Appointment Date: MIRVANA ACUPUNCTURE & CHINESE HERBS
800 BONAVENTURE WAY, UNIT 169
SUGAR LAND, TX 77479
281-491-0110

I General Information

Name Date

Address City State Zip

Married Single Partner Divorced Widowed Date of Birth SS# Do Not Need

Work Phone Home Phone Mobile Phone

Email Occupation

Emergency Contact Referred By

Family Physician Contact # May we contact them? Y/N

Have you had Acupuncture or Oriental medicine before? Y/N

Are your presently under a doctor’s care? Y/N Who and for what?

Are there any other therapies which you are involved? Y/N Who and for what?

ALL patients must complete this form prior to appointment.

FERTILITY PATIENTS ONLY-If you are coming in for fertility, please also print and complete the
supplemental fertility form and bring any recent labs, if you have it. This will allow Sonya to know
your fertility status and areas that she needs to focus on more. The fertility supplemental forms
are located on the homepage of our website and on the welcome email sent from Mirvana
Acupuncture. Forms not completed will delay/decrease treatment time.

Nhat is your primary reason for seeking care at our office?

Nhat was the initial cause?

Nhen did it begin?

Nhat makes it worse?

Nhat makes it better?

How does this problem interfere with your daily activities? [_] Work [] standing [] Sexually ] Other
[ Sleep [J Emotional [] Recreation
[] Walking [] Relationships [] Bending
[] Sitting (] Social Life [] Stretching

Nhat have you done about this?

Are you interested in: [] Pain Relief [] Performance Care [ ] Maintenance Care [] Other
[] Preventative Care [] Holistic Health [] stress Relief
[] Oriental Nutrition [] Meridian Yoga [] Herbal Therapy

Nhat are your health goals?
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-ist any past or future surgeries.

-ist any significant trauma. When did they occur? (auto accident, falls, emotional, sexual, etc...)

-ist exercise and sport activities you have been or are currently involved in:

IV Signs/Symptoms

O Abdominal O Coughing blood O Hemorrhoids O Mucous in stools O Seizures
pain/distention O Dark stools O Heart palpitations O Muscle cramps/pain O Seeing a therapist
O Abuse survivor O Decreased libido O Hiccup O Nasal congestion O Short temper
O Acid regurgitation O Depression O High blood pressure O Neck/shoulder pain O Shortness of breath
O Acne O Dizziness/vertigo O Impotence O Night sweat O Sinus pressure
O Asthma O Dry throat/mouth O Increased libido O Nocturnal emission O Skin fungal infection
O Bad breath O Diarrhea O Indigestion O Nose bleeds O Spots in eyes
O Blood in stools O Ear aches O Intestinal pain/cramps O Numbness O Sweat easily
O Blood in urine O Enlarged thyroid O Irritable O Odorous stools O Sore throat
O Blurry vision O Eye pain/strain/tension O ltchy eyes O Pain upon urination (O Sudden energy drop
O Breast lump/pain O Excessive phlegm O ltchy skin O Peculiar tastes O Swollen glands
O Bruise easily Color of O Joint pain O Poor appetite O Teeth/gum problems
O Chest pains O Excessive saliva O Kidney stones O Poor circulation O Ulcerations
O Chills O Fatigue O Laxative use O Poor memory O Upper back pain
O Cold hands/feet O Fever O Limited range of motion O Poor sleep O Urgent urination
O Concussion O Frequent urination O Loss of hair O Premature ejaculation O Vomiting
O Confusion O Gas/belching O Low back pain O Psoriasis O Wake to urinate
O Constipation O Grinding teeth O Migraine O Rash O Weight loss/gain
O Cough O Headache O Mouth sores O Redness of eyes O Wheezing
V Female Concerns

Date of last menstruation Is your cycle regular? Y/N Is your cycle painful? Y/N Have you ever been pregnant? Y/t
Birth control? Y/N How long? D) PMS O Clotting ) Vaginal sores () Vaginal pain  ©) Discharge

Vi Medical History

Do you have any allergies? Y/N If so, to what?

