Health History Questionnaire & Release of Information Consent

Please take a moment to answer each question as completely as you can. This will
help me to better help you. Please sign and date the bottom of this form. Thank
you.

Name: | |
Date of Birth: | |
Address and Telephone Number:

Why are you seeking treatment?

ow long have you had this problem and have you been given a diagnosis by a physician?

What type of treatments have you received for your problem?

Please list your past medical history, the history of your immediate family, allergies that
you may have and the medicines/herbs/vitamins that you are currently taking:

How does your problem affect your daily activities?

Does your problem affect you some of the time, occasionally or always, and to what degree?

Whom may I contact in case of an emergency and to whom may I disclose your medical
information?

Your Signature: Date:
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Information For Patients IAW RCW 18.06.130 & WAC 246.803.300

The Practitioner in This Clinic: Douglas L. Daniels, Master of Acupuncture, Diplomat of
Acupuncture (National Certification Commission for Acupuncture and Oriental Medicine),
Licensed East Asian Medicine Practitioner (Washington State), License Number: 029501
AC00001875. Igraduated from the Northwest Institute of Acupuncture & Oriental
Medicine in 2001. I taught qi-gong and martial arts for 25 years in the Republic of South
Korea, Federal Republic of Germany and the United States of America.

The Nature and Purpose of Treatment: Treatment may include Acupuncture (the
placement of needles in or over specific acupuncture points or sensitive locations);
Moxibustion (the burning of herbs over or on specific points or locations either directly or
indirectly on the skin surface); Cupping (the use of cups to obtain suction around specific
points or locations); Electro Acupuncture (the use of micro electricity on or along points or
locations for stimulation); Magnetic stimulation (the use of magnets to stimulate points or
locations); Acupressure (pressing on specific points or locations); Dermal Friction (rubbing
specific points or locations—Gua Sha); Chinese massage/manipulation (Tui Na); Infra-red
stimulation; Sonopuncture (sound stimulation of points or locations); Laserpuncture (laser
stimulation of points or locations); Point Injection Therapy (Aquapuncture which is the
injection of herbs into points or locations); Asian and/or Domestic Herbs for
internal/external use to relieve problems; Therapeutic Exercises; Dietary Advise based on
the theories and principles of East Asian Medicine, Breathing Exercises (Qigong).

The Benefit of Treatment: East Asian Medicine has been used effectively to treat many
types of medical problems for thousands of years. The World Health Organization and
National Institutes of Health list more than 40 conditions that Asian medicine effectively
treats.

While I'm confident that my treatments will benefit you, I can’t guarantee results.

The Risks of Treatment: Treatment is safe, however, there are some uncommon,
potential risks that may include, but are not limited to:

>discomfort during or after needle insertion
>“needle sickness” (dizziness, fainting, nausea)
>localized, minor bruising or inflammation
>minor burns

>upset stomach or bowels

>temporary aggravation of symptoms
>infection
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>broken needles Please immediately tell me if you have any problems

Special Situations: Some herbal formulas and acupuncture points are not to be used in
cases of elevated blood pressure, during pregnancy, if you have a severe bleeding disorder
wear a pacemaker or any other electronic medical device. Please tell me of these

situations before you receive any treatment.

Use of Disposable Needles: 1only use disposable sterile needles in my clinic. The
same needle is never used twice. Iam certified in Clean Needle Technique and Universal
Precautions which prevent the possibility of any contamination.

’

Unforeseen Risks: If unexplained complications arise during treatment, I will exercise
my professional judgment based on your best interests in order to help you.

Confidentiality of Medical Records: 1 will review your medical records and reports
within my clinic to determine treatment methods and to update records. Upon your
written consent, your record may be provided to an insurance carrier, legal authority or
another health care provider, and will not be given to any third party by written or
electronic means without this consent.

Requirements of Washington State Law: State Law does not permit Licensed East
Asian Medicine Practitioners to treat certain disorders without prior consultation with a
licensed physician (MD/DO), Physicians Assistant or ARNP. These conditions are:

>cardiac conditions including uncontrolled hypertension

>acute abdominal symptoms

>acute undiagnosed neurological changes

>unexplained weight loss/gain in excess of 15% of body weight within a 3 month period
>suspected bone fracture or dislocation

>suspected systemic infection

>any serious undiagnosed hemorrhagic disorder

>acute undiagnosed respiratory distress

Consent: |, | |. request and consent to treatment using
East Asian Medicine procedures. I understand that I am free to withdrawal my consent
and stop treatment at any time. [ understand that my signature on this form signifies that
I have read and understand the information and that I release the Northwest Acupuncture
Center and their Licensed East Asian Medicine Practitioner from any and all liability that
may be incurred in connection with my treatment, except for failure to perform the
treatment with appropriate medical care. IAW RCW 18.06.140 & WAC 246.803.310, I
understand that if | seek East Asian Medicine treatment for a serious condition without a
medical consultation from an MD/DO, PA or ARNP that my condition may worsen.
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THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED OR
DISCLOSED AND HOW YOU MAY ACCESS THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

Your Medical Information

The privacy of your medical information is important to me and I will protectit. I create
a record of the treatments that you receive so that I may provide you with quality care and
to comply with the law.  This notice explains to you how I use this information and your

rights and my duties in regard to your medical information disclosure.

Legal Duties

The law requires me to keep your information private; give you this notice describing my
legal duties; your medical information rights, and; how to follow the terms of this notice.

I have the right to change the terms of this notice at any time as permitted by law and to
make these changes effective for all medical information kept including that previously
created or received before any changes are made.  Before changes are made, I will change
this notice and make it available to you.

Medical Information Use and Disclosure

The following describes how I may use and disclose your medical information.
Disclosure or use of your medical information will not take place unless I have your
written permission to do so and you may revoke your permission any time you wish to.
Treatment

>to provide treatment or services

>to doctors, nurses, technicians, medical students or others taking care of you

>to other health care providers to assist in you treatment

Payment

>to receive payment for services

Health Care Operations

>to measure and improve quality, conduct training or to renew certification and licenses



B
]

Notice of Privacy Practices Page 2 of 2 Pages

THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED OR
DISCLOSED AND HOW YOU MAY ACCESS THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

Notification

>to notify or help notify a family member, personal representative or other person
responsible for your care
>to give information to medical personnel necessary for your emergency care

Research

>to conduct research that has been approved by a review board
Coroner or Medical Examiner

>to help them perform their legal duties

Government Agencies

>to public health officials in the prevention or control of disease, injury, neglect or abuse
>to conduct activities required by the Food and Drug Administration

>to notify a person who may have been exposed to or is at risk of contracting a disease
>to courts by order, subpoena, discovery request or warrant

>to law enforcement concerning a suspect, fugitive, witness, victim, missing person or
inmate

>to governmental programs providing public benefits

>to Department of State, correctional institutions or other law enforcement agencies
>to National Security, Intelligence or Presidential Protective Services

>to Military Medical Facilities or the Department of Veterans Affairs

Your Rights

>to look at and receive copies of your medical information in any format that you request
>to request restrictions on the disclosure of information and to cancel consent at any time
>to request a change to your medical information

>to complain about your treatment to State/Federal Department of Health and Human
Services



Privacy Practices Acknowledgement

I have reviewed and received a copy of the Notice of Privacy Practices

Name: |

Signature:

Date: |
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