
Name Marital Status: Birthdate            /       /

Age ______

Address _____________________________ Male Female

______________________________________ Ht Wt

Email Occupation

Home Phone Work Cell

Referred by

Reason for visit today Have you had acupuncture before?

Chinese herbal medicine?

How long have you had this condition?

Is it getting worse? Does it bother your  □ƐleeƉ  □ǁŽƌŬ  □Žtheƌ ;ƐƉecifǇͿ?
What seemed to be the initial cause?

What seems to make it better?

What seems to make it worse?

�ƌe ǇŽu unĚeƌ the caƌe Žf a ƉhǇƐician nŽǁ?  □ zeƐ  □ EŽ    if ǇeƐ͕ fŽƌ ǁhat?
Physician's name: Physician's phone:

Other concurrent therapies:

Family Medical History:
□ �lleƌŐieƐ ;liƐtͿ □ Arteriosclerosis □ �anceƌ ;tǇƉeͿ □ DiaďeteƐ ;dǇƉe͗    Ϳ □ Seizures

□ Asthma □ Heart Disease □ Stroke

□ Alcoholism □ Depression □ High Blood Pressure

Your Past Medical History:
□ AIDs/HIV □ Emphysema □ Mumps □ Cancer  type: □ duďeƌculŽƐiƐ
□ Alcoholism □ Epilepsy □ WaceŵaŬeƌ ;Date͗    Ϳ    treatment: □ dǇƉhŽiĚ feǀeƌ
□ Allergies   □ Goiter □ Pleurisy □ Ulcers

□ Appendicitis □ Gout □ Pneumonia □ Venereal disease

□ Arteriosclerosis □ Heart Disease □ Polio □ ^uƌŐeƌǇ ;liƐtͿ □ Whooping cough

□ Asthma □ ,eƉatitiƐ ;dǇƉe͗       Ϳ □ Rheumatic fever □ Other

□ �iƌth dƌauŵa □ ,eƌƉeƐ  ;dǇƉe͗      Ϳ □ Scarlet fever

  ;ǇŽuƌ Žǁn ďiƌthͿ □ High Blood Pressure □ Seizures □ DaũŽƌ tƌauŵa ;caƌ͕fall͕ ƉlƐ liƐtͿ
□ Chicken Pox □ Measles □ Stroke

□ DiaďeteƐ ;dǇƉe͗      Ϳ □ Multiple Sclerosis □ dhǇƌŽiĚ ĚiƐŽƌĚeƌƐ

Your Diet:
Appetite □ Low □ �Žffeeͬdea                    □ Artificial □ Sugar □ Low dhiƌƐt fŽƌ ǁateƌ͗

□ High □ Soft Drinks/ Sweeteners □ Salty foods □ High # glasses per day:

     Fruit Juices

Pharmaceuticals (name and dosage): Vitamins/Supplements (name and dosage):

dŽĚaǇΖƐ Date ͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺͺNew Patient Intake Form

Protein Intake



Your Lifestyle: Regular Exercise

□ Alcohol  □ Marijuana □ Stress    Type______________ Frequency__________

□ Tobacco □ Drugs □ Occupational hazards    Type______________ Frequency__________

General Symptoms:
□ Poor appetite □ Poor sleep □ Bodily heaviness □ Chills □ Bleed or bruise easily

□ Heavy appetite □ Heavy sleep □ Cold hands or feet □ Night sweats □ Peculiar taste (Describe)

□ Like cold drinks □ Dream-disturbed sleep □ Poor circulation □ Sweat easily ____________________
□ Like hot drinks □ Fatigue □ Shortness of breath □ Muscle cramps ____________________
□ Weight loss/gain □ Lack of strength □ Fever □ Vertigo/dizziness ____________________

Head, Eyes, Ears, Nose, Throat
□ Glasses (age?      ) □ Night blindness □ Gum problems □ Recurrent sore throat □ Headaches

□ Eye strain □ Myopia/Presbyopia □ Sores on lips/tongue □ Swollen glands □ Migraines

□ Eye pain □ Glaucoma □ Dry mouth □ Lumps in throat □ Concussions

□ Red eyes □ Cataracts □ Excessive saliva □ Enlarged thyroid Other head or neck problems

□ Itchy eyes □ Teeth problems □ Sinus problems □ Nosebleeds ____________________
□ Spots in eyes □ Grinding teeth □ Excessive phlegm □ Ringing in ears ____________________
□ Poor vision □ TMJ     Color:  □ Poor hearing ____________________
□ Blurred vision □ Facial pain □ Earaches

Respiratory
□ Difficulty breathing whe□ Tight chest □ Cough □ Color of phlegm: □ Coughing up blood

               lying down □ Asthma/wheezing Wet or Dry? _____ _________________□ Pneumonia

□ Shortness of Breath □ Difficult inhale? Exhale? Thick or thin? _____

Cardiovascular
□ High blood pressure □ Low blood pressure □ Chest pain □ Tachycardia □ Phlebitis

□ Blood clots □ Fainting □ Difficulty breathing □ Heart palpitations □ Irregular heartbeat/ Afib

Gastrointestinal
□ Nausea □ Diarrhea □ Intestinal pain/cramps Bowel movements:

□ Vomiting □ Constipation □ Burning anus

□ Acid regurgitation □ Black stools □ Rectal pain Frequency_____________ Texture/form___________________

□ Gas □ Bloody stools □ Anal fissures

□ Hiccup □ Mucous in stools □ Laxative use Color_________________ Odor__________________________

□ Bloating □ Hemorrhoid      What kind?  