Do you take medication? Y/N If so what types and how often

Do you take supplements? Y/N If so what types and how often

Please indicate if you or any family members have or had any of the following conditions:

D Pneumonia ) Drug reaction ) Mental breakdown ) Gonorrhea/Herpes ) Cancer

) Tuberculosis ) Heart attack ) Jaundice D HIV/Aids ) Mental iliness

) Hepatitis ) Blood transfusion ) Parasites ) High/low blood ) Hypo/hyper thyroid
D Diabetes D) Anemia ) Measles pressure ) Premature graying

) Epilepsy D Arthritis ) Mumps ) Heart disease ) Seizures
) Kidney Stone ) Obesity ) Syphilis ) Gout ) Multiple Sclerosis



Jo you sleep well?  Y/N Do you dream? Y/N
Jo you have a high point during the day? YN When? —— Do you have a low point during the day? Y/N When?

Nhat are your indulgences?

Nhat are your hobbies/pleasures?

M | Health Physi
VIl Web of Wellness ental Healt hysical Health

dealth and wellness is a balance of
nany things. Many factors affect our
ives in various ways. These factors
veave a web of health and well being.

Jsing the diagram below, starting at the
:enter, choose your level of satisfaction

n each of the areas. Financial

Health

Sexual

“or example: if you are extremely Health

satisfied with your career, shade in the
#10 in career line.
| = Not happy

|0 = Extremely satisfied

Spiritual
Health

Career
Health

Social Health Family Health

Please indicate areas of pain/tension/tightness/discomfort on chart.
Pain intensity levels (please indicate below which best describe)

No pain Moderate pain Severe pain Terrible pain
Sleeping

No problem Mildly disturbed Greatly disturbed Cannot sleep
Work - Can do:

Usual work 25% of work 50% of Work No work
Frequency of pain

25% of time 50% of time 75% of time 100% of time
Travel

No problem on long tri Moder in on tri Sever: in
Recreation - Can do:

All activities Some activities No activities
Walking

Can walk any distance Pain after 1/2 mile Cannot walk
Sitting

No pain sitting Some pain while sitting Cannot sit
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Acute Care Maintenance Care Wellness & Preventative Care

Obvious symptoms and signs Symptom and signs disappear You feel great

Get me out of pain and discomfort fast! Feeling good, no big problems! Feeling great! Life is wonderful!

Most patients begin acupuncture Maintenance Care gives you a I want to achieve optimal health and
treatment to provide relief from pain, chance for deeper healing to occur. well-being, free of disease and illness.
discomfort and other symptoms, fast. Strengthening your body's response Wellness Care is your best choice.
Acute Care helps to ease your initial to illness by stimulating your natural

problem(s) quickly. healing powers.

Terms of Acceptance

When a client seeks acupuncture health care and | accept a patient for such care, it is essential for both to be working
toward the same objectives.

Acupuncture is focused upon a few goals: to detect and correct the quality, quantity and balance of Qi, Blood, and other
body fluids. When this is done correctly, the body will have the capacity to obtain and maintain health and well-being.

It is important that each client understand the objective and the method that will be used to attain it. This will prevent any
confusion or disappointment.

Acupoint stimulation: The insertion of sterile acupuncture needles cause a specific stimulation of an acupoint. This will
facilitate the normal and balanced flow of Qi through the Meridian pathways.

Health: A state of optimal physical, mental and spiritual well-being, not merely the absence of infirmity.

Qi imbalance: When the quality, quantity and balance of Qi is disrupted, it causes iliness and disease. An imbalance in
any of the 14 main meridian channels causes an alteration in the flow of Qi through the entire body. This can result in a
lessening of the body's innate ability to heal itself and express maximum health potential

| do not offer to diagnose or treat any disease or condition other than the quality, quantity and balance of Qi. However, if
during the course of an acupuncture examination | encounter non-acupuncture or unusual findings, | will advise you. If
you desire advice, diagnosis or treatments of those findings, | will recommend that you seek the services of a health care
provider qualified to treat those problems.

