CATHY THOMASON, MAOM, LIC.AC.
GREAT WAY WELLNESS CENTER
278 ELM ST., STE. 227
SOMERVILLE, MA 02144
617-852-0690

Health History Questionnaire Date:

Plea® help meprovide you with a complete evaluation by taking the timeto fill out this quegionnaire carefully.
This documert is part of your confidertial medcal record. If anything is unclea, pleag ak. Thoughtful
consideraion of your arswerswill help me better address your unique heath makeup.

Name (First & Last) Home Phone Cédll or Work Phone
Street Address City State/Zip
Date of Birth Age Height Weight Marital Status

Occupdion Emergency Contact with phonenumber

Family Physcian Physcian Phonenumber

How did you hear aboutus? E-mail (for clinic use onlyN will not be shared)

Have you been treated by acupundure or Chinese herbd medicine before? Yes No

Main problem(s) youwould like hdp with:

How longago did this problem begin? Please be specific:

Have you been given adiagnoss for this problem? If so, wha?

How much does this problem interfere with daly actvities like work, sleep, recreation gtc.?

What kindsof treatment have youtried?

Past medical history Circle all that are applicable and please include dates:

Cancer Diabetes Hepditis High Blood Pressure Heart Disease Rheumatic Fever
Thyroid Disease Seizures Veneread Disease H.ILV.

Other (Pleaselist)

Surgeries, hogitalizations significant trauma (auto accidents, falls, etc.)? Please indudedates.

Allergies (drugs chemicals, food9

Family Medical History
Diabetes Carce High Blood Pressure Heart Disease Stroke Sekzures
Asthma Allerges Cther:




Medicines, herbsand vitaminstaken in past 2 months(please indudedose if applicable):

Do you have aregular excercise program? If yes, please describe

Have you ever been onarestricted diet? If yes, wha kind?Why?

Do you smoke? If yes, how much and howlong?

How many caffeinated beverages do youdrink per week?

How much water doyou drink per day? How much acoholdo youdrink?

Please circle if you have had any of thefollowingin the past 3 months

General:

Fewers Paoor sleepng Faigue

Sweateadly Chills Night Sweas

Bleedor bruise easly Strong thirst (hot or cold drinks?) Cravings

Pecudiartagesor smells Weight loss Changein appetite
Suddenenergy drop Weight gain

Skin and Hair:

Rases Ulceraions Hives

Itching Eczema Pimples

Dardruff Loss of hair Recent moles

Change in hair or skin texture Any other hair or skin problems?

Head, Neck, Eyes, Ears, Nose, and Throat:

Dizzines Concussions Migraine
GlassedContactlerses Eye strain Eye pain

Paoor vision Night blindness Calor blindness

Cataracs Blurry vision Earaches

Ringing in ears Poor hearing Spotsin front of eyedfloaters
Sinus problems Nose bleeds Recurent sore throats
Grinding teeh Facil pain Sareson lips or tongue
Teeth problems Jaw clicks Headaches(where?wher?)

Any other heador neck problems?




Patient Name Date:
Cardiovascular:

High blood pressure Low blood pressure Ched pain
Irregular heatbeat Diffi culty in breahing Fainting

Cald hards or feet Swelling of hands Swelling of feet
Blood clots Paemaler (date implanted)
Respiratory:
Coughing Coughing blood Asthma
Bronchitis Preumonia Pan with breathing
Diffi culty inhaling/exhaling Praduction of phlegm

Whatcolor?
Any other lung problems?
Gastrointestinal:
Nausea Vomiting Diarrhea
Constipation Gas Belching
Blackstools Blood in stools Indigedion
Badbreah Recal pain Hemorrhoids

Abdominal pain or cramps

Chronic laxative use

Any other problemswith your stomachor integines?

Genito-Urinary:
Pan whenurinating

Urgercy to urinate
Decreasin urine flow
Strong odor to urine

Do you wake up to urinate?
How often?

Frequert urination

Unabdeto hold urine
Impotence

Cloudy urine

Any particular color to your urine?

