New Patient Intake This is a confidential questionnaire that will help us to determine the optimal Good Life Healing Center

Acupuncture and Herbal Medicine treatment plan spe.mflc to your needs. If you have any questions or concerns, 5325 Lena Rd., Suite 101
please do not hestitate to ask. Thank You.
Bradenton FL 34211

Patient Name Date 941.301.8485
Address City State
Home Phone Occupation Zip
Work Phone Mobile Phone SS# Date of Birth
Email Address
We value your privacy and from time to time we send out email, text and mail Emails O Yes O No

communication updates, some may be very important and timely, would you fike to receive: Texts CYes I No

Mait Oves O No
Emergency Contact Relationship Phone
Have you had Acupuncture or Oriental medicine before? [ Yes [0 No Family Physician Phone

What was your experience? [OVery good [0 Good [Nochange 3 Married [ Partner [ Divorced [J Widowed [J Single

Are you presently under a doctor's care? [ Yes [0 No  Who and what for?

Are there any other therapies which you are involved in? [ Yes I No Who and what for?

Insurance Information )

Insurance Company Phoné Date Called
D # Co-Pay $ Covered %
Visit # Deductible Amount
Contact Name Referral [0 Yes [ No

What is the primary reason for seeking care at our office?

What was the initial cause?

When did it begin?

What makes it worse?

What makes it better?

How does this problem interfere with your daily activities? 1 Work O Standing 0 Sexually I Other
' 1 Sleep 0 Emotional {J Recreation
T walking [0 Relationships [J Bending
0 Sitting O Social Life [0 stretching

What have you done about this?

Are you interested in: O Pain Relief [ Holistic Health [ Stress Relief 0O Other
{0 Preventative Care [ Stretching/Yoga [1 Herbal Therapy
O Criental Nutrition [ Maintenance Care

What are your health goals?

List any past or future surgeries:

List any significant trauma & when it occurred
{e.g. auto accident, falis, emotional, sexual, etc.):

List exercise and sport activities you
have been or are currently invoived in:
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Do you have any allergies?
Do you take medication?

Do you take supplements?

0 Pneumonia
0O Tuberculosis
[J Hepatitis

O Diabetes

1 Epilepsy

O Kidney Stone

What are your indulgences?

O Yes [ No

If so, to what?

Medicallfislony e

OYes O No

If so, what types and how often?

[0 Yes [ No If so, what types and how often?

1 Drug reaction

[ Heart attack

O Blood transfusion
O Anemia

O Arthritis

1 Obesity

Do you sleep well? [J Yes [ No

Do you have a high point during the day? [ Yes [ No

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

J Mental breakdown
O Jaundice

O Parasites

O Measles

J Mumps

0] Syphilis

O Gonorrhea/Herpes

1 HIV/AIDS

O High/low blood pressure
O Heart disease

0 Gout

[ Cancer

Do you dream? [J Yes [ No

When?

Do you have a low point during the day? [J Yes [0 No

O Mental iliness

O Hypo/hyper thyroid
O Premature graying
0O Seizures

O Muiltiple Sclerosis

When?

What are your hobbies/pleasures?

Date of last menstruation

Have you ever been pregnant? [J Yes [ No

Is your cycle regular? O Yes 0O No

Birth control? [ Yes [0 No How long?

