Willa Wang TCM & Acupuncture Clinic  Address: 3564 Hammond Bay Rd, Nanaimo V9T1E9 Tel:(250)797-7229

Patient Health Record
General Information (MAER) :
Last name (%) : First name (£4) : Middle name:
Date of Birth (HZEHHD) Y E) _ M A) D H). [OIMIQOIF
Care Card Number: ICBC Claim Number:
Health Insurance Company:
Policy Number: MemberShip No:
Home address (ZEE{EHL) : :
City (Jki) Province () : Postal Code (Hii%) :
Cell Phone (FAHl) : Landline Phone (&%) :
Email Address(FHp):
Marital Status (ZSURARIL) Occupation (ERAk) :
Date of 1st visit (#]i2 H#) : Y (46) M (A D (HD
Emergency Contact Name (X2UR A4
Phone Number (i) : Relationship to Patient (% %)

Referral Name/Method (friend, co-worker, family, signage, Internet):
Past Medical History & Ongoing Health Condition(Bt/E 52 FHL 5 5):

Please indicate with a “C” for any of the following that currently apply or a “P” for any that
has applied in the past (&4t & B 50 LIAERIH L CAGRIE, “PRIE %) -

[(JHeart Disease LIt I [JStomachache & Jif OTBE %

[1StrokeH X, [CJAbdominal Pain O Hepatitis AT %
[IHypertension = I [INausea/Vomiting-% »HX i CIHIV+ 59
[JHypotensionfi I [+ [IDiarrheal§ 5 [1Skin Disease Ji -
[JHigh Cholesterol & IfiL /i [JConstipation {5 i CIHyperthyroidism FF 7t
[JBlood Disease IfiL ¥4 J [JHeadache&Migraine 3k Jii CJHypothyroidism H Jik
[ Asthma 2 i [IDizzinessH% % CIEpilepsy i i
CIRhinitis &£ % [JPalpitation 1% O Tumorfi &g
CDiabetes## & 17 ClInsomnia 2k il [JCanceri it
[JKidney disease 57 CIFatigue 77 [CINeck Pain

[J Urinary tract infectionsRi& %6 [1DepressionIA[; (JLow Back Pain

I Goutyi 4, CJAnxiety £ 5E [JKnee or Hip Pain

O Arthritis <15 46 [(JMenstrual Problem H 2297 (Periarthritis of Shoulder
[]Osteoporosis i Jifi B FA [JPremenstrual Syndrome & /i #12x 5 4E  [Carpal Tunnel
CJFracture’& 7 [JMenopause Syndrome (I Cervical syndrome
[ISprain//L P4 4% Cinfertility A~ 2 CJOthers H: e
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Willa Wang TCM & Acupuncture Clinic  Address: 3564 Hammond Bay Rd, Nanaimo V9T1E9 Tel:(250)797-7229

[(JOthers &
Allergies: [Food&%) MedicineZj¥) (OOther L&
Family History % %:

Gynecology GF}

Menarche Age (HZVI4ERY) : _ Number of Delivery Baby (F=& F &40
Menopause Age (42244

Gynecology history (IHEMFE %) -

Operation/Traumas Record FR &4MF =
Disease %% Y4E MH DH

Disease %% Y MH DH

Chief Complaints &Present illness £ FRIFLH 8
Please tell us about the specific condition which brought you to our clinic & & FHEA1ERKIZ K
FEFNA:

How long have you had this condition FiRAiER$FLE T Z KM A2 -

How did it start FIRERZEE L FFHER? -

What aggravates it i E K &?

What relieves it /% K 2?

What are other symptoms accompanied with this condition ¥ Ff 3 & EIR?

What treatment have you had for this condition and how well did it work it EeEiayy, R
hnfay?

Please Notes: Your appointment time has been reserved for you. In courtesy of your therapist & follow patients, we
ask that you provide us with 24 hours notices of cancellation, or a cancellation fee will be charged. Payment for all
treatment, whether private or insured, is ultimately the responsibility of the patient.

I authorize the clinic and its associated R. TCM.P to collect my personal and medical information as documented above
in order to contact me, and give permission for the clinic to leave messages regarding appointment at any contact
numbers I have provided above. In addition, I understand that my personal and medical information is confidential and

will only be disclosed to third parties with my permission.

Signature: Date:
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Willa Wang TCM & Acupuncture Clinic  Address: 3564 Hammond Bay Rd, Nanaimo V9T1E9 Tel:(250)797-7229

Patient Informed Consent to Treatment

R.TCM.P: Yue Fang Wang Reg#:04753

|, or the person listed below, have discussed with my traditional Chinese medicine practitioner or acupuncturist the specifics of
my assessment or treatment and understand the nature, risks and reasons for this procedure. | voluntarily consent to
Traditional Chinese Medicine/Acupuncture and understand that | may withdraw my consent and halt my participation at any

time.

1.

| understand that some of the techniques used under the scope of Traditional Chinese Medicine include the use of
sterile, single-use needles to penetrate the skin. Additional treatment methods can include, but are not limited to:
acupuncture, acupressure, the electrical stimulation of needles, cupping or moxibustion, gua sha, and Tuina. Before
any of these procedures are performed, my practitioner will discuss my treatment options and only proceed if my
consent is given.

My practitioner has informed me of the risks and symptoms of treatments, which can include, but are not limited to:
slight pain, light-headedness or nausea, soreness, bruising, bleeding or discolouration of the skin, and the possibility
of other unforeseen risks. | freely accept the risks involved with my procedure.

| will inform my practitioner if | currently have or develop any major health issues, if | suffer from any type of major
bleeding disorder, or if | use a pacemaker.

| understand that | must let my practitioner know if | am carrying, or believe to have any infectious agents, including
but at not limited to HIV, TB and Hepatitis. In some cases where cross-infection is high, my practitioner may withhold
treatment.

| understand that there are no guarantees for the results of treatments. Traditional Chinese Medicine does not often
provide an instant cure. The length of my treatment depends on the severity of my condition. In some cases my
symptoms may temporarily worsen before they begin to improve.

| am responsible for the full and prompt payment after services have been rendered.

| have discussed the content of this form with my practitioner. | acknowledge that | have asked any questions | may
have and received answers | understand. By signing this form, | give my informed consent for Traditional Chinese
Medicine treatments.

Choosing to enter the clinic to receive treatment indicates you understand that despite the health and safety efforts
made by Willa Wang TCM & Acupuncture Clinic, it is possible that an exposure to COVID-19 may occur here or
anywhere in your daily activities. By pursuing treatment, you accept this risk as your responsibility alone and not that
of the clinic, its employees or its practitioners.

Patient Signature: Practitioner Signature:

Date: Date:
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