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General Information 
Please note that all information is strictly confidential. Please complete as accurately as possible. 

 
 
Patient Name: _____________________________________    Today’s Date: __________________ 
 
 
Gender (circle):   Male  /  Female             Date of Birth: _______/_______/_________    Age: _____ 
 
Phone (H/C) (________)_______-__________   Phone (W/C) (________)________-_________  
 
E-mail:  __________________________________ 
 
 
How would you like your appointment reminders? Please circle all that apply: e-mail / call / text 
 
 
Home/Mailing Address: ______________________________________________ Unit No. _______ 
 
City ________________________________     State _______________     Zip ________________ 
 
 
How did you hear about us? Google search /  Yelp / Friend / Physician /  _____________________ 
 
 
Emergency Information. Please indicate who to notify in case of an emergency. 
 
Name _________________________________        Relationship ___________________________ 
 
Phone (H/C) (_______)_________-__________  Phone (W/C) (_______)_________-_________ 
 
 
 
 

 
 
 
Insurance Information 
 
Insurance _____________________  ID# ___________________S.S. # _______-_______-______  
 
Are you the policy holder?  Y / N       If not, policy holder’s name: _____________________________ 
 
Your date of birth: _______/______/________    Subscriber’s date of birth:  _______/_____/_______ 

 



 
 

NYC Tranquility Base Acupuncture, PLLC 
Prisca Chen, LAc, Dipl OM, FABORM.   |   118 E 37th St, Ground Floor | New York, NY 10016   |  917.893.2871 

prisca@tranquilityacu.com    |    www.tranquilityacu.com 
 

Please note that all information is strictly confidential. Please complete as accurately as possible. 
 

 
What is the reason for your visit? Please indicate how long you’ve had the condition(s). 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
Other Health Concern(s). Please indicate how long you’ve had the condition(s). 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
What treatments have you received? 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
Hospitalizations & Surgeries (in last 3 years) Date 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
Current Medications Dosage 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 

 
________________________________________________________________________________ 
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Health History 
Please check if you have had (in the past three months): 
 
General 
[] Anemia     [] Poor Sleep [] Tremors 
[] Fatigue     [] Localized Weakness [] Poor Balance 
[] Appetite changes     [] Bleed or Bruise Easily [] Fever 
[] Peculiar Tastes or Smells     [] Weight Changes  [] Frequent colds 
 
Skin and Hair 
[] Rashes     [] Warts [] Eczema  
[] Acne     [] Loss of Hair [] Dandruff  
[] Psoriasis     [] Dry skin [] Other _______ 
 
Head, Eyes, Ears, Nose and Throat 
[] Dizziness/Vertigo    [] History of concussions [] Migraines 
[] Frequent Headaches    [] Blurry/poor vision [] Night Blindness 
[] Ringing in ears    [] Earaches [] Poor Hearing  
[] Seeing spots    [] Grinding Teeth [] Sinus problems   
 
Cardiovascular 
[] High Blood Pressure    [] Coronary Heart Disease [] Cold hands/feet 
[] Low Blood Pressure    [] Irregular heartbeat [] Palpitations 
[] Varicose Veins    [] Swelling of Hands/Feet [] Blood Clots  

 
Respiratory 
[] Chronic cough    [] Coughing Blood [] COPD  
[] Production of Phlegm    [] Difficulty breathing lying down [] Asthma  
 
Gastrointestinal 
[] Nausea/vomiting    [] Diarrhea/loose stools [] Constipation 
[] Gas/bloating     [] Rectal Pain [] Hemorrhoids 
[] Acid Reflux    [] Frequent ulcers  [] Crohn’s disease 
 
Genitourinary 
[] Frequent Urination    [] Kidney Infections / Stones [] Prostatitis 
[] Painful urination    [] Incontinence 
 
Pregnancy and Gynecology 
[  ] Number of Pregnancies      [  ] Age at 1st Menstruation [] Heavy/light flow 
[  ] Number of Live Births         ____ Time between Menstruation [] Vaginal Sores 
[] Use of Birth Control    ____ Duration of Menstruation [] Discharge 
[] Hot Flash/Night Sweats    ____ First Date of Last Menstruation [] Breast Lumps  
[] Irregular Periods    [] Cramps [] Ovarian Cysts 
[] Clots    [] Endometriosis [] Uterine Fibroids  
 
Neuropsychological 
[] Seizures     [] Numbness/tingling [] Poor balance  
[] Poor Memory    [] Depression [] Anxiety  
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Musculoskeletal 
[] General Muscle Pains 
[] Muscle Weakness 
[] Neck Pain 
[] Shoulder Pain 
[] Hand/Wrist Pain  
[] Back Pain 
[] Hip Pain 
[] Knee Pain  
[] Foot/Ankle Pain 
[] Other: ____________________________

 
Please mark on the figures to the right 
the location of any pain and/or injury. 
 
 
 
Are you allergic to any of the following? If yes, please specify) 
 

(   ) Medicine _________________________________________ 
(   ) Foods ___________________________________________ 
(   ) Herbs ___________________________________________ 
(   ) Oils  ____________________________________________ 

 
Social History 
 

   No   Yes      When Started      When Stopped        Amount 
Coffee   ___   ___   ___________       ____________        __________ 
Tea   ___   ___   ___________       ____________        __________  
Alcohol    ___   ___   ___________       ____________        __________ 
Tobacco   ___   ___   ___________       ____________        __________  
Other   ___   ___   ___________       ____________        __________ 
 
 
Family History (please include the relation) 
 
[] Migraines [] Stroke  
[] Heart Disease [] High Blood Pressure  
[] Allergies [] Mental Illness  
[] Asthma [] Gallstones  
[] Arthritis [] Cancer  
[] Diabetes [] Thyroid Disease 
[] Glaucoma [] Epilepsy  
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INFORMED CONSENT 
 
I (or the patient named below, for whom I am legally responsible) hereby request and consent to the administration of 
acupuncture treatments and other Chinese Medicine procedures. I understand that methods of treatment may 
include, but are not limited to, acupuncture, moxibustion, cupping & gua sha, electrical stimulation, breathing 
techniques, Tui-Na therapeutic massage, herbal medicine, and nutritional counseling. 
 
