
 

New Patient Intake Form 

 

 

Patient Confidential Information (Please Print) 
 

 

Patient Name:_______________________________________ Date: ____/____/____ 

  

     DOB:______/______/_____  Age: _____     Male       Female 

 

     Status:     Single     Married     Divorced     Widowed  

 

 

     Email:__________________________________   
 

 

     Mailing Address:____________________________________________________________ 

 

     City:________________________________________ State: ______  Zip:_____________ 

 

     Cell Phone:__________________________  Home Phone:__________________________ 

 

     Work Phone:_________________________  

 

     How did you hear about our clinic? ___________________________ 

 

     Employment:  Full Time    Part Time    Retired    Unemployed    Student    Disabled  

 

     Occupation:___________________________    Employer:___________________________   

 

      

   

Emergency Contact Name: ____________________________________ 

 

     Relationship to patient: _______________________________________ 

 

     Cell Phone:__________________________   Home phone:__________________________ 

  

     Work Phone: ________________________ 

 

      

   

Physician’s Name:___________________________________ Phone:_________________ 

 

 

 

 

 

 

 

 

 



 

Acupuncture Informed Consent To Treat 
 

 

I hereby request and consent to the performance of acupuncture and other treatments within the scope of practice of 

an acupuncturist to be performed by JoAnna Montoya Fowler, L.Ac., on me (or, if the patient is a minor, on the 

patient named below, for whom I am legally responsible). 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, nutritional supplements, and nutritional counseling.  

 

I have been informed that acupuncture is generally a safe method of treatment, but that it may have some side 

effects, including bruising, slight bleeding, 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. Extremely rare risks of acupuncture 

include nerve damage, organ puncture, spontaneous miscarriage, and infection. This clinic uses sterile, single use 

disposable needles and maintains a clean and safe environment to minimize risks. 

 

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/or 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 some herbs may be inappropriate during pregnancy or while breastfeeding. I will notify 

the acupuncturist who is caring for me if I am or become pregnant. I will inform my practitioner if I am taking 

medications, or if there are any changes in my medications, before any herbal treatment is initiated. I agree to 

follow the prescribed dosages and administration guidelines given to me by my acupuncturist. Some possible side 

effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the 

tongue. 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 the 

acupuncturist of any unanticipated or unpleasant effects associated with the consumption of herbs or nutritional 

supplements. 

 

While I do not expect the acupuncturist to be able to anticipate and explain all possible risks and complications of 

treatment, I wish to rely on her to exercise judgment during the course of treatment which the acupuncturist thinks 

at the time, based upon facts then known, is in my best interest. I understand results are not guaranteed. I 

understand the acupuncturist 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 in accordance with HIPAA regulations.  

 

Patients who are pregnant, have a pacemaker or heart condition, have a seizure disorder, or those with 

bleeding disorder or taking blood thinners should discuss this with the acupuncturist before proceeding with 

treatment.  
 

By voluntary signing below, I acknowledge that after a discussion about recommended treatment, I have read, or 

have had read to me, the above consent to treatment, have been told about the risks, benefits, and alternatives of 

acupuncture and other procedures, and have had an opportunity to ask questions which have been answered. I wish 

to proceed with the recommended treatment. I intend this consent form to cover the entire course of treatment for 

my present condition and any future condition(s) for which I seek treatment.  

 

 

________________________________________________ _________________ 

Patient Signature (or Guardian, if minor)     Date 

 

 

___________________________________________  

Printed Name 

 



 

OFFICE POLICIES 

*please read this page very carefully and be sure to initial each section* 

 
24 HOUR CANCELLATION POLICY 

As a courtesy to our office and other patients, we ask that you please notify the office at least 24 hours in advance if 

you need to cancel or reschedule your appointment. When you make an appointment, time is reserved just for you. 

Sufficient cancellation/rescheduling notice allows us to offer your time to another patient who may be waiting for 

an appointment.  

 

Late cancellations due to emergencies are understandable. If you must cancel an appointment due to an 

emergency please inform us. 

 

 I understand that appointments cancelled/changed with less than 24 hour notice will be charged the full 

time of service fee for the missed appointment (Initial Acupuncture Appointment $180, Return 

Acupuncture Appointment $120, Herb/Nutrition Consults will be charged $150) 

 

 

Initial___________ 

 

 I understand insurance will NOT be billed for cancellations that occur with less than 24 hour notice. 

