Date:

MUSCLE ELEMENTS

#270, 2899 Broadmoor B]vd,. Sherwood Park AB, T8HI1B5
Phone: 780.410.1100  Fax: 780.410.1186  Website: www.MuscleElements.ca

Acupuncture Information Form

Last Name/ First Name/ Cirde:  Mr.  Ms. Mrs. Dr.
Birth date/ Agc/ Circle # of Prchrrcd
contact

Address/ Phone (home)/

Citg/ Phone (work)/

Province/ | Postal Code/ Phone (cel)/

Email/ OccuPation/

R —— For Visit/ Ha/vc you had AcuPuucturc before? Yes No
Chinese herbal medicine? Yes No

Family Phgsician name/ | Family Phgsician P[’)one/

Western Medical cliagr‘losis Gf aPPIicab[c)

Other medical treatment received (circ|e)/ l:crti[itu clinic Pl’}gsiothcrapy Massage NaturoPathy ChiroPractic Other:

Please indicate with a ‘P (past) ‘C (current) ‘F” (Family) if any of the conditions below apply:

Heart conditions Stroke High Blood Pressure Low Blood Pressure
Diabetes DceP Vein Thrombosis Neurologica| SPina| or head injury
RcsPiratorg Condition Kic]ncg Disorder Caner HePa’citis
HIV/AIDS SPrain/Strain/Fractu re OstcoPorosis Headaches/M igraines
Jaw Pain Arthritis Dizziness/Fainting Contagjous llness
Skin Condition Digestive Problems Hacmop’ﬁiliac Wear a Pacemaker
Lung Condition Epilepsu Possibility of Pregnancy UPcomingSurgcries
On the Figures bc!ow, P[easc circle the areas of concern/Pain; Please list any Prcscription medication or over the counter drugs currently taking:
1. 2.
3. 4.
¥4 5. G
/z ] Please list herbal medicine and other suPP!ements currently ta\(ing:
L‘—} \ I 2,
(-\. 2. 4.
¢ 5. 6.
! Please list any a“crgjcs (Food, clrugs, environmental, etc):
\ [ 1. 2.
\ 3. 4.

Have you been hospita[ized and/or treated for any infectious/serious

conditions or surgeries? if yes, brieﬂy cxplain for what condition or
reasons and the year (below).

Sensations/Pain characteristics (chcck all that aPPlf))’
Slﬂarp ___ Burning___Moving___ Tinghng_ pull__ Severe
Stabbing_ Shootir\g - Throbbing_ Numbness

What relieves the Pain (ice, rest, activity, massage, heat...)?

What aggravates the Pain (weather, heat, cold, rest, activitg...)?

Do you use the following? 1 sohowoften?  Cigarettes: Alcohol: Drugs: Coffee: Pop:
Do you Participate in the Fo”owing P!ﬁysical activities? If 50, P[casc indicate how often:

Yoga: Running; Fitness Class: Gym:

Bikingz Swimming; Wa”dng: Other:

How CIIC] 9OU hear about MUSCIC Elements? (Internet, Friend, Doctor, Fertilitg Clinic, Seminar, Magazine, TV, news)




MUSCLE ELEMENTS

#270, 2899 Broadmoor B]vc],. Sherwood Park ADB, T8HI1B5
Phone: 780.410.1100  Fax: 780.410.1186  Website: www.MuscleElements.ca

For each sgmptom below that you currcntlg havc, rate its scvcritg from1-5 (5 bcing worst). Leave blank if N / A.

Gan Shen Pi

_ lrritabi]ity / frustration / imPatient _ Frequcnt urination ___ Heaviness in the head / boc]g

