




PATIENT INFORMATION FOR KAREN TAYLOR, L. Ac. 
Date ____________ 

 
Name ________________________________________________   Date of Birth _____________  Age _____ 
 
Mailing Address _________________________________  City __________________ State ___ Zip _______ 
Phone   (cell) _________________  (home) ________________  (work) ______________  Ext _____ 
Occupation/Employer _______________________________________  Type of Work ___________________ 
Primary Care M.D. (name) _________________________________________  Phone ___________________ 
How did you hear about me? ________________________________________________________________ 
Email​___________________________________________________________________________________ 
What is the main reason for your visit today? ____________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
Please describe what you hope to achieve with acupuncture and/or blood chemistry. 
________________________________________________________________________________________ 
 
What other therapies or activities are you using to help achieve your goals? 
________________________________________________________________________________________ 
 
Have you used Traditional Chinese Medicine for other ailments in the past?    ____Yes   ____No 
If Yes, what ailments? ______________________________________________________________________ 
Did you get the results that you wanted?________________________________________________________ 
How long did you undergo treatment before achieving your goals? ___________________________________ 
 
Please list anything else that you think may be important for me to know. 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
Please list any Herbs and Supplements you take now or regularly.  List dosage if known. 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
MEDICATIONS​ Circle medication you now take:  nerve pills   muscle relaxers   blood pressure   insulin 
aspirin/similar   morphine   cortisone   tranquilizers   over-the-counter drugs   antibiotics   recreational drugs 
cholesterol meds   other ____________________________________________________________________ 
How long have you been on this/these medications?______________________________________________ 
Are you experiencing any side effects?  ___Yes  ___No  Please list__________________________________ 
What are some stronger medications that you have used in the past?_________________________________ 
Do you drink alcohol? ____  How much?__________  Do you smoke cigarettes? ____  How much? ________ 
 
 

-------- PLEASE CONTINUE ON OTHER SIDE -------- 
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ADULT MEDICAL HISTORY 
 
Surgeries that you’ve had as an adult (include cosmetic)___________________________________________ 
Hospitalizations___________________________________________________________________________ 
Major Illnesses ___________________________________________________________________________ 
Injuries__________________________________________________________________________________ 
Emotional Trauma_________________________________________________________________________ 
Other___________________________________________________________________________________ 
 

CHILDHOOD MEDICAL HISTORY 
 
Your mother’s age at your birth? ______  Were you premature? _____  Cesarean? ______ 
Were you breastfed?__________   How many siblings do you have?___________ 
Overall, how was your health as a child?________________________________________________________ 
________________________________________________________________________________________ 
Were you ever hospitalized as a child?_________      At what age?_________ 
What for?________________________________________________________________________________ 
Please indicate Y (yes) or N (no) if you have or have ever had any of the following and ​specify age​ if known. 
Yes/No  Age Yes/No  Age 
Y / N Epilepsy _____ Y / N Mono _____ 
Y / N Pacemaker _____ Y / N Whooping Cough _____ 
Y / N Asthma _____ Y / N Pneumonia _____ 
Y / N Chickenpox _____ Y / N Broken bones _____ 
Y / N Tonsillitis _____ Y / N Head injuries _____ 
Y / N Mumps _____ Y / N Allergies _____ 
Y / N Measles _____ Y / N Acne _____ 
Y / N Rheumatic Fever _____ Y / N Emotional Trauma _____ 
Y / N Hepatitis _____ Y / N HIV+ _____ 
Y / N Hemophilia _____ Y / N AIDS _____ 
Y / N Eating Disorder _____ Y / N Herpes/STD _____ 
 

FAMILY MEDICAL HISTORY 
 
Please indicate whether you or any of your family members have any of the following diseases.  Indicate what 
your relationship is, i.e. mother, father’s sister, mother’s mother, father’s uncle, etc. 