O PMS [ Cletting O Vaginal sores [ Vaginal pain [ Discharge

Is your cycle painful? [J Yes [ No

Other

O Testicle pain  [J Penis pain

[ Penis sores

[J Discharge

O Premature ejaculation

[ Nocturnal emission
Qther

Olimpotence

pain/distention

O Abuse survivor
O Acid regurgitation
0O Acne

O Asthma

[ Bad breath

O Blood in stools
O Biood in urine

[ Blurry vision

O Breast lump/pain
O Bruise easily

O Chest pains

O Chills

O Cold hands/feet
O Concussion

O Confusion

O Constipation

O Cough

[0 Dark stools

0 Decreased libido

[J Depression

O Dizziness/vertigo

O Dry throat/mouth

[ Diarrhea

3 Ear aches

O Enlarged thyroid

O Eye pain/strain/tension

O Excessive phlegm
Color of

O Excessive saliva

O Fatigue

O Fever

[ Frequent urination

O Gas/belching

O Grinding teeth

O Headache

[J Heart palpitations

1 Hiccup

O High blood pressure
O Increased libido

[ Indigestion

O Intestinal pain/cramps
0 Irritable

O Itchy eyes

O ltchy skin

O Joint pain

{J Kidney stones

O Laxative use

0O Limited range of motion
O Loss of hair

[ Low back pain

[ Migraine

0 Mouth sores

[J Mucus in stools

0 Abdominal O Coughing blood [0 Hemorrhoids O Muscle cramps/pain 0O Sinus pressure

[ Nasal congestion
O Neck/shoulder pain
[ Night sweat

[ Nose bleeds

O Numbness

[0 Odorous stools

[ Pain upon urination
[ Peculiar tastes

0 Poor appetite

O Poor circulation

O Poor memory

{3 Poor sleep

O Pscriasis

O Rash

[J Redness of eyes
O Seizures

0 Short temper

0 Shortness of breath

O skin fungal infection
O Spots in eyes

O Sweat easily

O Sore throat

[ Sudden energy drop
[ Swollen glands

[ Teeth/gum problems
O Ulcerations

0 Upper back pain

0 Urgent urination

O Vomiting

1 Wake to urinate

O Weight loss/gain

0 Wheezing

O Other:
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Pain

Use the diagram and pain key to the right to indicate areas and type of pain.
Use the chart below to indicate pain intensity and limitations.

Pain intensity levels

J No Pain 0 Moderate pain [ Severe pain [ Terrible pain §

Sleeping :

0 No problem [ Disturbed O3 Very disturbed [ Cannot sleep .

Work - Can do: v

O Usual work [ 50% of work [J 25% of work [0 No work "
Frequency of pain

[1 25% of time [0 50% of time [0 75% oftime [0 100% of time

Travel

J No problem 3 Moderate pain on trips [l Severe pain

Recreation - Can do:

O All activities [0 Some activities O No activities

Walking

O Can walk fine O Pain after 1/2 mile O Cannot walk

Sitting . Pain Key

O No pain sitting [0 Some pain while sitting [ Cannot sit Ache Numbness Pins & Needles  Buming Stabbing
ARNAA smmm 0000 XX XX i

Health and wellness are a balance Mental Health Physical Health

of many things. Many factors affect 10 10

our lives in various ways. These 3

factors weave a web of health and 3 2

well-being. (8)

Using the diagram to the right,

choose your level of satisfaction

in each of the areas. For example, Sexual Health Financial Health
if you are extremely satisfied with i 10

your career, shade in the “10” 8

2 )
circle on the career health line. 0 0

1 = Extremely unsatisfied
5 = Neutral
10 = Extremely satisfied

Career Health (0

Social Health Family Health

Commitment

On a scale from 1-10, how committed are you to correcting your problem(s)?

notcommitted 1 2 3 4 5 6 7 8 9 10 very committed
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Terms of Acceptance

Acupuncture is an effective form of health care that has evolved into a complete and holistic medical system.
Acupuncturists and practitioners of Traditional Chinese Medicine (TCM) use this non-invasive healing modality to help
millions of people get well and stay healthy.

When a patient seeks Acupuncture care and is accepted as a patient for such care, it is essential for both patient and
Acupuncturist to be working toward the same objectives in order to prevent any confusion or disappointment.

The main objective of Acupuncture is to determine where there are imbalances in the body as they relate to TCM. When the
flow of Qi (the vital energy that flows throughout the body) is disrupted, iliness and disease may occur. An imbalance in any
of the 14 main Meridian channels causes an alteration in the flow of Qi through the body. This can result in a lessening of
the body’s innate ability to heal itself and express maximum health potential.

Once imbalances are detected, various treatment modalities may be employed to correct these imbalances. Any health

condition(s) or disease(s) presented by the patient will be treated according to TCM only and treatment will relate only to the
quantity, quality and balance of Qi.

The ONLY practice objective is to detect and correct imbalances within Meridian channels using Acupuncture and TCM
techniques.

Patients will be advised if a non-Acupuncture related or otherwise unusual finding is encountered during the course of
an Acupuncture examination. If advice, diagnosis or treatment of those findings is desired, patients will be referred to a
qualified health care professional.

1, , 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 under these terms.

Signature Date
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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 facilities 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).

e From your medical history, treatment notes, all test results, and any fetters,
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 1-941-301-8485.

Yours truly,
Steven J. Gooding, AP

Good Life healing Center
FL Lic# AP3090



Consent to Treatment

By signing below, I do hereby voluntarily consent to be treated with acupuncture and/or
substances from the Oriental Materia Medica by a licensed acupuncturist at Good Life
Healing Center.

Acupuncture/Moxibustion: I understand that acupuncture is performed by the insertion of
needles through the skin or by the application of heat to the skin (or both) at certain points on
or near the surface of the body in an attempt to treat bodily dysfunction or diseases, to modify
or prevent pain perception, and to normalize the body’s physiological functions. 1am aware
that certain adverse side effects may result. These could include, but are not limited to: local
bruising, minor bleeding, fainting, pain or discomfort, and the possible aggravation of
symptoms existing prior to acupuncture treatment. I understand that no guarantees
concerning its use and effects are given to me and that I am free to stop treatment at any time.

