

AgelessAcupuncture & OrientalMedicine
Natalie Allard, L.Ac.
Asheville, NC
828~275~6816

Dear New Patient,

Welcome! Thank you so much for your interest in acupuncture and Oriental medicine. At Ageless Acupuncture & Oriental Medicine Clinic I do my best in every possible way to assure that you receive the best quality care. I want you to know that I will:
Make sure that my customer service always meets the highest standards.
Make sure that any questions you have about your care are answered in a way that you can understand.
Make sure that your phone calls are returned promptly.
Make sure that your private health information is kept secure and private.

Here are several forms that I would like you to fill out. If you have any questions about these forms, please call me at 828~275~6816 and I will be happy to help you.

Again, welcome to Ageless Acupuncture & Oriental Medicine clinic. You have taken an important step on the road to more vibrant health. We look forward to serving you.

Yours sincerely, 


Natalie Allard, L.Ac.

AgelessAcupuncture & OrientalMedicine
Natalie Allard, L.Ac.
Asheville, NC
828~275~6816
Acupuncture Consent Form

Acupuncture is performed by the insertion of needles through the skin, and/or by the application of heat to the skin at certain points on or near the surface of the body in an attempt to treat pain, disease, or other dysfunctions. As a result of this type of treatment, there may be occasional local bruising, minor bleeding, feeling faint, temporary pain or discomfort. 

In the treatment protocol, the practitioner may recommend taking herbal supplements in bulk, tincture, or pill form or suggest the use of liniments, salves, or poultices. Sometimes these formulas create changes in bowel movements, changes in skin surface, temporary abdominal pain or temporary aggravation of symptoms existing prior to treatment. If this happens I understand that I should stop any treatment and refer to my practitioner if any side effect continues longer than suggested. 

I understand that there are no guarantees concerning the effects of the treatment provided, that results vary by individual, and that I am free to discontinue treatment at any time. Also, I understand that if I am under the care of a Physician for a particular ailment or condition, I should continue my care until advised differently by my doctor.

For Facial Rejuvenation patients only:

I do not suffer from hypertension, migraines, or Diabetes. I do not have serious problems with bruising or bleeding. I am not pregnant nor have any serious illness. I understand that if I fall ill  ( cold/flu, allergic reactions, skin rashes, or outbreaks) my practitioner may suspend Facial Rejuvenation treatments until I have recovered to the practitioner’s satisfaction. 

The above treatment, alternatives, and risks have been explained to me by Natalie Allard and I have had an opportunity to ask questions. I hereby consent to acupuncture treatment.


_________________________			________________________
Name (print)								Date


__________________________


Ageless Acupuncture & OrientalMedicine
Natalie Allard, L.Ac.
Asheville, NC
828~275~6816
Patient Appointment Policies

Patient Name: ___________________________________________

Address: _________________________________________________

Telephone: (home) ______________________     (work) _____________________

Email (optional): _____________________________________________

In case if emergency, please contact: 

Name: __________________________________     Phone: _____________________


Office Policies
Payments: Payment for your treatment is required on the day of your visit.
We accept cash, check, credit cards

Cancelling and Appointment: We require 24 hours notice to cancel an appointment, or by Noon on Saturday for Monday appointments. 

Returned Checks: We charge a $35.00 fee for returned checks. 

I understand and agree to the office policies stated above.

_________________________________	____________________________
Signature of patient ( or guardian)			Date


AgelessAcupuncture & OrientalMedicine
Natalie Allard, L.Ac.
Asheville, NC
828~275~6816

Our Clinic Protects Your Health Information and Privacy
Dear Valued patient, 
This notice describes our office’s policy for how medical information about you may be used and disclosed, how you can get access to this information, and how your privacy is being protected.

In order to maintain the level of service that you expect from our office, we may need to share limited personal medical and financial information with your insurance company, with worker’s compensation (and your employer as well in this instance), or with other medical practitioners that you authorize.

Safeguards in place at our office include:
Limited access to facilitate where information is stored.
Policies and procedures for handling information.
Requirements for third parties to contractually comply with privacy laws.
All medical files and records (including email, regular mail, telephone, and faxes sent) are kept on permanent file.

Types of information that we gather and use:
In administering your health care, we gather and maintain information that may include non-public personal information:
About your financial transactions with us (billing transactions).
From your medical history, treatment notes, all test results, and any letters, faxes, emails, or telephone conversations to or from other health care practitioners.
From health care providers, insurance companies, workman’s comp and your employer, and other third part administrators (e.g. requests for medical records, claim payment information).

In certain states, you may be able to access and correct personal information we have collected about you, (information that can identify you -e.g. your name, address, Social Security number, etc.)
We value our relationship, and respect your right to privacy. If you have questions about our privacy guidelines, please call us during regular business hours at 828-275-6816.

Yours truly, 
 Natalie Allard, L.Ac.

AgelessAcupuncture & OrientalMedicine
Natalie Allard, L.Ac.
Asheville, NC
828~275~6816

CONSENT TO THE USE AND DISCLOSURE OF HEALTH 
INFORMATION FOR TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS

NAME___________________________________________
BIRTHDATE________________________________SS#____________________

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	______________________________	_________	___________
__Denied		Signature				Title		Date
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