Patients using insurance will be responsible for the full time of service fee for their missed appointment 

(Initial Acupuncture Appointment $180, Return Acupuncture  Appointment $120) 

 

 

Initial___________ 

 

 

 I understand that if I arrive more than 15 minutes late I may be asked to reschedule my appointment if there 

is not sufficient time to provide the best treatment. I may also be charged for a late cancellation if I 

arrive late and there is not time to provide treatment. 
 

 

Initial___________ 

 

 

 

FEES/RETURNS 

I understand fees for treatment do not include the cost of herbs/supplements. Special order items/ custom 

formulations are non-refundable. Unopened bottles (non-custom) may be returned within 30 calendar days of 

purchase. Please note there is a $30.00 charge for checks returned due to insufficient funds.  
 

 Initial___________ 

 

 

 

 

 

 

 

 



 Notice of Patient Privacy Policy 

 
This notice describes Montoya Medicine’s policy for how medical 
information about you may be used and disclosed, how you can get 
access to this information, and how your privacy is being protected.  
 
The Health Insurance Portability and Accountability Act of 1996 
(HIPAA):  
HIPAA is a federal program that requires all medical records and other 
individually identifiable health information used or disclosed by us in 
any form are kept confidential. This act provides the patient rights to 
understand and control how your health information is used. HIPAA 
provides penalties for covered entities that misuse personal health 
information.  
In order to maintain the level of service that you expect from Montoya 
Medicine, we may need to share limited personal medical and 
financial information with your insurance company¸ or with other 
medical practitioners that you authorize.  
 
Our Responsibility:  
We respect our legal obligation to keep private any health information 
that identifies you. As obligated by law, we have prepared this 
explanation of how we are require to maintain the privacy of your 
health information and how we may use it and disclose your health 
care information. We do not use your health information inside our 
office or outside without your written permission. In some limited 
cases, the law requires us to disclose your health care information 
without either a written or verbal consent.  
 
Use and Disclose With Consent:  
We are permitted to use and disclose health information to a family 
member or other personal representative to the extent necessary for 
treatment or payment related to your healthcare.  

In addition, we may use your confidential information to send 
appointment reminders, birthday/thank you/holiday cards, 
newsletters, or follow up with you after appointments via telephone 
calls, email, or mail. Please inform us if you do not want us to contact 
you for one of the above reasons. We do not sell your information or 
share with unrelated companies. Any other uses and disclosures will 
be made only with your written authorization.  
 
Use and Disclosure Without Consent:  
In some limited situations, the law requires us to use and disclose your 
health information without your permission. These examples include:  

 When state or federal law mandates certain health 
information be reported for a specific purpose.  

 For public health purposes, such as contagious disease 
reporting and notices to and from the FDA regarding drugs 
and medical devices.  

 Disclosure to government authorities about victims or 
suspected abuse, neglect, or domestic violence.  

 Uses and disclosures for health oversight activities, such as 
for the audits by Medicare, or for investigation of possible 
violations of health care laws.  

 Disclosures in response to subpoenas of orders of the court.  

 Disclosures for law enforcement purposes, such as to 
provide information about someone who is suspected to be 
a victim of a crime, or to provide information about a crime 
in our office.  

 Disclosure related to worker’s compensation programs.  
 

 
  
Safeguards in place at Montoya Medicine include:  

 Limited access to facilities where information is stored.  

 Policies and procedures for handling information.  

 Requirements for third parties to contractually comply with privacy 
laws.  

 All medical files and records are kept on permanent file.  
 
Types of information that we gather and use:  
In administering your health care, we gather and maintain information that 
may include non-public personal information:  

 About your financial transactions with this clinic (billing 
transactions).  

 From your medical history, treatment notes, all test results, and any 
letters, faxes, emails or telephone conversations to or from other 
health care practitioners.  

 From health care providers, insurance companies, workman’s 
compensation and your employer, and other third party’s 
administrators (e.g. requests for medical records, claim payment 
information).  

 As a patient, you may be able to access and correct personal 
information we have collected about you, (information that can 
identify you - e.g. your name, address, Social Security number, etc.).  

 
Your Rights Regarding Your Health Information:  
You have the following rights with respect to your protected health 
information, which you can exercise in writing to our office:  

 The right to request restrictions on certain uses and disclosures of 
protected health information, including those related to the 
disclosure of family members, other relatives, close personal 
friends, or any other person identified by you. We are however, not 
required to agree to the request restriction. If we do agree the 
restriction, we must abide by it unless you agree in writing to 
remove it.  

 The right to ask to communicate with you in a confidential way, 
such as contacting you at work rather than at home. Please provide 
a written request.  

