
 

NEW PATIENT REGISTRATION INFORMATION 

PERSONAL INFORMATION 

Last Name: First Name:     

Address:     

City: State: Zip:     

Home ph:                                                             Cell ph:                                                                   

E-mail:                                                                                         
 

Date of Birth: Social Security:     

Employer: Occupation:     

Male:  Female:     

Would you prefer text message or email appointment reminders (check one)?  Text:                     Email                     

RESPONSIBLE PARTY (Please complete if patient is under 18 years old) 

Last Name: First Name:     

Address:     

City: State: Zip:     

Home Ph: Alt Ph:     

Relationship to patient:     

REFERRAL INFORMATION (Circle one and specify below) 

Patient/Friend/Family Physician PCOM Web-site Yellow Pages Other 

Name:     

EMERGENCY CONTACT 

Name: Relationship:     

Home Ph: Alt Ph:     

Signature: Date :     



MEDICAL HISTORY 

List and describe your symptoms in the order of importance:                                                                                              
                                                                                               
!  

!  

How long ago did your symptoms start:                                                                                
!  

  

!  

Please list any allergies:                                                                                              
                                                                                               
!  

!  

Please indicate if you have a past history (circle all that apply): 

 

Headaches High Blood Pressure Bleeding Disorders

Heart Problems Lung Problems Hearing Problems

Ulcers Reproductive Disorders Psychiatric 
Problems

Frequent Infection/Illness Bad Scarring Street Drugs

Thyroid Problems Circulatory Problems Emotional Problems

Tested Positive for HIV



 
Informed Consent to treat

By signing below, I do hereby voluntarily consent to be treated with acupuncture and/or Chinese 
medical treatment by Shannon Wheelwright L.Ac. I accept that No Guarantee is made concerning 
the results of my acupuncture treatment, and I have been informed that I may stop treatment at any 
time.
I understand that methods or treatments may include but are not limited to: acupuncture, 
moxibustion, cupping, electrical stimulation, Tui Na (Chinese massage), Gua Sha, Chinese or 
Western herbal medicine, nutritional counseling.

Acupuncture/Moxibustion: I understand that acupuncture is performed by the insertion of single 
use sterile needles through the skin. Moxibustion is the application of heat to the skin at certain 
points on or near the surface of the body. These are used in an attempt to treat bodily dysfunction or 
diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions.
I am aware that certain adverse side effects may result. These could include, but are not limited to: 
local bruising, minor bleeding, minor pain or discomfort, fainting 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 acupuncture treatment at any time.

Chinese Herbs/Western Herbs/Nutritional Supplementation: 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 some herbs/supplements may be inappropriate during pregnancy or are contraindicated with 
certain western medications and will inform my practitioner immediately of pregnancy status, or 
medication changes. 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, I should suspend taking them and call Shannon Wheelwright, L.Ac. as soon 
as possible.

Acupressure/Tui-Na Massage/Cupping/Gua Sha: I understand that I may also be given 
acupressure/tui- na/cupping/gua sha or massage as part of my treatment to modify or prevent pain 
perception and to normalize the body’s physiological functions. I am aware that certain adverse side 
effects may result from this treatment. These could include, but are not limited to: bruising, sore 
muscles or aches, and the possible aggravation of symptoms existing prior to treatment. I 
understand that I may stop the treatment if it is too uncomfortable.

Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered 
with the acupuncture. I am aware that certain adverse side effects may result. These may include, 
but are not limited to: electrical shock, pain or discomfort, and the possible aggravation of symptoms 
existing prior to treatment. I understand that I may refuse this treatment.



I have been informed that I have a right to refuse any form of treatment. I have read, or have had 
read to me the above consent. I have also had an opportunity to ask questions about its content, and 
by signing below I agree to the above-named procedures. I also understand there is always a 
possibility of an unexpected complication and I understand that no guarantee can be made 
concerning the results of treatment. 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 understand it may be necessary for my practitioner to contact another one of my health care 
providers in order to coordinate medical treatment, to discuss an emergency situation and/or to 
share appropriate medical information. My signature gives my practitioner permission to release my 
medical records for the reasons listed above.
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. I understand that I may ask my practitioner for a more detailed explanation. I give my 
permission and consent to treatment. 

Patient Name__________________________________  
 
Patient Signature __________________________________       Date Signed______________

Patients Representative/Guardian (if under 18, or Authority of Patient) ___ ___ ___ ___ ___ ___

Guardian signature:   _________ ___ ___ ___ ___ ______          Date Signed______________

Practitioner: _Shannon Wheelwright_____________

Practitioner signature __________________________________ Date Signed______________
 



 

 

2122 Main St Suite C. Julian, CA 92036 
 Phone: 619.241.6900 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE READ IT CAREFULLY. 

