Light of Heart Acupuncture and Herbs Inc.

PATIENT REGISTRATION FORM 5 A EEAZRlIFE

To help us provide you with the best possible care, please fill out this form as accurately as possible. All the information will be kept confidential.

Name (Last, First, Middle)#tk$4: SSN #2755 (optional):

Date of Birth &= H: Ve Gender 14H: [ ] Male 58 [ ] Female %  Marriage #&4H: [ | Married E.4& [ ] Single R4

Address {F4:

City Ik i: State J|J: Zip Code & I55k:

Home phone {15 & iE: ( ) Cell phone - EEEE: ( )

Email BENSFE: Employer /3 E]: Occupation BEE:
Emergency Contact %% A : Phone # ZEEE:

Primary Care Physician Z28Z(optional): PCP phone # ZZB2EE=E(optional):

Insurance Company {2\ E]: Subscriber Name {5 A

Subscriber Date of Birth {&f@ A4 H: e ya Policy / ID# {5 A SRHE: Group #:
Relationship to the patient ¥ AJ&frbs ARY ? @ []Self {&f AAE []Spouse FCf# [ Children /[Nf% [ |Other
2" Health Plan 55 _{ff5 /5 Subscriber Name {25 A

Subscriber Date of Birth {&f@ A4 H: e ya Policy / ID# {5 A SRHE: Group #:

Relationship to the patient ¥ AJ&frbs ARY ? @ []Self {&f AAE []Spouse FCf# [ Children /[Nf% [ |Other

Are you willing to receive promotions and news letter from us? &7 FE = UL B2 YR T DU ESNEA? [ Yes [INo
How do you know about us {¢{a[EE-HIAZHT :
Please describe your current health problem(s) KZJHEA -
How and when it began [588 E-{a[% & 4110 B4G :
How often are your symptoms present? FERSE{ERYSES 1 [ ]Constantly [ JFrequently [ Jintermittently [ ]Occasionally

Can you perform your daily activity? EEHEHE/ER - [ IYes, all activities [ JSome activities [ |Not at all
Are you currently under the care of a physician? 5 & HAEE4IE : [ INo [ ]Yes, doctor’s name:

What treatment have you been taking for above condition(s) 1FfEEZHYEA G -
[ ] Medications [_] Injections [ ] Physical Therapy [ ] Chiropractic

Surgeries Fflif : When Why
When Why

Are you using any prescriptions or herbal medicines? H Fij1F1EIR FHAVEEY) -

Medical Devices IFfT{H FHAVESE{#EES 1 [ | Pace Maker #£32% [ ] Internal Hardware #2A {85 [ ] Others

Allergies AT HBUASYIE:
[ ] Foods

[ ] Environment [ ] Medications

| certify the above information is complete and accurate to the best of my knowledge. | agree o notify this provider immediately whenever | have changes in my health condition.

Patient Signature: Date:

Or Patient Representative Indicate relationship if signing for Patient