□ Bad breath □ Itchy anus      How often?

Musculoskeletal
□ Neck/shoulder pain □ Upper back pain □ Joint pain □ Limited range of motion □ Other

□ Muscle pain □ Low back pain □ Rib pain □ Limited use _________________

Skin and Hair
□ Rashes □ Eczema □ Dandruff □ Change in hair/skin texture Other (Specify)

□ Hives □ Psoriasis □ Itching □ Fungal infections _________________

□ Ulcerations □ Acne □ Hair Loss _________________

Neuropsychological
□ Seizures □ Poor memory □ Irritability □ Considered/attempted Other (Specify)

□ Numbness □ Depression □ Easily sressed    suicide _________________

□ Tics □ Anxiety □ Abuse survivor □ Seeing a therapist _________________

Genitourinary
□ Pain on urination □ Blood in urine □ Venereal disease □ Increased libido □ Impotence

□ Frequent urination □ Unable to hold urine □ Bedwetting □ Decreased libido □ Premature ejaculation

□ Urgent urination □ Incomplete urination □ Wake to urinate □ Kidney stone □ Nocturnal emission

Gynecology
□ Age menses began □ Duration of flow □ Vaginal discharge □ Breast lumps Date of last PAP

_____________ ________ days (color)_______________ # Pregnancies_________ __________________
Length of cycle (day 1-day 1) □ Irregular periods □ Vaginal sores # Live births_______ Date last period began

_____________ □ Painful periods □ Vaginal odor # Premature births______ __________________
□ PMS □ Clots Age at menopause______



Mary Cetan, P.A., Doctor Oriental Medicine, Florida Acupuncture Physician 1303 

4920 Fruitville Road, Sarasota, FL 34232 – 941-926-7899 – drmary@natureswisdomhealingcenter.com 

_________________________________________________________________________ 

Consent for Communication Disclosure 

Your Name: _________________________________________________________ 

Phones: Circle the preferred one for us to contact you on. 

Cell: _________________   Home:  _______________ Work: ____________ 

If we are unable to reach you at preferred number, may we use another?  Y or N 

May we leave the following information on your home voicemail? 

Appointment Info? Y or N    Billing Info? Y or N   Medical Info? Y or N 

Addresses: 

E-mail:  _____________________________________________________________ 

May we use this e-mail to communicate with you?  Y or N 

Mailing Address: 

Home: ___________________________________________________________ 

Other: ___________________________________________________________ 

Which address do we use and when? 

______________________________________________________________ 

Emergency Contact: 

Name: __________________________________________ Phone: __________________ 

Whom May We Inform About Your Care & Financial Information? (Indicate: C / $) 

Name: __________________Relationship: __________ Phone: _______________ 

Name: __________________Relationship: __________ Phone: _______________ 

Do You Require Any Correspondence from Us to Be Marked Confidential? Y or N 

Other Contact Information: 

Your Website: _______________________ Your Skype: _________________________ 

Your Facebook: ______________________ Your LinkedIn: _______________________ 

Your Twitter: ________________________ Your Google: ________________________ 

I give permission to contact me and use the information as indicated on this form: 

Signature: ____________________________________________ Date: ______________ 



Mary Cetan, P.A., Doctor Oriental Medicine, Florida Acupuncture Physician 1303 

4920 Fruitville Road, Sarasota, FL 34232 natureswisdomhealingcenter.com 

drmary@natureswisdomhealingcenter.com 941-926-7899 

Policy Regarding Patient Financial Responsibility  

Self-Pay:  All services are required to be paid in full at the time of service   

Fees:  There is a separate Services and Fees sheet that shows our pricing    

Discounted Care Plans:  We offer discounted prices when a series of treatments are purchased 

and scheduled.  The patient may have the money returned from a multiple treatment 

discounted option as follows: the used visits will be adjusted to non-discounted prices; the 

remainder of funds will be refunded to patient via check within 10 working days.  The multi-

treatment discounted plan can be given to a friend or family member with the intention that 

they use the remaining visits.    

Cancellations: We have a 24-hour cancellation policy.  Cancellations can be communicated via 

phone, text, email or in person.  Barring a true emergency, patient will be charged a $50 missed 

appointment fee, or be required to use one of the visits on discounted Care Plan.  This is 

applicable on the first visit missed.  When a patient shows up late, the treatment time will be 

shortened to keep our schedule on-time.  If the patient is more than 20 minutes late, the 

treatment is missed.   

Insurance:  Select the “Insurance Verification” button on our website to verify coverage.  We 

accept only out of network plans.  We will be notified of the status of your insurance coverage 

and let you know.  If your care is verified to be covered by your insurance, you will be required 

to pay if your deductible has not been met.  You will be required to pay co-pay if applicable.  