Relationship    Relationship 
____ Heart Disease ____________________ ____ Liver Disease    ______________________ 
____ Stroke ____________________ ____ Kidney Disease  _____________________ 
____ Diabetes ____________________ ____ Depression    ______________________ 
____ Cancer ____________________ ____ Alcoholism    ______________________ 
____ High Blood Pressure ____________________ ____ Mental Illness    ______________________ 
____ Thyroid Disease ____________________ ____ Other    ______________________ 
 
I have read and understand the HIPPA Privacy Notice.  _______(initial) 
I understand that​ 24 hour cancellation notice is required​.  If I cancel less than 24 hours in advance or do not show up 
for an appointment I will owe payment in full. ______(initial) 
 
X  PATIENT SIGNATURE____________________________________   DATE_________________ 



KAREN TAYLOR 
LICENSED ACUPUNCTURIST 

1200 HIGH STREET  #110 
EUGENE, OR 97401 

OFFICE: 541-968-9122 
 

PATIENT INSURANCE/REGISTRATION FORM 
 
Client’s Name: __________________________________________________________________________ 
 
Street Address: _________________________________________________________________________ 
 
City, State and Zip Code: _________________________________________________________________ 
(If your mailing address is a P O Box, please list street address along with the P O Box.) 
 
Client’s Phone #:  Home ___________________  Cell ___________________  Work__________________ 
 
Marital Status/Partner Information:  ___Married    ___Single   ___Divorced   ___Widowed   ___Partnered 
Client’s DOB:  _______________  O.D.L.#: _________________________  S.S. #: ___________________ 
 
EMAIL​:________________________________________________________________________________ 
Nearest Friend or Relative not living with you in case of an emergency: 
 
Name: ______________________________________________________   Relationship: ______________ 
 
Address: _______________________________________________________________________________ 
 
Phone #:  Home ___________________  Cell ___________________  Work__________________ 
 
INSURED INFORMATION:  PRIMARY 
 
Insurance Company: __________________________________________  Phone: ____________________ 
Claims Address: _________________________________________________________________________ 
 
Subscriber’’s Name: ______________________________________________________________________ 
Relationship to client:   Self __________   Spouse _________  Parent _________  Other ____________ 
ID#: ______________________________       Group #: ____________________ 
Employer: ______________________________________________________________________________ 
Occupation: _____________________________________________________________________________ 
 
INSURED INFORMATION:  SECONDARY 
 
Insurance Company: __________________________________________  Phone: ____________________ 
Claims Address: _________________________________________________________________________ 
 
Subscriber’’s Name: ______________________________________________________________________ 
Relationship to client:   Self __________   Spouse _________  Parent _________  Other ____________ 
ID#: ______________________________       Group #: ____________________ 
Employer: ______________________________________________________________________________ 
Occupation: _____________________________________________________________________________ 
  



 
 
ADDITIONAL INFORMATION: 
 
By whom were you referred to this office? _____________________________________________________ 
 
Please list other health care providers that might be relevant to your treatment. 
(This office will not contact these individuals unless you sign a release of information.) 
 
____________________________,  _____________________________,  ___________________________ 
 
____________________________,  _____________________________,  ___________________________ 
 
Please list any medication(s) you are currently taking: 
 
____________________________,  _____________________________,  ___________________________ 
 
____________________________,  _____________________________,  ___________________________ 
 
Have you ever had Acupuncture in the past?  If so, when, and for what types of problems? 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
Please remember that insurance is considered a method of reimbursing the client for fees paid to the provider and is not a 
substitute for payment.  Some companies pay fixed allowances for certain procedures and others pay a percentage of the 
charge.  It is your responsibility to pay the deductible amount, co-insurance or any other balance not paid by your insurance. 
You will be responsible to pay full charge for missed appointments not cancelled 24 hours in advance.  Patient’s or authorized 
person’s signature:  I authorize the release of my medical or other information necessary to process this claim.  I also request 
payment of government benefits, Medicare, private insurance and other health plans to the party who accepts assignment 
below.  
 
If this account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to a reasonable 
attorney’s fees and cost of collections. 
 
To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of my records. 
 
I hereby assign all medical benefits to include major medical benefits to which I am entitled, including; private insurance and 
other health plans to ​Karen Taylor, L. Ac. 
 
This assignment will remain in effect until revoked by me, in writing.  A photocopy of this assignment is to be considered as 
valid as the original.  I understand that I am financially responsible for all charges whether or not paid by said insurance and 
hereby authorize said assignee to release all information necessary to secure payment. 
________________________________________________________________________________________ 
 
SIGNED:​ ______________________________________________________        ​DATE:​ ________________ 
 
RESPONSIBLE PARTY:​ __________________________________________       ​DATE:​ ________________ 