NOTICE OF PRIVACY POLICY 
Effective April 14, 2003 

The following is the privacy policy (“Privacy Policy”) of AcuSport Health Center (“Covered Entity”) as 
described in the Health Insurance Portability and Accountability Act of 1996 and regulations 
promulgated thereunder, commonly known as HIPAA.  HIPAA requires Covered Entity by law to 
maintain the privacy of your personal health information and to provide you with notice of Covered 
Entity’s legal duties and privacy policies with respect to your personal health information.  We are 
required by law to abide by the terms of this Privacy Notice. 

Your Personal Health Information 

We collect personal health information from you through treatment, payment and related healthcare 
operations, the application and enrollment process, and/or healthcare providers or health plans, or 
through other means, as applicable.  Your personal health information that is protected by law 
broadly includes any information, oral, written or recorded, that is created or received by certain 
health care entities, including health care providers, such as physicians and hospitals, as well as, 
health insurance companies or plans. The law specifically protects health information that contains 
data, such as your name, address, social security number, and others, that could be used to identify 
you as the individual patient who is associated with that health information. 

Uses or Disclosures of Your Personal Health Information 

Generally, we may not use or disclose your personal health information without your permission.  
Further, once your permission has been obtained, we must use or disclose your personal health 
information in accordance with the specific terms that permission.  The following are the 
circumstances under which we are permitted by law to use or disclose your personal health 
information. 

 Without Your Consent 

Without your consent, we may use or disclose your personal health information in order to provide 
you with services and the treatment you require or request, or to collect payment for those services, 
and to conduct other related health care operations otherwise permitted or required by law.  Also, we 
are permitted to disclose your personal health information within and among our workforce in order 
to accomplish these same purposes.   However, even with your permission, we are still required to 
limit such uses or disclosures to the minimal amount of personal health information that is 
reasonably required to provide those services or complete those activities.  

Examples of treatment activities include: (a) the provision, coordination, or management of health 
care and related services by health care providers; (b) consultation between health care providers 
relating to a patient; or (c) the referral of a patient for health care from one health care provider to 
another. 

Examples of payment activities include: (a) billing and collection activities and related data 
processing; (b) actions by a health plan or insurer to obtain premiums or to determine or fulfill its 
responsibilities for coverage and provision of benefits under its health plan or insurance agreement, 
determinations of eligibility or coverage, adjudication or subrogation of health benefit claims; (c) 



medical necessity and appropriateness of care reviews, utilization review activities; and (d) 
disclosure to consumer reporting agencies of information relating to collection of premiums or 
reimbursement. 

Examples of health care operations include: (a) development of clinical guidelines; (b) contacting 
patients with information about treatment alternatives or communications in connection with case 
management or care coordination; (c) reviewing the qualifications of and training health care 
professionals; (d) underwriting and premium rating; (e) medical review, legal services, and auditing 
functions; and (f) general administrative activities such as customer service and data analysis. 

As Required By Law 

We may use or disclose your personal health information to the extent that such use or disclosure is 
required by law and the use or disclosure complies with and is limited to the relevant requirements of 
such law.   

Examples of instances in which we are required to disclose your personal health information include: 
(a) public health activities including, preventing or controlling disease or other injury, public health 
surveillance or investigations, reporting adverse events with respect to food or dietary supplements 
or product defects or problems to the Food and Drug Administration, medical surveillance of the 
workplace or to evaluate whether the individual has a work-related illness or injury in order to comply 
with Federal or state law; (b) disclosures regarding victims of abuse, neglect, or domestic violence 
including, reporting to social service or protective services agencies; (c) health oversight activities 
including, audits, civil, administrative, or criminal investigations, inspections, licensure or disciplinary 
actions, or civil, administrative, or criminal proceedings or actions, or other activities necessary for 
appropriate oversight of government benefit programs; (d) judicial and administrative proceedings in 
response to an order of a court or administrative tribunal, a warrant, subpoena, discovery request, or 
other lawful process; (e) law enforcement purposes for the purpose of identifying or locating a 
suspect, fugitive, material witness, or missing person, or reporting crimes in emergencies, or 
reporting a death; (f) disclosures about decedents for purposes of cadaveric donation of organs, 
eyes or tissue; (g) for research purposes under certain conditions; (h) to avert a serious threat to 
health or safety; (i) military and veterans activities; (j) national security and intelligence activities, 
protective services of the President and others; (k) medical suitability determinations by entities that 
are components of the Department of State; (l) correctional institutions and other law enforcement 
custodial situations; (m) covered entities that are government programs providing public benefits, 
and for workers’ compensation. 

