
 

New Patient Intake Form 
 

 DATE: _________________________ 
 

 Home Phone _____________________ Business ________________________ Cell Phone ______________________ 
 
  
 Name ____________________________________________________________________________________  
  Last Name    First Name    Middle Initial 
  
 Address ________________________________________________________e-mail_______________________________________ 
 
 City ____________________________________ State __________________________________ Zip ________________________ 
  
 Age _________ Birth date __________________________  ⁫ Single  ⁫ Married  ⁫ Widowed  ⁫ Separated  ⁫ Divorced 
 
 Employer___________________________________________________________________________________________________ 
 
 Business Address ___________________________________________________________ Occupation _______________________ 
 
 Whom may we thank for referring you?___________________________________________________________________________  
 
 In case of emergency who should be notified? ____________________________________ Phone ____________________________ 
 
  
 Physician’s Name ___________________________________________Date of Last Visit _________________________________ 
 
 Have you had any major surgeries or illnesses?  ⁫  Yes  ⁫  No   If yes describe __________________________________________ 
 
 __________________________________________________________________________________________________________ 
__ 
 (Women) are you pregnant?  ⁫  Yes  ⁫  No Nursing?  ⁫  Yes  ⁫  No   Taking birth control pills?  ⁫  Yes  ⁫  No 
 
 Check (√)  if you have had any of the following: 
 

 AIDS 
 Anemia 
 Arthritis, Rheumatism 
 Artificial Heart Valves 
 Artificial Joints 
 Asthma 
 Back Problems 
 Blood Disease 
 Cancer 
 Chemical Dependency 
 Chemotherapy 
 Circulatory Problems 

 Cortisone Treatments 
 Cough, Persistent 
 Cough up Blood 
 Diabetes 
 Epilepsy 
 Fainting 
 Glaucoma 
 Headaches 
 Heart Murmur 
 Heart Problems 

Describe________________ 
 Hemophilia 

 Hepatitis 
 High Blood Pressure 
 HIV Positive 
 Jaw Pain 
 Kidney Disease 
 Liver Disease 
 Mitral Valve Prolapse 
 Nervous Problems 
 Pacemaker 
 Psychiatric Care 
 Radiation Treatment 
 Respiratory Disease 

 Rheumatic Fever 
 Scarlet Fever 
 Shortness of Breath 
 Skin Rash 
 Stroke 
 Swelling of Feet or Ankles 
 Thyroid Problems 
 Tobacco Habit 
 Tonsillitis 
 Tuberculosis 
 Ulcer 
 Venereal Disease 

 
CURRENT MEDICATIONS  

 __________________________________________________________________________________________________________ 
 
 __________________________________________________________________________________________________________ 
 

CURRENT HERBS/SUPPLEMENTS 
 __________________________________________________________________________________________________________ 
 
 __________________________________________________________________________________________________________ 
 

ALLERGIES  
 __________________________________________________________________________________________________________ 
 
 __________________________________________________________________________________________________________ 
 
 

Signature ___________________________________________________ Date _________________________________________ 
 

Payment is due in full at time of treatment unless prior arrangements have been approved. 
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Cody Acupuncture Clinic, Inc. 
Rosemary Cody, L.Ac. 
Phone (208) 720-7530 

 
 
 

INFORMED CONSENT AND CLINIC POLICY AGREEMENT 
 
Please read the following information carefully: 
 

Properly administered acupuncture and herbal medicine by a Licensed Acupuncturist is safe and generally very effective. 
Rosemary Cody, L.Ac. is National Board Certified in Acupuncture (NCCAOM) and licensed by the State of Alaska and 
Idaho. It is my clinic policy to use only sterile, single use, disposable needles. Occasionally, minor side effects such as 
small bruises, marks to the skin, emotional factors, or a temporary exacerbation of symptoms may occur. As with any 
foods or medications, there are similar risks of allergic reactions to herbal, homeopathic or nutritional supplements. If you 
have a history of serious allergic reactions to foods, insects or other substances, please be sure that it is noted on your 
medical history.  
 

If you are pregnant or think you may be pregnant it is imperative that you discontinue any previously prescribed herbal 
formulas and notify me prior to any additional treatment. Traditional Oriental Medical Medicine is not a substitute for 
regular medical exams by a primary care provider such as a Medical Doctor (M.D.) If a serious health problem arises, a 
second medical opinion may be required before further treatments will be administered.   
 

I, _________________________, have read and understand the above information. I realize, as with any form of 
healthcare, there this no guarantee of success with these treatments. I willingly agree to participate in the recommended 
treatments with full knowledge and consent and accept financial responsibility for my sessions. I understand that payment 
is required at the time of services unless prior arrangements have been made. There will be a $25 fee for any returned 
checks.  For appointments not canceled within 24 hours of my appointment time I agree to pay a LATE 
CANCELLATION FEE of $50. If I miss a scheduled appointment without any prior notice, I understand that the FULL 
COST of my visit will be charged. 
 

 

NOTICE OF PRIVACY PRACTICES 
PATIENT ACKNOWLEDGEMENT 

 
 

This form acknowledges that a copy of our Notice of Privacy Practices has been provided to me in plain language. The 
Notice provides in detail the uses and disclosures of my protected health information that may be made by this office, the 
individual rights I have regarding my health information and how to exercise them and the legal responsibilities the 
practice has with respect to the protection of that information. This practice reserves the right to change the terms of this 
Notice as appropriate or according to changes in the law. I understand that I can get a copy of this practice’s current 
Notice of Privacy Practices upon request.  
 
 

Patient Name (please print): ___________________________ Date of Birth: ______________ 
 

Patient Signature: ___________________________________ Date: ________________________ 
 

Parent/Guardian Signature (for Minor): ___________________ 
 