Everyone who is covered by insurance are required to pay $5 per visit for processing fee.  There 

are forms that must be filled out prior to being able accept payment for your insurance that are 

not included here.  Until your insurance coverage is verified and insurance payment forms filled 

out, all visits must be paid in full at the time of service.  

Summary:  Providing quality medical care for our patients is our goal.  We require the flow of 

monies to continue providing care.  We are not in the position to hold account balances for 

products or services for our patients.   

Patient Statement:  I understand that I am responsible for the payment of this account, and 

hereby assume and guarantee payment of all expenses incurred during my office visits.  I also 

understand that purchasing a multiple treatment discounted Care Plan with a specific number 

of visits does NOT guarantee success in treatment.    

Patient Name: ____________________________________________________________________ 

 

Signature of Patient or Responsible Party: _____________________________ Date: ____________ 



 
Mary Cetan, P.A., Doctor Oriental Medicine, Florida Acupuncture Physician 1303 

4920 Fruitville Road, Sarasota, FL 34232 www.natureswisdomhealingcenter.com 

drmary@natureswisdomhealingcenter.com 941-926-7899 

 

Privacy Policy for Our Patients 
 
We value our relationship, and respect your right to privacy.  Your visits and treatments will 
remain confidential and will not be discussed with other patients nor visitors to our clinic.  This 
notice describes our policy for how your privacy is being protected and how your medical 
information may be used.   
  
Emergency Contact Person:  The person that you indicated on your patient form will be 
contacted in the event of an emergency.  If this person changes during your care with us, please 
notify us verbally and via a written request so we can update your files. 
 
Clinic Safeguards Include: 

1. Limited and keyed access to location where information is stored 
2. Policies and procedures for handling information 
3. Requirements for our staff and others who work in our clinic to contractually comply with 

privacy laws 
4. All medical files are kept on permanent file for 5-years per Florida law 

 
Information We Use In Our Clinic: 

In administering your health care, we gather and maintain information that may include non-
public personal information as follows: 

1. Financial/billing transactions 
2. Medical notes including health history; treatment notes; test results  
3. Communications with other healthcare practitioners and professional associations 

including--insurance companies, workman's comp and your employer, and other third 
part administrators like requests for medical records, claim payment information, et 
cetera. 

 
Information We May Share: 

1. Limited personal medical and financial information with your insurance company  
2. Limited personal medical and financial information with with Worker's Compensation 

and your employer as well in this instance 
3. Medical information with medical practitioners that you authorize in writing 
4. Medical and financial information with people that you authorize in writing 
5. As health care practitioners, we are required by Florida law to report to those who 

can help, all suicide threats shared with us 

 

 

Patient Name: _________________________________________________________ 
 
Signature of Patient or Responsible Party: _____________________ Date: ____________ 
 



Mary Cetan, P.A., Doctor Oriental Medicine, Florida Acupuncture Physician 1303 

4920 Fruitville Road, Sarasota, FL 34232 – 941-926-7899 – drmary@natureswisdomhealingcenter.com 

_________________________________________________________________________ 

Patient Acknowledgement of Our Privacy Policy  
I, ________________________, consent to the use and disclosure of my health information by Mary 
Cetan, P.A. for the purposes of my diagnosis, treatment, obtaining payment, and as needed to conduct 
health care.  When I sign this agreement, I consent my health care, including diagnosis and services to 
Mary Cetan, P.A. 

My health information includes demographic information, my health plan, my employer or a health care 
clearinghouse (i.e. insurance processing company).  This acknowledgement includes past, present and 
future health conditions.     

I have the right to view Mary Cetan, P.A.’s Notice of Privacy Practices prior to signing this document.  
The Notice of Privacy Practices describes the use of; the duties of my practitioners with respect to; and 
my rights regarding my health information.   

The Notice of Privacy Practices Manual is physically available for review at our clinic.  We reserve the 
rights to change the information contained in this manual at any time and we will notify you of any 
changes that affect you.   

Consent to the Use and Disclosure of Health Info for Treatment, Payment and Care 
I understand that the clinic of Mary Cetan, P.A. originates and maintains health records describing my 
health history, on-going symptoms, exams, test results, diagnoses, treatment and plans for future care.  

I understand that my health records serve as a basis for planning my treatment per my diagnosis.  I also 
understand that my health records can be used by a third-party payer to verify that services billed were 
provided; by a team of healthcare providers that contribute to my care; and as a tool for assessing the 
care quality of healthcare professionals.   

I understand that I have the right to request restrictions as to how my health information may be used 
or disclosed to carry out treatment/payment/healthcare operations and that Mary Cetan, P.A. is not 
required to agree to the restrictions request as based on laws and regulations.  For personal or 
professional reasons, I request the following restrictions to the use of my health care information: 

Patient Name: _________________________________________________________ 

Signature of Patient or Responsible Party: ________________________ Date: _______ 

Office Signature: ___________________________________________ Date: _______ 

1. 

2. 

3.






