Pinnacle Integrative Health Patient History Form

509 Olive Way Suite 803 Seattle WA 98101 206-624-0397
In order to provide you the best possible care,
please complete and print this form and bring it to your first appointment. Or email the
saved form to Info@pinnacleintegrative.com All information is strictly CONFIDENTIAL.

Patient Data

First Nome‘ Last Name ‘Dote Email*

* Your email will NOT be shared with any 3d parties, and is used for occasional office announcements and promotions.

Mailing address

Address ‘ ‘ City‘ ‘ State ‘ ‘ Zip ‘ ‘
Telephone (Work) ‘ ‘ (home) ‘ ‘ Referred By‘ ‘
Age |:| Birth Dote‘ ‘Sociol Security # ‘ ‘ Number of Children |:|
Occupoﬁon‘ ‘ Employer‘ ‘
Marital Stofus‘ ‘Spouse's Nome‘ ‘Spouse's Occupoﬁon‘ ‘
Spouse's Employer‘ ‘Spouse's Health Stofus‘ ‘

Emergency Confoc’r‘ ‘ Phone‘ ‘

Current Complaints

Egﬁﬁo%%“”em [] Automobile*  [] Work ] other ] Chronic Condition

Please describe:

Date of Injury |:| Date symptoms oppeored‘ ‘

Have you ever had same condition? O No O VYes If yes, when?‘ ‘

List of other practitioners seen for this injury/condiﬂon‘ ‘

What other treatments have you tried?2

please describe ‘

Insurance Information

Name of party responsible for poymem‘ ‘ Phone‘
Do you have health insurance? O No O Yes Name of compony‘ ‘

* If an auto accident, please provide:

Insurance Company Nome‘ ‘ Contact Person ‘
Phone:‘ ‘Cloim # ‘ ‘

Signatures

Name of the insured

I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier
and myself. I understand and agree that all services rendered to me and charged are my personal

responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for
professional services rendered to me will be immediately due and payable.

Patient’s signature Date
Spouse’s or guardian’s signature Date




Medical History

Have you been treated for any conditions in the last year?e O No O Yes

If yes, please describe‘ ‘

Date of last physical exom‘ ‘ Is there a chance that you are pregnant? O No O Yes

Have you had X-rays taken2 QO No O Yes If Yes, where?‘ ‘
What medications are you taking and for what conditions (Please list dosage and amounts, etc)l

What vitamins, minerals, or herbs do you currently take? (Please list for what conditions, dosage, and frequency).

Have you ever: No Yes | Briefly Explain

Broken bones? OO
Been hospitalized?
Been in an auto accident?

OXNO)
OXNO)
Had Sprains/Strains? ONO)
OXN©)
OO

Been struck unconscious?
Had surgery?

Family History

Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Do you experience pain every day?e OnNo O Yes
Do your symptoms interfere with daily life? ONo QO VYes
Does pain wake you up at night? OnNo O Yes
Are your symptfoms worse during certain times of the day? O No O vYes
Do changes in weather affect your symptoms? ONo O ves
Do you wear orthotics?2 O No O Yes
Do you take vitamin supplementse O No O Yes
What activities aggravate your symptoms?

Habits None Light Moderate Heavy

Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite

Soft Drinks
Water

Salty Foods
Sugary Foods
Artificial Sweeteners




Have you ever suffered from:

