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New Patient Intake

Patient Name Date

This is a confidential questionnaire that will help us to determine the optimal 
treatment plan specific to your needs. If you have any questions or concerns, 

please do not hesitate to ask us. Thank you. 

 General Information�

 Insurance Information�

 Focus�

Address City State

Home Phone Occupation Zip

Work Phone Mobile Phone SS# Date of Birth

Email Address

We value your privacy and from time to time we send out email, text and mail 
communication updates, some may be very important and timely, would you like to receive:

    

Emails           Yes         No  
Texts             Yes         No 
Mail               Yes         No

Emergency Contact Relationship Phone

Have you had Acupuncture or Oriental medicine before?    Yes    No Family Physician Phone

What was your experience?   Very good   Good   No change   Married    Partner    Divorced    Widowed    Single

Are you presently under a doctor’s care?    Yes    No      Who and what for?

Are there any other therapies which you are involved in?    Yes     No    Who and what for?

Insurance Company Phone Date Called

ID # Co-Pay $ Covered %

Visit # Deductible Amount

Contact Name Referral    Yes    No

What is the primary reason for seeking care at our office?

What was the initial cause?

When did it begin?

What makes it worse?

What makes it better?

How does this problem interfere with your daily activities?   Work
  Sleep
  Walking
  Sitting

  Standing
  Emotional
  Relationships
  Social Life

  Sexually
  Recreation
  Bending
  Stretching

  Other

What have you done about this?

Are you interested in:   Pain Relief
  Preventative Care
  Oriental Nutrition

  Holistic Health
  Stretching/Yoga 
  Maintenance Care

  Stress Relief
  Herbal Therapy 

  Other

What are your health goals?

List any past or future surgeries:

List any significant trauma & when it occurred
(e.g. auto accident, falls, emotional, sexual, etc.):

List exercise and sport activities you  
have been or are currently involved in:
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Consent for Purposes of Treatment, Payment and Health Care Operation 

 
I consent to the use or disclosure of my identifiable health information by New York Sports 
Acupuncture P.C. (hereafter noted as NYSA) for the purposes of diagnosis or providing treatment 
to, obtaining payment for my health care bills or to conduct health care operations. I understand 
that diagnosis or treatment of me at Balance may be conditioned upon my consent as evidenced 
by my signature on this document. 
 
I understand I have the right to request a restriction as to how my identifiable health information is 
used or disclosed to carry out treatment, payment or health care operations of the practice.  NYSA 
is not required to agree to the restrictions that I may request. However, if NYSA agrees to a 
restriction that I request, the restriction is binding upon NYSA. 
 
I have the right to revoke this consent, in writing, at any time except to the extent that Balance has 
taken action in reliance on this consent. 
 
My identifiable health information means health information, including my demographic 
information, collected from me and created or received by my practitioner, another health care 
provider, a health plan, my employer or a health care clearinghouse. This identifiable health 
information relates to my past, present or future physical or mental health or condition and 
identifies me, or there is a reasonable basis to believe the information may identify me. 
 
I understand I have the right to review NYSA’s Notice of Privacy Practices prior to signing this 
document. The Notice of Privacy Practices describes the types of uses and disclosures of my 
identifiable health information that will occur in my treatment, payment of my bills or in the 
performance of health care operations of NYSA. The Notice of Privacy Practices is also provided at 
the front desk and on the organization’s web site at 
https://www.newyorksportsacupuncture.com/patient-forms/. This Notice of Privacy Practices also 
describes my rights and the duties of my practitioners and NYSA with respect to my identifiable 
health information. 
 
NYSA reserves the right to change information contained in the Notice of Privacy Practices at any 
time. I may obtain a revised Notice of Privacy Practices by accessing the website or requesting the 
most current notice during any office visit. 
 
____________________________________  _________________ 
Signature of Patient or Authorized Representative    Date 

 
 
_____________________________________________________________ 
Printed Name and Relationship 
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CONSENT TO THE USE AND DISCLOSURE OF HEALTH INFORMATION 

FOR TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS 
 
NAME ________________________________________________________ 
BIRTHDATE ___________________ SOCIAL SECURITY # ____________ 
 
I understand that as part of my healthcare, this organization originates and maintains 
health records describing my health history, symptoms, examination and test results, 
diagnoses, treatment and any plans for future care of treatment. 
 
I understand that this information serves as: 
 A basis for planning my care and treatment. 
 A means of communication among the many healthcare professionals who 

contribute to my care. 
 A source of information for applying my diagnosis and surgical information to my bill. 
 A means by which a third-party payer can verify that services billed were actually 

provided. 
 A tool for routine healthcare operations such as assessing care quality and reviewing 

the competence of healthcare professionals. 
 
I understand that I have the right: 
 To object to the use of my health information for directory purposes. 
 To request restrictions as to how my health information may be used or disclosed to 

carry out treatment, payment or healthcare operations – and that the organization is 
not required to agree to the restrictions requested. 

 To revoke this consent in writing, except to the extent that the organization has 
already taken action in reliance thereupon. 

 
I request the following restrictions to the use of disclosure of my health 
information: 
 
 
 
Patient: 
X_____________________________ _______  ________________________ 
Patient Signature or Legal Representative   Date  Witness Signature 
 
Office Use Only: 
 _________  __________ ________________________ Accepted ٱ
 Denied  Signature          Title      Date ٱ