 The right to see or get photocopies of your health information. You 
may have to pay for photocopies in advance. We do charge a fee to 
release your records to an outside source other than a health care 
provider. Please complete our written records request for billing or 
medical records release.  

 The right to receive an accounting disclosure of protected health 
information.  

 The right to amend your protected health information.  
 
You have recourse if you feel that your privacy protections have been 
violated. You have the right to file written complaint with our office, or with 
the Department of Health & Human Services, Office of Civil Rights, about 
violations of the provisions of this notice or the policies and procedures of our 
office. The U.S. Department of Health & Human Services Office of Civil Rights 
200 Independence Avenue, S.W. Washington, D.C. 20201  
Toll Free: 1-877 -696-6775 

 
We value our relationship, and respect your right to privacy. If you have 
questions about our privacy guidelines, please call us during regular business 
hours at  424-832-3014 



 

 

 

 
Patient Acknowledgment 

 

I have read the attached Notice of Privacy Practice, and I understand that it is provided to me, the patient, as a 

requirement of the Health Insurance Portability and Accountability Act (HIPAA). It describes how Montoya 

Medicine may use or disclose my protected health information, with whom that information may be shared, and the 

safeguards in place to protect it. The notice also describes my rights to access and amend my protected health 

information. I have the right to approve or refuse the release of specific information outside of Montoya Medicine 

except when the release is required or authorized by law or regulation. I can obtain a copy of Montoya Medicine’s 

notice of privacy practices on request. 
 
 

 
________________________________________________ _________________ 

Patient Signature (or Guardian, if minor)     Date 

 

 

___________________________________________  

Printed Name 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

PATIENTS USING INSURANCE 

 
 

**Please ONLY fill out this portion if we will be billing insurance for your treatment(s)** 

 

 

Insurance Provider:_______________________________ 

                 

  ID Number: _____________________________________ Group Number:___________________________   

 

  Name of Insured__________________________________Relationship to patient:  Self   Spouse  Parent/Guardian    

 

 

 

INSURANCE COVERAGE Many insurance policies cover acupuncture, but we do not claim that yours 

does. Policies differ greatly in terms of deductible and  percentage of coverage for acupuncture. We can help verify 

benefits, but quotation of benefits does not guarantee coverage. You are ultimately responsible for knowing your 

benefits, and you are financially responsible for all non-covered fees.   

 

         Initial___________ 

 

 

INSURANCE BILLING POLICY As a courtesy, our office will bill your insurance for you, provided you sign 

the financial agreement on the following page.    

 

We are considered an out-of-network provider for all insurance carriers, and we accept most PPO insurance plans. 

Patients will be required to pay the full time of service fees for your initial treatment(s) at the time services are 

rendered until we receive the first reimbursement from your insurance. After that time you will be required to pay 

your insurance policy's stated copay or coinsurance fee if required by your insurance, and if necessary, the 

difference of the full insurance reimbursement and the time of service fees. Once we receive full payment from 

your insurance provider, you will be reimbursed for those initial treatment(s). The insurance fees charged in this 

office are customary and reasonable based on industry standards and are comparable to those charged by other 

specialists with similar qualifications in this geographic area. Please ask to see our fee schedule if you have 

questions. 

 

         Initial___________ 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

PATIENTS USING INSURANCE 
 

 

 

FINANCIAL AGREEMENT/ASSIGNMENT OF BENEFITS 

 

 

 

I, (print full name) ____________________________________________, am receiving or about to receive health 

care services in this office.  I understand that I am responsible to pay all non-insurance related fees including herbs, 

supplements, etc., and I will be responsible for all non-covered services and /or co-insurance/co-pays associated 

with my office visit.   

 

I understand my insurance company may require medical reports to document treatment and progress, and I 

authorize the release of medical information necessary to process claims. With this signature I give permission for 

my insurance company to assign benefits and send payment directly to JoAnna Montoya Fowler, L.Ac. at Montoya 

Medicine 2001 S. Barrington Ave. Suite 216. Los Angeles, CA 90025 for services that have been provided to me.  

 

By signing below, I agree to comply with the office policies stated above which I have read 
and understood.  I also authorize the use of this signature on all insurance submissions. 
 

 
 

Signed____________________________________  Date_______________ 
 

 

Print Name____________________________________   
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 



 

Name:_______________________________________     Date: ____/____/____ 
 

Health History Questionnaire:  
 

Please describe the main reason for your visit today. Please include date of onset. 

 

____________________________________________________________________________        

 

____________________________________________________________________________ 

 

Please describe any secondary concerns:  

 

 ____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

Have you received acupuncture before?  ______ If yes, please list dates and what conditions were 

treated____________________________________________________________ 

If you are seeking treatment because you are experiencing pain/discomfort, mark with an X the region(s) affected.  