I have been informed that acupuncture is a safe method of treatment, but that it may have side effects,including 
bruising, numbness or tingling near the needling sites that may last a few days, and dizziness or fainting. I 
understand that I should be well-hydrated and have eaten something before a treatment to minimize the risk of 
dizziness or fainting. I should not make significant movements while the needles are being inserted, retained, or 
removed. Bruising is a common side effect of cupping and gua sha. Unusual risks of acupuncture include 
spontaneous miscarriage, nerve damage, and organ puncture, including lung puncture (pneumothorax). Burns and/or 
scarring are a potential risk of heat therapy and moxibustion. I understand that while this document describes the 
major risks of treatment, other side effects and risks may occur. 
 
The herbs and nutritional supplements (which are from plant, mineral, and animal 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 
understand that the herbs need to be consumed according to the instructions provided orally and in writing. I 
understand that some herbs may have an unpleasant taste or smell. I will immediately notify the acupuncturist of any 
unanticipated or unpleasant effects associated with the consumption of the herbs. I will notify the acupuncturist 
that is caring for me if I am or become pregnant. 
 
I do not expect the acupuncturist to be able to anticipate and explain all possible risks and complications of treatment, 
and I wish to rely on the acupuncturist to exercise judgment during the course of treatment which the acupuncturist 
thinks at the time, based upon the facts then known, is in my best interest. I understand that results are not 
guaranteed. 
 
By voluntarily signing below, I show that I have read, or have had read to me, this 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. 
 
 
X___________________________________                         X__________________________________ 
 Signature of Patient (or Representative)          Signature of Acupuncturist 
 
_____________________________________                         ___________Prisca Chen, L.Ac._________  
Print Name of Patient (or Representative)     Acupuncturist Name 
 
_____________________________________                         ___________________________________ 
Print Name of Patient (if signed by representative)                                       Date signed 
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NO-SHOW/LATE CANCELLATION POLICY 

 
This policy has been established to help me serve you better. 

 
It is necessary for me to make appointments in order to see my patients as efficiently as possible. 
No-shows and late-cancellations cause problems that impact my practice. When an appointment is made 
and not kept, it takes an available time slot away from another patient. No-shows and late-cancellations 
delay the delivery of care to other patients, some who are quite ill. 

 
A “no-show” is missing a scheduled appointment or cancelling on the day of the appointment. 

 
A “late cancellation” is cancelling within 24 hours of a scheduled appointment. 

 
I understand that situations such as medical emergencies occasionally arise when an appointment cannot 
be kept and adequate notice is not possible. These situations will be considered on a case-by-case basis. 

 
A charge of $80.00 may be assessed for each late-cancellation of an appointment. A charge of $130 may 
be assessed for each no-show. Please understand that insurance companies consider this charge to be 
entirely the patient’s responsibility. 

 
 

 
_____________________________________                         ___________________________________ 
Signature of Patient              Date signed 
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FINANCIAL AGREEMENT - HEALTH INSURANCE 
 
In order to familiarize you with the financial policy of this office, NYC Tranquility Base Acupuncture, 
PLLC, we would like to explain how your medical bills will be handled. 
 
Explanation of Insurance Coverage: 
Many insurance policies do cover acupuncture care but this office makes no representation that yours 
does. Insurance policies may vary greatly in terms of deductible and percentage of coverage for 
acupuncture care. Because of the variance from one insurance policy to another, we require that you, the 
patient, be personally responsible for the payment of your deductibles, as well as any unpaid balances in 
this office. We will do our best to verify your insurance coverage, and will bill your insurance in a timely 
manner. 
 
Payment Arrangements 
We require that you pay 100% of your charges on an “at time of service” basis. Any unpaid balances will 
be considered past due after 30 days from the date of service or receipt of the bill. 
 
If you have a specific contracted amount for copayment that amount is due on each visit. Your 
copay/coinsurance is  $______ each visit. Your full portion of the bill is expected to be when payment is 
received from your insurance carrier. 
 
Assignment of Benefits 
By signing this form you are authorizing payment of medical benefits will be made directly to this office. If 
your insurance carrier sends payment to you for services incurred in this office, you agree to send or bring 
those payments to this office upon receipt. However if you pay for your visits in full the assignment will not 
be reported by this provider and any payment will be sent directly to you. 
 
Release of Information 
By signing this form you are also authorizing this office upon request from your insurance carrier the 
release of any medical or other information necessary to process the claim. You also acknowledge and 
request payment of government benefits either to myself or to the party who accepts assignment, namely 
this office. 
  
Voluntary Termination of Care 
If you suspend or terminate your care at any time, your portion of all charges for professional services is 
immediately due and payable to this office.  All services rendered by this office are charged directly to 
you, and you ultimately will be personally responsible for payment regardless of your insurance coverage. 
 
We hope this answers any questions you might have concerning the financial policy of this office. Once 
again we welcome your to our office, and will be glad to answer any further questions that you might 
have. 
 
I have read and agree to the above. 
 
 
____________________________________________                                          __________________ 
Signature of Patient Date 
 