All Other Situations, With Your Specific Authorization 

Except as otherwise permitted or required, as described above, we may not use or disclose your 
personal health information without your written authorization.  Further, we are required to use or 
disclose your personal health information consistent with the terms of your authorization.  You may 
revoke your authorization to use or disclose any personal health information at any time, except to 
the extent that we have taken action in reliance on such authorization, or, if you provided the 
authorization as a condition of obtaining insurance coverage, other law provides the insurer with the 
right to contest a claim under the policy. 

Miscellaneous Activities, Notice 

We may contact you to provide appointment reminders or information about treatment alternatives or 
other health-related benefits and services that may be of interest to you.  We may contact you to 
raise funds for Covered Entity.  If we are a group health plan or health insurance issuer or HMO with 
respect to a group health plan, we may disclose your personal health information to be sponsor of 
the plan. 

Your Rights With Respect to Your Personal Health Information 

Under HIPAA, you have certain rights with respect to your personal health information.  The following 
is a brief overview of your rights and our duties with respect to enforcing those rights. 

Right To Request Restrictions On Use Or Disclosure 

You have the right to request restrictions on certain uses and disclosures of your personal health 
information about yourself.  You may request restrictions on the following uses or disclosures: to 
carry out treatment, payment, or healthcare operations; (b) disclosures to family members, relatives, 
or close personal friends of personal health information directly relevant to your care or payment 



related to your health care, or your location, general condition, or death; (c) instances in which you 
are not present or your permission cannot practicably be obtained due to your incapacity or an 
emergency circumstance; (d) permitting other persons to act on your behalf to pick up filled 
prescriptions, medical supplies, X-rays, or other similar forms of personal health information; or (e) 
disclosure to a public or private entity authorized by law or by its charter to assist in disaster relief 
efforts. 

While we are not required to agree to any requested restriction, if we agree to a restriction, we are 
bound not to use or disclose your personal healthcare information in violation of such restriction, 
except in certain emergency situations.   We will not accept a request to restrict uses or disclosures 
that are otherwise required by law. 

 Right To Receive Confidential Communications 

You have the right to receive confidential communications of your personal health information.  We 
may require written requests.  We may condition the provision of confidential communications on 
you providing us with information as to how payment will be handled and specification of an 
alternative address or other method of contact.  We may require that a request contain a statement 
that disclosure of all or a part of the information to which the request pertains could endanger you.  
We may not require you to provide an explanation of the basis for your request as a condition of 
providing communications to you on a confidential basis. We must permit you to request and must 
accommodate reasonable requests by you to receive communications of personal health information 
from us by alternative means or at alternative locations.  If we are a health care plan, we must permit 
you to request and must accommodate reasonable requests by you to receive communications of 
personal health information from us by alternative means or at alternative locations if you clearly 
state that the disclosure of all or part of that information could endanger you. 

Right To Inspect And Copy Your Personal Health Information 
  
Your designated record set is a group of records we maintain that includes Medical records and 
billing records about you, or enrollment, payment, claims adjudication, and case or medical 
management records systems, as applicable.  You have the right of access in order to inspect and 
obtain a copy your personal health information contained in your designated record set, except for 
(a) psychotherapy notes, (b) information complied in reasonable anticipation of, or for use in, a civil, 
criminal, or administrative action or proceeding, and (c) health information maintained by us to the 
extent to which the provision of access to you would be prohibited by law.  We may require written 
requests.  We must provide you with access to your personal health information in the form or format 
requested by you, if it is readily producible in such form or format, or, if not, in a readable hard copy 
form or such other form or format.  We may provide you with a summary of the personal health 
information requested, in lieu of providing access to the personal health information or may provide 
an explanation of the personal health information to which access has been provided, if you agree in 
advance to such a summary or explanation and agree to the fees imposed for such summary or 
explanation. We will provide you with access as requested in a timely manner, including arranging 
with you a convenient time and place to inspect or obtain copies of your personal health information 
or mailing a copy to you at your request.  We will discuss the scope, format, and other aspects of 
your request for access as necessary to facilitate timely access.  If you request a copy of your 
personal health information or agree to a summary or explanation of such information, we may 
charge a reasonable cost-based fee for copying, postage, if you request a mailing, and the costs of 
preparing an explanation or summary as agreed upon in advance. We reserve the right to deny you 
access to and copies of certain personal health information as permitted or required by law.  We will 
reasonably attempt to accommodate any request for personal health information by, to the extent 
possible, giving you access to other personal health information after excluding the information as to 
which we have a ground to deny access.  Upon denial of a request for access or request for 
information, we will provide you with a written denial specifying the legal basis for denial, a statement 
of your rights, and a description of how you may file a complaint with us.  If we do not maintain the 
information that is the subject of your request for access but we know where the requested 
information is maintained, we will inform you of where to direct your request for access. 