Any other problemswith your gerital or urinary systen'?

Blood in urine

Kidney stones

Saeson genitals




OB/GYN

# of Preqrarcies

# of Abortions

Date of Lad PAP smear

Irregular periods
Period betweenmerses

Bread lumps

# of Live births
# of Premature births

Duration of merses
Panful periods
Vagnal discharge

Age of meropause onset

Changesin body/psyche prior to merstruation

Areyou currertly pregnant?

Yes No

Do you practicebirth control? What type ard for how long?

# of Miscariages
Age of first menses

Length of cycle
Heawy or Light flow?
Clotsin merses

Vagnal sores

Areyou trying to get pregnant? Yes No

Musculoskeletal:

Neck pain Muscle pain Knee pain

Back pain: Upper? Lower? Muscle wealknhess Foot/arkle pains
Hand/wrist pain Shoulder pain Hip pain

Any other joint or bone problems?

Neuropsychological:

Seizures Dizzines Loss of balance

Areasof numbness
Concussion

Badtemper

Lack of coordination
Depression

Eadly suscepibleto stress

Have you ever beentreatd for emational problems? Plea list:

Have you ever consideredor attempedsuicide?

Any other neurological or psychological problems?

Poor memory

Anxiety

Plea® decribe any otherissuesyou would like to discuss:




My goal with each patient is to form a partnership in health, working together to create the best possible
health. Please feel free to share any questions or concerns you have about your health or the treatments.

Please wear loose, comfortable clothing to your treatments. I might ask you to bring shorts or tank tops,
depending on what area I will treat.

It is important that you eat regular meals on the day of your treatment. However, you should not overeat
right before a treatment, nor should you consume alcohol or other intoxicants as these will affect the
efficacy of the treatment.

When possible, please do not plan any strenuous or stressful activities for at least 2 hours after a
treatment.

Below is a list of my policies and procedures regarding scheduling and keeping appointments, and my
fee schedule. Please review and sign at the bottom, indicating that you understand my policies.

I, understand that:
Name

¥ Appointments must be canceled 24 hours in advance.

¥ Failure to show up for a scheduled appointment will result in a bill for 1/2 of the cost of the
scheduled treatment.

¥ Arriving late will result in a shorter appointment, so it is in my best interest to arrive on time for
every appointment.

I also agree to the following fees for services provided:

$80 for the initial 1 1/2 hour visit, which includes an extensive intake and acupuncture treatment
$65 for a 1 hour acupuncture treatment (when requested, herbal consult included*)
$50 for an herbal consult*
* The cost for the herbs prescribed is separate from the consult, and varies depending on the
prescribed remedy.
All fees are due at the time of service.

I have read and understood the scheduling policies, and agree to pay the fees, as listed, at the time of
service.

Signature Date



l, undestand tha:

Acupundure occasiondly produaees small bruises, which are generally not panful and will clear upin
thetime it nomally takes for your bruises to go away.

In additionto needles, Cathy occasiondly will use an herb called moxa or mugwort (Artemesia
Vulgaris). Moxaisused in several forms. abdl placed onthe handle of the needle, a coneor thread
placed directly ontheskin or onahesat trander medium like ginger or salt, or as a moxapole waived
over paticular areas. Usudly, the patient will experience a pleasant warming experience, but this
procedure carries asmall risk of abum.

Gua Sha, a special massage techniqueinvolving a Chinese soup spoonor flat GuaShatool. GuaSha
leaves the skin with ared, bruised appearance. This discolorationis usudly not panful and disappears
in1to5days.

Suction cupsare often used to relieve panful muscle tightness. They leave discoloration similar to Gua
Sha

Electrical stimulationisoccasiondly used to enhance the effects of thetreatment. A small nine-volt
battery powered machine produces a gentle current at certain inserted needles, produdngaslight
vibration or tapping sensation. Thelevel of intengty is aways adjuged to the paient@ comfort level.

You have theright to decline any typeof treatment, paticularly if you have had an adversereactionto it
in the past.