_ DePression _ Bladder infection ___Fatigue / after eating

__ Stress _Lack of Bladder control __ Difficult getting up in morning

___Emotional eating _ Wake to urinate ___ Water retention

_ Unfulfilled desires _ Feelcold easi[\xj _ Muscular tired / weak

__ Visual Problems / Hoaters __Coldhands / feet _ Bruise casi]g

__ Blurred vision / poor nigl'ﬂ: vision _ Nigl'lt sweats / hot F|us|1ing __ Unusual b]cecling (stool, nose, etc)

__Red/ Dry / l’tchy eyes _ Lowsexdrive __Badbreath

__ Headaches / Migraines _ Higl’] sex drive __ Poor aPPetite

__ Dizziness __ Loss of head hair ___Increased aPPcti’ce

_ Fee]ing of |umP in throat ___Hearing Problems ___Crave sweets

_ Muscle twitc]'ling/ spasm __ Crave salty food ___Poor digestion

_Neck / shoulder tension __ Fear ___Nausea / vomiting,

__ Brittle nails __ Poor |or1g term memory _ B|oating/gas

_ Sighing _ Ankle swe”ing __ Hemorrhoids

___ Sensation or Pain under rib cage ___ Tinnitus _ Constipa’cion

___PMS Fei ___Loose stool

__ Genital itching/ Pain / rashes __Dry cougl'] _ Alternate cor\s’tipation /loose

Xin _ Cougl'l with Pl'vlegm __ Abdominal Pain

_ Pa{Pitations _ Nasal discharge / cIriP ___Intestinal Pain / cramPing

_ Chest Pain / tiglﬂtness ___ Sinus infection / congestion __ Heartburn

___Insomnia / SlecP Problems . l’tchy / Paingul throat __ Pensive / over~t|'winl<ing

_ Restless/ easi]g agitatec] __Dry mouth / throat / nose . Ovcrweig}wt

__ Vivid dreams __ Skinrashes / hives __Toggy mind

_ Lack onog inlife ___Snoring __ Yeastinfection

_ Forgetfjul ___ Grief / sadness ___ Aversion to cold

__Aversionto heat _ Shortness of breath . Cold nose

___ Bitter taste in mouth _ Allcrgjes / asthma __Increased Thirst

_ Tonguc / mouth ulcers / cankers _ Weak immune sgstcm _ Prefer Warm / Cold drinks
__ Alternate fever / chills _ Sweat easi!y

List your main health concerns in order of 1. 2.

imPortance to you: 3.

On a scale of 1-10, how would you rate your clailg energy level (10 How Many times in your life have you taken Antibiotics (aPProx. #)7

beir\g best)? How many times have you taken oral steroids?

What is your occuPation?

Do you crjoy work? How many hours per week do you work?

Is 9ourjob stressful? What are your duties? Please describe in gencral what you eat, and what do you crave?
(sweet, SPfCH, sa[tg, organic, whcat, dairg, meat, veggjes, fruit, pasta,
sandwiches, soups, etc.)

Are your bowel movements rcgular? How many times per

clag/weck? Are theﬂ Formec!, ]oosc, cor\stiPatcd, ordo theg
alternate from loose to difficult to Pass?

Do you have trouble Fa”ing aslccp? Are you a Iight slcePer’? How
many hours per night? Do you have vivid dreams? if 50, what are theﬂ
Do you cxPcricnce urinary Frcclucncy, urgency, burning clribb[ing, about? Wake and have c!i\clcicu[tg Fa”ir\g back to slccp?

retention?

What co[or/shaclc of yc”ow is 1?7

Do you have a historg of urinary tract infections?
lggou were asked to describe yourschC from an emotional standpoir\t,

what would you say (.e. irritab[c, worrier, anxious, sad, imPaticnt,

How many glasscs of water do you drink ina dag? strcssed, etc.)?



MUSCLE ELEMENTS

#270, 2899 Broadmoor Blvd,. Sherwood Park AB, T8HI1BS
Phone: 7804101100  Fax: 780.410.1186  Website: www.MuscleElements.ca

Patient Information and Consent Form

Please read this information carc)[u/{g, and ask your Pracf/’tioncr ifthere is anyth/hg that you do not understand.

while acupuncture, Chinese Medicine and other treatments Proviclcci bﬂ this clinic have proven to be ]’iigh]g effective in correcting conditions and
maintaining overall weii-bcing, Practitioriers are requircci to advise Patients that there may be some risks. Aiti‘xougi’i Practitioriers cannot
anticiPate all the Possib]c risks and comPiicatioris that may arise with each individual case, you should be aware that the to”owing side effects

can occur. f there are Particuiar risks that aPPlﬂ in your case, your Practitioner will discuss these with you.

What are the Possibic side effects of acuPuncturc?

. Drowsiness can occur in a small number of Paticrits, and if affected, you are advised not to drive;

. Minor Hceciirig or bruising can occur from acupuncture;

. In less than 3% of Paticrits, sHmPtoms may become worse before ttvcy imProvc fori-2 days to“owirigtrcatmerit. Thisis usua”g a goocJ
. sigri. Please advise your acuPuricturist if worscnirig of SHmPtoms continues for more than 2 ciags;

. Fainting can occur in certain Paticrits, Particular]y at the first treatment;

What are the Possibic side effects of Chinese Medicine and other treatments Proviclcd at this clinic?
. Bruising (ooks like a circular hicl«:y) is a common side effect of cuPPing;
. The herbs and nutritional suPPiemcnts from Plarit, animal and mineral sources that have been recommended are traciitiona“y

. considered safe in the Practicc of Chinese Medicine, ait]’iougti some may be toxic in iargc doses or inaPProPriatc &uring pregnancy.