 

On a scale from 0-10 (10 being most painful) please rate your pain 

level today:_________ 

 

Initial Cause of Pain:  

 

_____________________________________________________

_ 

 

Quality of Pain: 

Stabbing     Dull    Distending   

 Numb/Tingling  Sore /Achy 

 

Is the pain worse at certain times during the day? 

Morning  Afternoon  Evening  Constant 

 

 

 

 

What aggravates the pain? Walking      Sitting    Standing    Lying 

 

What provides the most relief? Heat      Ice    Movement    Rest 

 

How often does the pain flare up?  Daily   Weekly   Monthly   Sporadic     

 

How long do flare ups last? Hours     Days    Weeks   Varies 

 

What treatment have you received already for this condition (chiropractic, massage, PT)? 

 

__________________________________________________________________   



 

Please indicate if you have any of the following: 

 

 Cardiac pacemaker            

 Seizure disorder 

 Bleeding disorder/ Blood thinners 

 Fainting disorders 

 High blood pressure 

 Believe you are or may become pregnant 

 

Allergies (Please list all known food and drug allergies) 

 

____________________________________________________________________________         

 

____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

Major childhood/adult illnesses and injuries:  
 

____________________________________________________________________________        

 

____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

Hospitalizations/Surgeries: Please describe and list dates 

 

____________________________________________________________________________        

 

____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

List all Medications (prescription and over the counter) that you are currently taking, including dosage. 

Be sure to include things such as: blood thinners, blood pressure medications, cholesterol medications,  

cortisone, thyroid medications, laxatives, antacids, birth control pills, sleeping pills, diuretics, etc.  

 

____________________________________________________________________________        

 

____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

List all vitamins, minerals, herbs, homeopathic remedies and nutritional supplements you are  

currently taking: 

 

____________________________________________________________________________        

 

____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

 



 

Personal Habits: 

 

How many hours of uninterrupted sleep each night? ______ 

Do you wake up in the morning feeling rested?  Yes    No 

How many minutes/hours per day do you spend outdoors? __________ 

How many minutes/hours per week do you exercise? ______ What type of activity? ________________ 

Do you consume alcohol? Yes    No     Number of drinks per week? ______ 

Do you smoke? Yes    No     Number of packs per week? ______ 

Recreational drug use? Yes    No    Past 

 

Do you follow a particular way of eating?  Vegetarian    Vegan   Paleo/Primal      Gluten-Free     

Other____________________________________________ 

 

Please give an example of a typical day of food/drink intake:  

 

How many meals per day? ______    How many snacks? ______ 

 

Breakfast:_________________________________________________________________ 

 

Lunch:___________________________________________________________________ 

 

Dinner:___________________________________________________________________ 

 

Snacks:___________________________________________________________________ 

 

Beverages:________________________________________________________________ 

 
 
 
 
 



 
MEDICAL HISTORY QUESTIONNAIRE 
CHECK ANY CURRENT CONDITIONS OR THOSE THAT YOU HAVE HAD IN THE PAST (please write the word “Past” next to those 
conditions which you have ONLY had in the past and which are no longer present) 
 
HEAD AND NECK:    RESPIRATORY:     MALE: 

� Dizziness     � Chronic cough     � Pain/itching of genitalia 

� Fainting     � Coughing up blood    � Genital lesions/discharge 
� Neck Stiffness     � Coughing up phlegm frequently   � Impotence 
� Enlarged lymph glands    � Difficulty breathing    � Premature ejaculation 
� Headaches     � Wheezing/Asthma    � Prostate problems 
� Other _______________   � Frequent Colds    � Infertility (e.g. abnormal sperm) 
EARS:      � Emphysema     � Other: ____________ 
� Infection     � Pneumonia repeatedly    MUSCLES AND JOINTS: 

� Ringing     � Other _________________   � Joint disorder 
� Decreased hearing    CARDIOVASCULAR:    � Sore muscles  

� Other __________________   � Palpitations     � Weak muscles 
EYES:      � Chest pain or tightness    � Difficulty walking 

� Blurred vision     � Rapid heart beat    � Spinal curvature 
� Visual changes    � Irregular heart beat    � Backache 
� Poor night vision    � Heart Disease     � Fibromyalgia 
� Spots/Floaters ____    � Poor circulation    � Other_______________ 
� Eye inflammation/ Styes   � Swelling of ankles    GENERAL: 