Right To Amend Your Personal Health Information  

You have the right to request that we amend your personal health information or a record about you 
contained in your designated record set, for as long as the designated record set is maintained by 
us.  We have the right to deny your request for amendment, if: (a) we determine that the information 
or record that is the subject of the request was not created by us, unless you provide a reasonable 
basis to believe that the originator of the information is no longer available to act on the requested 
amendment, (b) the information is not part of your designated record set maintained by us, (c) the 



information is prohibited from inspection by law, or (d) the information is accurate and complete.  We 
may require that you submit written requests and provide a reason to support the requested 
amendment.  If we deny your request, we will provide you with a written denial stating the basis of 
the denial, your right to submit a written statement disagreeing with the denial, and a description of 
how you may file a complaint with us or the Secretary of the U.S. Department of Health and Human 
Services (“DHHS”).  This denial will also include a notice that if you do not submit a statement of 
disagreement, you may request that we include your request for amendment and the denial with any 
future disclosures of your personal health information that is the subject of the requested 
amendment.  Copies of all requests, denials, and statements of disagreement will be included in 
your designated record set.  If we accept your request for amendment, we will make reasonable 
efforts to inform and provide the amendment within a reasonable time to persons identified by you as 
having received personal health information of yours prior to amendment and persons that we know 
have the personal health information that is the subject of the amendment and that may have relied, 
or could foreseeably rely, on such information to your detriment.  All requests for amendment shall 
be sent to Privacy Officer c/o AcuSport Health Center, 1804Cable St. Suite B, San Diego, CA  
92107. 

 Right To Receive An Accounting Of Disclosures Of Your Personal Health Information 

Beginning April 14, 2003, you have the right to receive a written accounting of all disclosures of your 
personal health information that we have made within the six (6) year period immediately preceding 
the date on which the accounting is requested.  You may request an accounting of disclosures for a 
period of time less than six (6) years from the date of the request. Such disclosures will include the 
date of each disclosure, the name and, if known, the address of the entity or person who received 
the information, a brief description of the information disclosed, and a brief statement of the purpose 
and basis of the disclosure or, in lieu of such statement, a copy of your written authorization or 
written request for disclosure pertaining to such information.  We are not required to provide 
accountings of disclosures for the following purposes: (a) treatment, payment, and healthcare 
operations, (b) disclosures pursuant to your authorization, (c) disclosures to you, (d) for a facility 
directory or to persons involved in your care, (e) for national security or intelligence purposes, (f) to 
correctional institutions, and (g) with respect to disclosures occurring prior to 4/14/03.  We reserve 
our right to temporarily suspend your right to receive an accounting of disclosures to health oversight 
agencies or law enforcement officials, as required by law.  We will provide the first accounting to you 
in any twelve (12) month period without charge, but will impose a reasonable cost-based fee for 
responding to each subsequent request for accounting within that same twelve (12) month period.  
All requests for an accounting shall be sent to Privacy Officer c/o AcuSport Health Center, 1804 
Cable St. Suite B, San Diego, CA  92107. 

Complaints 

You may file a complaint with us and with the Secretary of DHHS if you believe that your privacy 
rights have been violated.  You may submit your complaint in writing by mail or electronically to our 
Privacy Officer c/o AcuSport Health Center, 1804 Cable St. Suite B, San Diego, CA  92107.  A 
complaint must name the entity that is the subject of the complaint and describe the acts or 
omissions believed to be in violation of the applicable requirements of HIPAA or this Privacy Policy.  
A complaint must be received by us or filed with the Secretary of DHHS within 180 days of when you 
knew or should have known that the act or omission complained of occurred.  You will not be 
retaliated against for filing any complaint.  

Amendments to this Privacy Policy 

We reserve the right to revise or amend this Privacy Policy at any time.  These revisions or 
amendments may be made effective for all personal health information we maintain even if created 
or received prior to the effective date of the revision or amendment.  We will provide you with notice 
of any revisions or amendments to this Privacy Policy, or changes in the law affecting this Privacy 
Notice, by mail or electronically within 60 days of the effective date of such revision, amendment, or 
change. 

On-going Access to Privacy Policy 

We will provide you with a copy of the most recent version of this Privacy Policy at any time upon 
your written request sent to Privacy Officer c/o AcuSport Health Center, 1804 Cable St. Suite B, San 
Diego, CA  92107.  For any other requests or for further information regarding the privacy of your 
personal health information, and for information regarding the filing of a complaint with us, please 
contact our Privacy Officer at the address and/or  telephone number listed above.  



 

2122 Main St Suite C. Julian, CA 92036 
Phone: 619.241.6900 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I, , have received a copy of AcuSport Health Center’s Notice of Privacy 
Practices. 

Printed Name:     

Signature:     

Date:    


