Appointment Date:

General Information

Province

Postal Code

Care Card #

Focus
What is your 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?

Standing
Emotional
Relationships
Social Life

What have you done about this?

Are you interested in:

What are your health goals?
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Other

List any past or future surgeries.

List any significant trauma. When did it occur? (auto accident, falls, emotional, sexual, etc...)

List exercise and sport activities you have been or are currently involved in:

Signs/Symptoms

Female Concerns

Medical History
Do you have any allergies?
Do you take medication?
Do you take supplements?

Yes
Yes
Yes

No
No
No

If so, to what?
If so what types and how often
If so what types and how often

Please indicate if you or any family members have or had any of the following conditions:
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Family Health
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Pain
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Social Health
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Career
Health
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Financial
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Sexual
Health

8

Physical Health

6

10
9

10 9

Web of Wellness

Spiritual
Health

Types of Care
According to your signs and symptoms please indicate where your current state of health falls along this Types of Care time line.

Acute Care

Maintenance Care

Wellness & Preventative Care

G e t m e out of pa in a nd discom fort fa st!

F e e ling good, no big proble m s!

F e e ling gre a t! Life is w onde rful!

Most patients begin acupuncture
treatment to provide relief from pain,
discomfort and other symptoms, fast.
Acute Care helps to ease your initial
problem(s) quickly.

Maintenance Care gives you a
chance for deeper healing to occur.
Strengthening your body's response
to illness by stimulating your natural
healing powers.

I want to achieve optimal health and
well-being, free of disease and illness.
Wellness Care is your best choice.

O bvious sym ptom s a nd signs

S ym ptom a nd signs disa ppe a r

Terms of Acceptance
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You fe e l gre a t

Open Gate Acupuncture
& Herbal Clinic

Dr. Danielle McFadzen, DTCM
Alice Young-Clark, TCMP, R.Ac
INFORMED CONSENT
Once reading the following information, please ask your practitioner if you have any questions.
While the traditional Chinese medicine practices of acupuncture, electro-acupuncture, cupping,
moxibustion, gua-sha, tui-na and shoni-shin are considered to be safe treatments, you should be aware
that the following side effects may occur:
Residual needle sensation - occasionally there is a residual sensation at the point of insertion that may
last for a period of time. Please advise your practitioner if this sensation lasts for several days.
Drowsiness or dizziness - these symptoms are more common if you are hungry or dehydrated at time of
treatment. Fainting, while very rare, is also more likely in this case. Please eat and drink prior to your
appointment.
Bruising or bleeding - this may occur at the site of insertion.
Temporary aggravation of symptoms - this will occasionally occur prior to improvement. Rarely will
worsening of symptoms last beyond the first day or two.
The herbs used in traditional Chinese medicine (which can be from plant, animal, or mineral source)
that have been recommended for use are considered safe. Some of the herbs may be inappropriate
during pregnancy, or while taking other medication. It is important to inform your practitioner of all these
situations and conditions. Please inform your practitioner if you feel you are having adverse reactions
to your herbal therapy.
STATEMENT OF CONSENT TO TREATMENT
As a patient of Open Gate Acupuncture & Herbal Clinic, I have read the information and understand that
this form of medical care is based on Traditional Chinese Medicine (TCM) principles and practices. I
recognized that all the practitioners that are working with me may have access to my file and will ensure
all the information is private and confidential. I also recognize that even the most gentle of therapies
potentially have complications, and hence the information provided must be complete and inclusive of
all health concerns including pregnancy, significant medical history and all medication (including over
the counter drugs and supplements).
I do not expect my practitioners to be able to anticipate all the risks and complications associated with
treatment. I have been informed that certain reactions to treatment may occur (listed above). I also
understand that there are possible side effects to herbal therapy and will cease use and inform my
practitioner immediately if this occurs. I will also inform my practitioner immediately if I am pregnant.
I hereby request and consent to acupuncture, herbal therapy or any other practices within the scope of
TCM. I also confirm that I have the ability to accept or reject this care and treatment of my own free will
and choice. I accept full responsibility for fees incurred during this care, and agree to the 24
hour cancellation policy of this clinic. I will be charged for any missed appointments if 24 hour
notice is not given.
Name (please print): _____________________________________________

Signature: ____________________________________________________ Date: ________________