Youmightfeel lightheaded after atreatment. Please take thetimeto rest in our waiting area before
venturing outto your car.
| also acknowledgethat | have received Cathy Thomason® Notice of Information Practices.

| have read and undestood this doaument, and conent to receive acupundure treatments:

Print Name

Signdure Date:




Notice of Information Practices

This notice describes how medical information aboutyou may be used and disclosed and how you can
get access to thisinformation. Please review it carefully.

Understanding your acupuncture health record information

Each time you visit this clinic, arecord is made of your visit. Typically this record containsyour health
history, current symptoms, examination results, Oriental medicine diagnoss, and treatment plans This
information serves as.

¥
¥

¥

abasisfor planning your care and treatment

ameansof communicating amongdifferent care providers (for example, acupundurists,
chiropractors, massagetherapists, family physcians etc.)

alegd doaument describing the care you received, written in aformat appropriate to acupundure
and Chinese herbd medicine

Your rights under the Federal Privacy Standard
Althoughyour hedlth record is the physcal propaty of Cathy Thomason, Lic.Ac., you have certain
rights with regard to theinformation contained therein. Y ou have thefollowing rights:

¥
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To request restrictionson the use and disclosure of your health information for treatment, payment,
and hedlth care opeaations Health care operations consst of activities necessary to carry outthe
opeaationsof this clinic such as qudity assurance and peer review. Thisrightdoes notindudethos
required by law (for example, mandaory reporting of communicable diseases like tuberculoss).

To ask usto communicate with you by aternaive meansand, if themethod is reasonable, we mug
grant therequest.

To receive and keep a copy of this notice of information practices. If youdo request a copy, thelaw
requires usto ask youto acknowledgereceipt of your copy.

To ingect and copy your health information uponrequest. We reserve therightto chagea
reasonable, cos-based fee for making copies.

To request a correction of your hedlth information, unless we did not create therecord or if the
record is accurate and complete.

To obtain an accouning of nonoutineuses or disclosures.

To revoke authorization to use or disclose your hedlth information at any time.



With the regulatory consent granted by the Health and Human Services Department we may use
or disclose your health information, payment, and operations. For example:

¥ Thisclinic can use your persond heslth information to diagnos, plan, and implement the best
course of treatment for you.

¥ Thisclinic may aso use your hedth information to receive payment from athird-party payer, if
applicable and appropriate (for example, WorkersOCompensation).

Examples of uses and disclosures of your personal health information other than for treatment,
payment, and operation:

¥ Theacupundurist may discuss or present your hedth information in a peer-discussion groupfor
review and treatment suggestions All persond information will bewithhdd or obscured; only
paticularsrelated to your health and case will bediscussed.

¥ Thisclinic may disclose information to researchers when ther research has been approved by an
Inditutiond Review Board that has reviewd theresearch proposl and established protocols to
enaure the privacy of your health information.

¥ If thisclinic uses your persond hedlth information for other purposes, you will beinformed and
asked your pemission in writing. Y ou may revokeyour consent for authorization at any time.

This clinic’s responsibility under the Federal Privacy Standard
In additionto providing you your rights, the Federal Privacy Standad requires this clinic to perform the
following:

¥ Maintain the privacy of your health information, including implementing reasonable and appropriate
physcal, administrative, and technical safeguadsto protect theinformation.

Provideyou with thenotice asto our legd duties and privacy practices with respect to individudly
identifiable hedlth information tha we collect and maintain aboutyou.

Abide by theterms of this notice.

Train any personnd and students concerning privacy and confidentiality.

Implement a sanction policy to disciplinethose who break privacy and confidentiality policies.
Lessen the ham of any breach of privacy or confidentiality.
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How to get more information or to report a problem:

If you have any questionsor problems, or would like any additiond information, youmay contact Cathy
Thomason (who also serves as the designaed security and privacy officer) directly at 617-852-069Q
This clinic guaantees tha your care will notbe affected and no retaliatory action will betaken agang
you.