Is there angthing your practitioner needs to know?
Apart from the usual medical details, it is imPortant that you let your Practitioncr know:

. !tgou have ever cxpcrienceci a tit, taint, or other odd detached sensations;

. !tgou have a Paccmai«:r orany other electrical implants;

. !tgou are Prcgriarit;

. !tgou have a b]ccding disorder;

. !tgou are takirig anti-coagu]ants (blood thinners) or any other mc&ication;

. !tgou have ciamagcci heart valves or have any other Particuiar risk of infection.

Statement of Consent

I confirm that | have read and understood the above iritormatiori, and I consent to ]'iavingtrcatmcnts and Proccdures from this clinic. 1 have read the
Possib]c risks of treatment outlined above, but do not expect the Practitioricr to be able to ariticipatc and cxpiain all Possit)]c risks and comP]ications of
treatment. | also understand that | can refuse treatment at any time.

I wish to rciy onmy Practitioner to cxercisejucigmerit &uringthc course of treatment which, based upon the facts then known, is in my best

interests. | understand the Practitiorier may review my medical records and lab reports, but all my records will be l(cPt confidential and will not be

released without my written consent.

By voiuntariiﬂ signing below 1 show that | have read this consent to treatment, have been told about the risks and benefits of treatments Providc& by this
clinic, and have had an oPPortunitH to ask qucstions. lintend this consent form to cover the entire course of treatment for my present condition and

further conditions for which I seek treatment.

Privacy Poiicg

The information received and collected about our c[icnts/Patients from their visit to Muscle Elements is strict]g Private and confidential. it is used and
viewed orii9 bﬂ the healthcare Protcssionais and staff cmfﬂogc& bg Muscle Elements, unless, in the best interest of the c]icrit/Patierit, a Practitiorier
determines that there is a need to communicate with another person or healthcare Protcssioriai outside of Muscle Elements (aiso, Muscle Elements will
not givc, sl’iarc, sei], or transfer any Pcrsonal information to a third Partg unless rcquirccl bﬂ law). Under absolute]g no circumstances would this
communication ]’iaPPcn without the signcci consent of the clicnt/Paticrit. The c[icrit/Paticnt information will be stored both in &igitai and hard copy
format on Muscle Elements Prcmiscs. On occasion, Muscle Elements may use client/Paticnt information to conduct clinical studies to I'ieiP us imProvc

upon services Provicicci,

Print name in full (Print name of rcPrcscritativc if rePrcscritcci bﬂ another)
Signature (Signature of RcPrcscntativc)
Date



MUSCLE ELEMENTS

#270, 2899 Broadmoor B]vd,. Sherwood Park AB, T8HI1B5
Phone: 7804101100  Fax: 780.410.1186  Website: www.MuscleElements.ca

APPointment Policg

Welcome to Muscle Elements. We are clelightecl to have youasa Patient and look forward to Proviclinggou with the

l’aig[’res’c qualitg care. In order to oPtimize your relationship with us, Please take a minute to read our aPPointment Policg.

Many of our clients are Pleasecl to find out that we are usua”g ontime. This is because a treatment room has been
reserved for you, whereas most medical offices overbook bg aPPointing several Patients at the same time. That kind

of scheduling Provic{es the Prac’citioner with a s’cea&g fow of Patients but does not respect the Patient’s time.

Occasiona”g, thereisa Problem with Patients who are not used to staying on schedule themselves. With that in mimi if

you are going to be more than 15 minutes late, Please call to confirm availability.

A 24 hour notice for cancelled or rescheduled aPPointments is necessary in order to avoid a cancellation fee of
$40.

This allows us time to schedule another Patient that would also benefit from treatment. This aPPointment Policy allows

us to develop a mutual consideration and resPect for our time and yours.

Any qucstions rcgarcling my aPPointmcnts have been addressed.
I have read this statement and Fu”g understand it.

Print Name Date

Signa’cure



MUSCLE ELEMENTS

#270, 2899 Broadmoor B]vd,. Sherwood Park AB, T8HI1B5
Phone: 780.410.1100  Fax: 780.410.1186  Website: www.MuscleElements.ca

Patient Information Release Requcst Form

I (Please Print name) give full consent so that Muscle Elements

may consult Freelg with other Physicians and healthcare ProFessionals (of which whose care 1 am under) regarding any
of my medical treatments or relevant information. This could include the exchange of both verbal and written

communications (inclu&ing lab work).

(to be filled out bg your Muscle Elements Practitioncr)

The Fo”owing is an authorization to Provide Muscle Elements with the {:o”owing information:
o Allrecent lab work results
o All medical records
o All semen tests
o Other:

lam eighteen HCaTS O‘F age or olcler:

o Yes
o No
Client/Patient Signature: Date:

Signa’cure of Parent or guardian Gif aPPIicable):

Thank~5ou for your Prompt attention to this rec]uest. Please send information }35 fax 780.410.1186. hcgou have any

questions, Please feel free to contact us.

Muscle Elements

Massage Therapg Inc.




