
Georgina Castle, DACM, MPH 
7638 N Ingram Ave, Suite 102 
Fresno, CA 93711 
Phone: (559) 325-4775 Fax: (559) 532-0209 

  INTIAL HEALTH STATUS 
Acupuncture 

 
 
Patient Name__________________________________ 
                                           Last                                             First 

 
 
Birthdate_________ 

 
 
Primary Language_____________ 

 
 

Sex M ☐ F ☐ 

 
Address______________________________________ 

 
City____________State____ 

 
Zip________ 

 
Email____________________ 

 
Employer_________________________ Occupation_____________________ 

 
Cell Phone_____________ Other Phone___________ 

 
Are you under the care of a physician? ☐ No ☐ Yes, for what condition? _________________________________________________ 
 
Please describe your current health problems(s)_____________________________________________________________________ 
 
How and When it began__________________________________________________________ Is this work related?    ☐Yes   ☐ No 
What treatment have you received for the above conditions(s)?  ☐ Surgery   ☐ Medications  ☐ Physical Therapy   ☐ Injections 
☐ Chiropractic  ☐ Massage  ☐ Other ____________________________________________________________________________ 
Please describe your progress: ☐ Worse       ☐ No change       ☐ 25% Better        ☐ 50% Better       ☐ 75% Better or ____________ 
 
Check your current pain areas: ☐ Head,  ☐ Neck,  ☐ Jaw,  ☐ Shoulder,  ☐ Arm, ☐ Elbow,  ☐ Hand,  ☐ Wrist, ☐ Upper Back,   
☐ Low Back, ☐ Tailbone, ☐ Hip,  ☐ Thigh,  ☐ Knee, ☐ Ankle,  ☐ Foot,  ☐ Chest,  ☐ Abdomen,  ☐ Other__________ 
No Pain  ☐ 0    ☐ 1    ☐ 2     ☐ 3    ☐ 4     ☐ 5    ☐  6   ☐ 7    ☐ 8    ☐ 9    ☐ 10   Unbearable Pain 
In the past week, how much has your pain interfered with your daily activities?  
No Interference  ☐ 0   ☐ 1   ☐ 2   ☐ 3   ☐ 4   ☐ 5    ☐ 6   ☐ 7  ☐ 8   ☐ 9   ☐ 10  Unable to carry on any activities 
How often are your symptoms present?  ☐ Constantly  ☐ Frequently  ☐ Intermittently  ☐ Occasionally 
Describe your current health conditions? ☐ Excellent   ☐ Very Good    ☐ Good   ☐ Fair  ☐ Poor 

 
Please check all the following that apply to you and list any medication(s) you are taking:  
 ☐ Alcohol/Drug Dependence   ☐ Frequent Urination   ☐ Stroke 
 ☐ Abnormal Menstruation   ☐ Headache   ☐ Tobacco Use – Type _____________ 
 ☐ Allergies   ☐ Heart Attack   ☐ Frequency____________/Day 
 ☐ Angina   ☐ Heartburn or indigestion   ☐ Thyroid Disease 
 ☐ Arthritis/Rheumatoid Arthritis   ☐ Hypertension   ☐ Other____________________________ 
 ☐ Artificial Joints   ☐ Hospitalization/Surgical Procedures    __________________________________ 
 ☐ Asthma        _______________________________   ☐ Medications______________________ 
 ☐ Blood Disorder   ☐ Kidney Disease   __________________________________ 
 ☐ Breast Lumps   ☐ Liver Problems   __________________________________ 
 ☐ Cancer/Tumor   ☐ Osteoporosis   If the family member has had any of the 
 ☐ Convulsion/Seizures   ☐ Pacemaker   following, please mark the appropriate box 
 ☐ Diabetes   ☐ Palpitation/Arrhythmia   and explain the relationship:  
 ☐ Diarrhea/Constipation   ☐ Peptic Ulcer   ☐ Cancer 
 ☐ Excessive Thirst   ☐ Pregnant, # Weeks __________   ☐ Heart Disease________________ 
 ☐ Fainting or Dizziness   ☐ Prostate Problems   ☐ Hypertension_________________ 
 ☐ Fatigue   ☐ Weight Gain/Loss   ☐ Lupus_______________________ 
 ☐ Fever   ☐ Sinusitis   ☐ Other_______________________ 
    ☐ Last Menses Date______________ 
   
   
Comments __________________________________________________________________________________________________ 
 
I certify that the above information is complete and accurate to the best of my knowledge.  If the health plan information is not accurate, 
or if I am not eligible to receive a healthcare benefit through this practitioner, I understand that I am liable for all charges for services.  I 
agreed to notify this practitioner immediately whenever I have changes in my health condition or health plan coverage.  I understand 
that my practitioner of acupuncture services needs to contact my primary care physician or treating physician if my condition needs to 
be comanaged.  Therefore, I will give authorization to my practitioner of acupuncture services to contact my medical doctor if 
necessary. 
 
Patient signature______________________________________________________ Date__________ 
 



Terms and Condi-ons of Service  
 

 
Admission and Medical Services Agreement: 
The pa'ent or the pa'ent's representa've consents to the admission of the pa'ent to Georgina Castle, 
DACM, MPH if this is deemed necessary for the care of the pa'ents. All the terms and condi'ons hereof 
also apply to such admissions. 
 
Medical Consent: 
I have read and fully understand that the pa'ent accepts the full responsibility to follow up the medical 
advice given by Georgina Castle, DACM, MPH the pa'ent or the pa'ent's representa've consents to the 
treatment procedures and its results and repercussions thereof and accepts arbitra'on if deemed 
necessary. 
 
Release of Informa8on: 
Georgina Castle, DACM, MPH is authorized to furnish from the pa'ents records necessary informa'on to 
the referring physician, if any, and to others to the extent required in connec'on with a claim for aid, 
insurance, or medical assistance to which the pa'ent may be en'tled. The pa'ent or his/her medical 
records from previous medical history rendered by other physicians or medical centers. 
 
Financial Agreement: 
The pa'ent or pa'ent's representa've shall pay Georgina Castle, DACM, MPH services rendered in 
accordance with the regular rates and terms by Georgina Castle, DACM, MPH.  When this agreement is 
executed by the pa'ent or the pa'ent's representa've or a financial guarantor, all shall be jointly and 
individually liable for the pa'ent. Should accounts be referred to an aLorney or collec'on agency, 
reasonable aLorney's fees and collec'ons expenses incurred shall be payable in addi'on to the other 
amounts due. 
 
48-Hour Cancella8on and Missed Appointment Policy: 
Please let us know if you need to cancel or reschedule an appointment. Failure to provide 48-hour 
no'ce or failure to show will result in your account being charged for the visita'on at our standard fee 
of $95. Your insurance carrier is not responsible for this fee. 
 
Georgina Castle, DACM, MPH and pa'ent or the pa'ent's representa've hereby enter into this 
agreement. The pa'ent or the pa'ent's representa've cer'fies that he/she has read and accepted the 
"Terms and Condi'ons of Service.” 
 

X_____________________________ 
   Signature of Pa.ent                Date 

X_____________________________ 
   Signature of Representa.ve          Date 

 
Acknowledgement of Receipt of No8ce of Privacy Prac8ces: 
 
I, __________________________________ do hereby acknowledge receipt of a copy of the No8ce of Privacy 
Prac8ces, Polices, and Procedures from Georgina Castle, DACM, MPH. 
 

X_____________________________ 
   Signature of Pa.ent                Date 

X_____________________________ 
   Signature of Representa.ve          Date 

 