[JAlcoholism
[Allergies
[Janemia
[JArteriosclerosis
[Arthritis
[Jasthma
[Back Pain
[Breast Lump
[CBronchitis
[Bruise Easily
[CJcancer
[Ichest Pain/Conditions
[Icold Extremities
CIconstipation
ramps
[Ppepression
[piabetes
[IDigestion Problems
[pizziness
[JFars Ring
[Excessive Menstruation
[Eye Pain or Difficulties
[Fatigue
[Frequent Urination
[ Headache
[Hemorrhoids
[High Blood Pressure
[Hot Flashes
[rregular Heart Beat
Clrregular Cycle
[Kidney Infection
[Kidney Stones
[JLoss of memory
[JLoss of balance
[lLoss of smell
[lLoss of taste
[CLumps In Breast
[CINeck Pain or Stiffness
[Nervousness
[INosebleeds
[Pacemaker
[polio
[Poor Posture
[JProstate Trouble
[Bciatica
[Bhortness of breath
[Kinus Infection
[Kleep problems or Insomnic
[Kpinal Curvatures
[ktroke
[bwelling of ankles
[Ckwollen Joints
[Irhyroid Condiition
[CTruberculosis
[Cuicers
[Varicose Veins
[Cvenereal Disease

Cother: ‘

Please use the following letters to indicate TYPE and LOCATION of
the symptoms you currently are experiencing.

A=Ache O=0Other
B=Burning P=Pins & Needles
N=Numbness  S$=Stabbing




Medical Consent to Care

A patient coming to the doctor gives him/her permission and authority to care for them in accordance with appropriate test,
diagnosis, and analysis. The clinical procedures performed are usually beneficial and seldom cause any problem. In rare case, underlying
physical defects, deformities or pathologies may render the patient susceptible for injury. The doctor, of course, will not provide specific
healthcare, if he/she is aware that such care may be contraindicated. It is the responsibility of the patient to make it known or to learn
through health care procedures from whatever he/she is suffering from: latent pathological defects, illnesses, or deformities, which would
otherwise not come to the attention of the physician. I agree to settle any claim or dispute I may against or with any of these persons or
entities, whether related to the prescribed care or otherwise, will be resolved by binding arbitration under the current malpractice terms
which can be obtained by written request. I understand that my therapy may include recommendations for the following procedures:
Trigger Point Injections are a specific type of local injection that your physician can use to treat local areas of muscle pain and spasm.
Trigger point injections can help break the cycle of pain in your back and neck and help restore normal muscle function and motion. SI
Injections are primarily therapeutic injections. These injections eliminate pain temporarily by filling the SI joint with an anesthetic
medication that numbs the joint, the ligaments, and joint capsule around the SI joint. Knee Injections can be utilized to relieve pain and
decrease inflammation to the knee joint. Hyaluronic Acid (HA) Joint Fluid Therapy, also called a viscosupplement, is a nonsurgical,
nonpharmacological therapy for knee osteoarthritis. HA therapy can help relieve pain, improve mobility and get you back to your normal
activities. HA therapy contains highly purified sodium hyaluronate, also known as hyaluronan or hyaluronic acid. Hyaluronan is a natural
substance found in joint cartilage and in the fluid that fills the joints, synovial fluid. Hyaluronan acts like a lubricant and shock absorber in
synovial fluid of a healthy joint. (Please notify us if you have an allergy to eggs before receiving this injection) Shoulder Injections in the
shoulder joint are necessary for therapeutic reasons in the course of treatment for shoulder pain. Hip/IT Band Joint Injections If this area
experiences arthritis, injury or mechanical stress, one may experience hip, buttock, leg or low back pain. A hip joint/bursa injection should
be considered for patients with these symptoms. The injection can help relieve the pain, and decreases inflammation and improves range of
motion.

Acupuncture Consent to Care

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 named 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, cupping, electrical stimulation,
Tiu-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 be 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 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 sites that may last a few days, and dizziness or fainting. 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 sterile disposable needles and maintains a clean and safe environment. Burns
and/or scarring are a potential risk of moxibustion and cupping. I understand that while this document describes the major risks of treatment,
other side effect 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. Some possible side effects of taking herbs are nausea, gas,
stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the tongue. I will notify a clinical staff member who is caring for
me if I am or become pregnant. I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of
treatment, and 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 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 written consent. By voluntarily signing below, I show 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 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 SIGNATURE X (Date)
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