� Other __________________   � Phlebitis     � Fatigue 
NOSE, THROAT & MOUTH:   � Cold hands/feet    � Thirst 

� Bleeding     � High blood pressure   � Aversion to Cold 
� Sinus infection     � Stroke     � Insomnia 
� Hay fever or allergies    � Other_________________  � Frequent dreams/ nightmares 
� Sore throat          � Depression 
� Hoarseness     GASTROINTESTINAL:    � Agitation 

� Changes in taste    � Indigestion     � Irritability 
� Difficulty swallowing    � Nausea     � Anxiety 
� Changes in smell    � Stomach Pain     � History of psychiatric treatment 
� Oral ulcers/Canker sores   � Irritable Bowel Disease    � Poor memory 
� Other _________________  � Colitis     � Anemia  
SKIN:      � Crohn’s Disease    � Other blood disorder ________ 

� Hives      � Pancreatitis     � Lupus erythematosis 
� Rashes     � Celiac Disease     � Difficulty concentrating 
� Eczema     � Recent change in bowel habits   � Fibromyalgia 
� Psoriasis     � Diarrhea (stool/day)_____   � Sores that don’t heal 
� Seborrhea     � Constipation (stool / week)   � Unusual bleeding or discharge 
� Night sweating     � Dry, hard stool     � Jaundice 
� Excess Sweating    � Soft, difficult, sticky stools   � Hernia 
� Dryness     � Irregular bowel movement   � Epstein Barr virus (EBV) 
� Bruise easily     � Poorly-formed stools    � Rheumatic Fever 
� Changes in moles or lumps   � Poor appetite     � Diabetes Mellitus 
� Other _________________   � Excessive hunger    � Thyroid Disorder 
NEUROLOGICAL:    � Blood in stool or black stools   � Cancer 

� Numbness or tingling of limbs   � Hemorrhoids     � Others __________________ 
� Seizures     � Stool with pain or blood    
� Tremors     � Gall bladder disorder    
� Pain      � Vomiting blood     
� Paralysis     � Peptic Ulcer     
� Epilepsy or Convulsions    � Recent change in weight   
� Other _________________   � Food cravings     
INFECTION HISTORY:    � Other ___________________   
� HIV/AIDS, or HIV risks: Self or partner  URINARY:     

� TB: Self or household    � Frequent urinary tract/bladder infections  
� Hepatitis, or Hepatitis risk: Self or partner  � Weak urinary stream    
� History of sexually transmitted   � Recent change in bladder habits   
diseases: Self or partner:    � Kidney disease    
� Genital warts     � Frequent day urination    
� Herpes (oral)     � Frequent night urination    
� Herpes (genital)    � Others ________________________  



 

 Female Reproductive History: Please answer the follow about your menstrual history. If you are past menopause, please 

answer pertaining to you cycles when you did have them 

 

Attempting pregnancy? If so, for how long? ____________ 

If you are pregnant, how far along are you? ____________ 

What was the start date of your most recent menstrual period? ____/____/____ 

Age of first menses_________ Age of menopause, if applicable__________________ 

Length of Cycle (days between menses, ie. 28 days): _________  

Length of Menstruation (days of bleeding): _________ 

Menstrual Flow: Normal Light    Heavy Clots   

Color of Menses: Pale Red    Medium Red    Dark Red    Purple    Brown 

 

Do you have any of the following symptoms related to your period? 

 Spotting between periods    Diarrhea    Migraines

 Water retention      Constipation    Irritability 

Heavy vaginal discharge between periods   Headache    Sadness  

Abdominal Cramps: Before    During    After

Low back pain: Before    During    After 

 

Breast Health

 Lumps/cysts    Nipple Discharge  

Tenderness    Fibrocystic Breast Disease

Engorged / Painful Before Menses 

 

Recurring bladder or vaginal infections. If Yes, please explain? _____________________________ 

 

Date of your last PAP? ______________ Ever had an abnormal PAP? _______________ 

 

Have you ever had any of the following conditions (please write ‘Past’ next to conditions that you have ONLY had in the 

past and which are no longer present)

ovarian cysts    cervical dysplasia  pelvic inflammatory disease

polycystic ovaries  cervical cancer   Pain/itching of genitalia

uterine fibroids   ovarian cancer     Infertility

endometriosis   uterine cancer    Genital lesions/discharge

Menopausal symptoms (please explain) _________________________ 

 

Pregnancy History 

 

How many pregnancies have you had? ______  

 

How many children do you have? ______ Ages____________________ 

 
 
 

 

 



 
 

 

 

Any additional health information you would like us to know about: 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 


