntl':torns relaie* to one or mol:e r]f the follorring
sone{itions:

__ Ckonie pain

_ Smoking addietion

_ $/eight loss

.-. Alcoholisnr

__ Subslanee abuse

Patient Signature Required

l{H-Dtcl r\ug 2008

6',t?