Direct Moxibustion: I understand that if [ receive direct moxibustion as part of therapy, there
is a risk of burning or scarring from its use. I understand that I may refuse this therapy.

Chinese Herbs: I understand that substances from the Oriental Materia Medica may be
recommended to me to treat bodily dysfunction or diseases, to modify or prevent pain
perception, and to normalize the body’s physiological functions. I understand that I am not
required to take these substances but must follow the directions for administration and dosage
if I do decide to take them. I am aware that certain adverse side effect may result from taking
these substances. These could include, but are not limited to: changes in bowel movement,
abdominal pain or discomfort, and the possible aggravation of symptoms existing prior to.
herbal treatment. Should I experience any problems, which I associate with these substances,
1 should suspend taking them and call the Good Life Healing Center as soon as possible.

I understand that there may be other treatment alternatives, including treatment offered by a
licensed physician.

I have carefully read and understand all of the above information and am fully aware of what I
am signing. [ understand that I may ask my practitioner for a more detailed explanation. I
give my permission and consent to treatment.

Signature: Date:
Printed Name: Date of Birth:
Address:

City: State: Zip Code: Phone:




Good Life Healing Center
Steven J. Gooding AP
FL Lic# AP3090

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

NAME

BIRTHDATE SOCIAL SECURITY #

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.

| 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. :

e Atool for routine healthcare operations such as assessing care quality and reviewing the
competence of healthcare professionals.

l understand that | have the right:

e To object to the use of my health information for directory purposes.

e 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
i Denied Signature Title Date




Please fill out the form below in it's entirety. Benefits cannot Good Life Healing Center
be verified for forms without all necessary information. 5325 Lena Rd., Suite 101
Bradenton FL 34211
- g . 941.301.8485
Insurance Verification Form

GENERAL INFORMATION

Name: DOB:

Phone:

Address:

City, State, Zip: E-mail:

INSURANCE INFORMATION

Policy Holders Name:

Policy Holders DOB:

Primary Insurance Company:

Primary Insurance ID #:

Primary Insurance Provider Services Phone #:

Deductible: Co-Pay: Co-Insurance:

Visit Limit: Coverage Amt: Policy dates :

Coverage Details :

Medicare now covers Acupuncture. However, not all secondary Medicare plans are the

same and some may not follow Medicare guidleines. A verification can clarify benefits.

If a patient would like to confirm their benefits they can ask the following questions:
1. Do | have out of network Acupuncture benefits?
2. If yes, what is my out of network deductible, co-pay, co-insurance? Do | have a
visit limit?



Good Life Healing Center, 5325 Lena Rd., Bradenton FL 34211 (941) 301-8485

MIDGARD

Storage w E
N

SEdGood Life Healing Center :

A Wooded
Conservation
Area

175 North

Walmart

175 South

Directions: (NE side of the Intersection of SR 70 & I 75 at exit 217)

Coming from west of I 75: Heading East on SR 70-as you are passing under 175, be in the CENTER lane. Go PAST the 2 left turn
lanes for 175 N ramps (traffic light). Just 20 feet further get into the very long LEFT turn lane. Green Lena Rd sign on the grassy median
to your left, a cement median on your right. (*If you miss this left turn lane access, please go to the next traffic light at Rosedale
Subdivision 87th St E & do a U-turn, then follow the directions for westbound traffic below). Turn left onto Lena Rd, Norman’s Liquors
on right (dark salmon color), PDQ is off to your left. Next, you will pass a modern square white bldg on your right (there are many
businesses on your left). Lena Rd is curvy, a wooded Conservation Area is on your right, when the sidewalk resumes, slow down. We are
the first bldg on the right with our back to the woods (sage green color). Our window sign faces the parking lot not the street. If you

make it to Midgard Storage on the opposite side of the street, you went too far.

Coming from east of I 75: Heading West on SR 70 traveling toward I 75, be in the RT curb lane. Just past the traffic light at Rosedale
Subdivision 87th St E but BEFORE you get to the I 75 N ramps, turn right on Lena Rd. (If you reach I 75, you went too far) Turn right
on Lena Rd, Norman’s Liquors on your right (dark salmon color), PDQ is off to your left. Next, you will pass a modern white square
bldg on your right (there are many businesses on your left). Lena Rd is curvy, a wooded Conservation Area is on your right, when

the sidewalk resumes, slow down. We are the first bldg on the right, with our back against the woods (sage green color). Our window

sign faces the parking lot, not the street. If you make it to Midgard Storage on the opposite side of the street, you went too far.