Regardless of what a disease is called, | do not offer to treat it. Nor do | offer advice regarding treatment prescribed by
others. The ONLY practice objective is to detect and correct imbalances within Meridian pathways using Acupuncture and
Chinese medical techniques. This can help to facilitate healing and a potentially lead to a full expression of your body's
innate wisdom.

l, have read and fully understand the above statements.

All questions regarding the acupuncturist's objectives pertaining to my care in this office have been answered to my
complete satisfaction. | therefore accept acupuncture care on this basis.

(Signature) (date)
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MiIrvana ACupuncrure
& CHINese HErBs

I am notifying Mirvana Acupuncture that

| HAVE or HAVE NOT been evaluated

by a physician or dentist for the condition requesting to be treated at Mirvana
Acupuncture within six months of this date. | recognize | should be evaluated
by a physician for the presenting condition. | recognize that it is my
responsibility and choice to have a medical evaluation and that the treatment
with acupuncture is not intended to replace medical evaluation. | understand
based on a multitude of factors, including patient’s physiology and etiology,
results of treatment may vary for each individual patient. | understand that
competent practitioners cannot warranty the specific degree or outcome of

acupuncture treatment and herbal medicines prescribed.

Patient Signature Date



ACUPUNCTURE INFORMED CONSENT TO TREAT

| understand that | am the decision maker for my health care. Part of this office’s role is to provide me with information to assist me in making
informed choices. This process is often referred to as “informed consent” and involves my understanding and agreement regarding the care
recommended, the benefits and risks associated with the care, alternatives, and the potential effect on my health if | choose not to receive
the care. Acupuncture is not intended to substitute for diagnosis or treatment by medical doctors or to be used as an altemative to
necessary medical care. It is expected that you are under the care of a primary care physician or medical specialist, that pregnant patients
are being managed by an appropriate healthcare professional, and that patients seeking adjunctive cancer support are under the care of an
oncologist.

I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of
acupuncture on me (or on the patient named below, for whom | am legally responsible) by the acupuncturist indicated below and/or other
licensed acupuncturists who now or in the future treat me while employed by, working or associated with, or serving as back-up for the
acupuncturist named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this
form or not.

I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na
(Chinese massage), Chinese herbal medicine, and nutritional counseling. | understand that the herbs may need to be prepared and the teas
consumed according to the instructions provided orally and in writing. The herbs may have an unpleasant smell or taste. | will immediately
notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

| appreciate that it is not possible to consider every possible complication to care. | have been informed that acupuncture is a generally safe
method of treatment, but, as with all types of healthcare interventions, there are some risks to care, including, but not limited to: bruising;
numbness or tingling near the needling sites that may last a few days; and dizziness or fainting. Bums and/or scarring are a potential risk of
moxibustion and cupping, or when treatment involves the use of heat lamps. Bruising is a common side effect of cupping. Unusual risks of
acupuncture include nerve damage and organ puncture, including lung puncture (pneumothorax). Infection is another possible risk, although
the clinic uses sterile disposable needles and maintains a clean and safe environment.

| 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, animal, and mineral sources) that have been recommended are traditionally considered safe in
the practice of Chinese Medicine, although some may be toxic in large doses. | understand that some herbs may be inappropriate during
pregnancy. | will notify a clinical staff member who is caring for me if | am, or become, pregnant or if | am nursing. Should | become
pregnant, | will discontinue all herbs and supplements until | have consulted and received advice from my acupuncturist and/or obstetrician.
Some possible side effects of taking herbs are: nausea; gas; stomachache; vomiting; liver or kidney damage; headache; diarrhea; rashes;
hives; and tingling of the tongue.

