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	New PATIENT CONFIDENTIAL INFORMATION

	
	
	
	
	
	
	
	
	

	Name:
	
	
	
	
	
	Date:
	
	

	
	
	
	
	
	
	
	
	

	Address:
	
	
	
	
	
	Country:
	
	

	
	
	
	
	
	
	
	USA
	
	

	
	
	
	
	
	
	

	City:
	
	
	
	
	
	Zip/Postal Code:

	State:
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Home Phone:
	Work Phone
	
	Fax:
	
	

	
	
	
	
	
	
	
	
	

	Email:
	
	
	Cell Phone:
	
	
	
	

	
	
	
	
	
	
	
	

	Age:
	
	Date of Birth:
	Sex: M F
	Partner Status: M S D W
	
	No. Of children:

	
	
	
	
	
	
	
	
	
	

	Occupation:
	
	
	Employer:
	
	
	
	

	
	
	
	
	
	
	
	

	Emergency Contact:
	
	
	
	Phone: (
	)

	Relationship:
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	What is your major complaint?
	
	
	
	
	
	
	

	Other complaints?
	
	
	
	
	
	
	

	
	
	
	
	

	Have you previously been treated with Chinese medicine?
	
	
	
	

	If so, for what complaint?
	
	
	
	
	
	
	

	
	
	

	Health Care Practitioners/Doctors you see on a regular basis:
	
	

	If so, for what complaint?
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Personal Physician’s name:
	
	
	
	Phone: (
	)

	Date of last physical:
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For Minors: List both parents’ or guardians’ names and address (if different from above).

Referred by:

Points For Wellness has a 24-hour cancellation policy – if you do not cancel your appointment with a minimum of 24-hours notice, you will be responsible for paying the full fee for the service scheduled. Please be on time for your appointments – a specific amount of time has been set aside for your treatment. Arriving late means that your treatment will be adjusted to fit into the scheduled time allotted.

Payment in full is due at the time-of-service unless we have made arrangements for PFW to bill your insurance directly. We accept cash, checks and credit cards. There is a $25

fee for any returned checks.

Explanation of Insurance Coverage

Many insurance policies do cover acupuncture but please be informed that insurance policies do vary greatly in terms of deductibles and percentage of coverage.

We can assist you in the verification of your insurance coverage, but obtaining accurate information regarding your particular insurance plan’s coverage is ultimately your responsibility. We are also happy to assist you in understanding your insurance benefits based upon the information provided by your insurance company, but PFW takes no responsibility for the accuracy of the information provided. Upon verification of your insurance benefits, we can discuss your billing options. PFW is an out-of-network service provider with all insurance companies except Blue Shield.

Definition of terms: Time-of-service fees (TOS) are the discounted rates we charge patients who pay PFW directly at the time of treatment. These discounted fees are roughly 65% of our regular rates, which we use to bill insurance.

Fee Schedule:

• Initial Visits

Comprehensive Wellness Acupuncture and/or Functional Medicine: $165, Pediatric Wellness Acupuncture (12 & under): $125, Brief Acupuncture: $125, Cupping: $85

• Follow Up visits

Acupuncture: $85, Functional Medicine/Nutrition Consult: $125, Pediatric: $70, Cupping $45

• Massage & Acupuncture Combo $145 (*must be an existing patient)

In many situations, it will be possible for PFW to bill your insurance directly – you will be responsible for paying any discussed copay amounts at the TOS. If you have not met your deductible, you will be responsible for paying the time-of-service fees until you meet your deductible (PFW can submit claims to help you meet it). Payment of any denied claims is your responsibility. If the office has not received reimbursement from your insurance within 90-days of the treatment date, you will be responsible for any unpaid treatments within 14 days of our notice to you.

In some situations, it will not be possible for PFW to bill your insurance directly. Payment will be due in full at the TOS, however, we can provide you with a Superbill that you may submit to your insurance company for reimbursement. Any reimbursements that you may be entitled to are determined by the rules of your particular insurance plan, and are a contract between you and your insurance provider. A Superbill is not a guarantee for reimbursement and PFW reserves the right to not be involved in any claim disputes.

Assignment of Benefits

If PFW is directly billing your insurance for you, and for any reason your insurance company sends payments directly to you for services incurred in this office, you agree to inform

PFW of any payments received and pay forward these amounts PFW immediately upon

receipt. If the office has been informed that you received payment for services incurred in this office, and you have not notified PFW or paid forward the amounts paid by your insurance to PFW within 60 days of the payment’s issue date, lack of communication on your part will result in the claims being turned over to collections. (Please note: It is illegal for patients to keep any portion of the financial reimbursements paid by their insurance company for claims filed directly by the service provider.)

Informed Consent

· My signature authorizes Beth Dorsey, L.Ac. to treat me (or the patient for whom I am legally responsible) with acupuncture, massage and medicinal herbs with the licensure granted by the Medical Quality Assurance Board of the State of California and the California Acupuncture Committee.

· I do not expect the acupuncturist to be able to anticipate and explain all risks and complications, and I wish to rely on the acupuncturist to exercise judgment during the course of the procedure, which 
the acupuncturist feels based upon the facts then known, is in my best interests.

· 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.

· I authorize the release of any medical or other information necessary for insurance claim processing and I understand that my individually identifiable medical information will be used

only as necessary for purposes of treatment, payment and other healthcare operations.

· I have the right to request a copy of the Points For Wellness Notice of Privacy Practices and request restrictions as to how my health information is used or disclosed to carry out treatment, payment or health care operations of the practice.  
I have read, or have had read to me, the cancelation policy and financial agreement of Points For Wellness. By signing below, I agree to all policies as set forth in the entirety of this document.

Patient’s Name (PLEASE PRINT)

___________________________________________________

Signature: __________________________________________Date: _______________