While | do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, | wish to rely on
the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then
known, is in my best interest. | understand that, as with all healthcare approaches, results are not guaranteed, and there is no promise to
cure.

| understand that | must inform, and continue to fully inform, this office of any medical history, family history, medications, and/or supplements
being taken currently (prescription and over-the-counter). | understand the clinical and administrative staff may review my patient records
and lab reports, but all my records will be kept confidential and will not be released without my written consent.

| understand that there are treatment options available for my condition other than acupuncture procedures. These options may include, but
are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest, medical care with prescription drugs,
physical therapy, bracing, injections, and surgery. Lastly, | understand that | have the right to a second opinion and to secure other options
about my circumstances and healthcare as | see fit.

By voluntarily signing below, | confirm that | have read, or have had read to me, the above consent to treatment, have been told about the
risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. | agree with the current or future
recommendations for care. | intend this consent form to cover the entire course of treatment for my present condition and for any future
condition(s) for which | seek treatment.

[PATIENT NAME:
ACUPUNCTURIST NAME: DR. SONYA PATEL, DAOM, LAC, DIPL OM (NCCAOM) TX AC00633
(Date)
PATIENT SIGNATURE x
(Or Patient Representative) (Indicate relationship if signing for patient)
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***p| EASE READ CAREFULLY! WE ADHERE TO OUR CANCELLATION POLICY. NO EXCEPTIONS.

0
u Mirvana Acupuncrure
o) & CHInese Herss

CANCELLATION POLICY
We are a small business and due to our one-on-one, 60-minute/40-minute/30-minute treatments, missed
appointments are a significant inconvenience to your doctor, the clinic, and other patients.
This policy is in place out of respect for our practitioner AND our clients. Cancellations with less than 24 hours’
notice are difficult to fill. By giving last minute notice or no notice at all, you prevent someone else from being
able to schedule into that time slot. Please initial on EACH line below. By initialing and signing the document,
you are acknowledging that you have been informed and understand our policy.

1. For FOLLOW-UP APPOINTMENTS-Please provide our office with a 24-hour’s notice to change or cancel an
appointment. Patients who do not attend a scheduled appointment or who are late will be responsible for a
$50.00 service charge. This charge must be paid before the next scheduled appointment. Payment of $50.00
must be paid within 2 business days of the missed/cancelled appointment. Beyond 2 business days, the fee will
increase to the full scheduled treatment amount (no exceptions).

2. For INITIAL APPOINTMENTS- We reserve your one-hour appointment time just for you during your initial
consultation and treatment and thirty to forty minutes for your follow up appointments. We do not double-book
our patients so that we may provide optimum treatment outcome for all our patients. 48-hour notice allows us to
offer that time to a wait-listed patient. You will be asked to provide a $100 deposit to reschedule a new/initial
appointment within 48 hours of your scheduled appointment.

3. Your treatment protocol is best with regular treatments based upon your initial consultation. If your
appointments are missed or cancelled on a regular basis, this could affect your progress and treatment results.
Your medical practitioner for optimal results has established your treatment plan. Missing appointments hinders
that process and could prolong your recovery.

4. After two missed or cancelled appointments without the appropriate 24-hour notice, you may be placed on a
same day scheduling policy for your treatments, which would not allow you to schedule any appointments in
advance.

5. Please DO NOT email or call Dr. Patel in an attempt to “waive the policy” of your missed appointment. Your
missed appointment directly affects her business and staff. No exceptions will be given.

NOTE: You will never be charged for a cancellation if it is made more than 24 hours (48 HOURS FOR
INITIAL/NEW-SEE #2 ABOVE) in advance of your scheduled appointment time. Please email or leave us a voice
message to alter your appointment after office hours- 281-491-0110, info@mirvacu.com. Our office ONLY
provides email reminders at this time. Reminders are a courtesy, however it is the patient’s responsibility to
know their day/time of their appointment when booking.

Thank you for providing our office and our patients with this courtesy.

Print Name:

Signature of Patient (or Responsible Party) Date



