
Dr. Yu Acupuncture LLC
 Dr. Shui-Lian Yu D.O.M. L.A.C. M.D.(China)

2612 Southern Blvd STE A1, Rio Rancho NM 87124
Phone:  (505) 896-2011
Mobile:  (505) 720-6939
Fax:  (505) 896-7877

PATIENT INFORMATION AND CONSENT FORM

DATE ......................................................

AGE .............BIRTH DATE .....................................

CITY ......................................................

OCCUPATION ..................................................................  EMPLOYER ...................................................................

PHONE (HOME) ......................................................... PHONE (WORK) .................................................................

EMAIL:  .......................................................................... SSN: .....................................................................................

.................................................................................   ...................................................
PATIENT’S SIGNATURE (PARENT/GUARDIAN IF UNDER 18)                           DATE

Welcome to our clinic. We are happy you have chosen us to help serve your healthcare needs. For your 
information, we use acupuncture needles that are for single use only, they are disposed of according to 
OSHA guidelines for biomedical waste. Please complete this form to the best of your ability. This 
information is needed in order to get a picture of your lifestyle & health status, which is an important part 
of assessing your health in oriental medicine. 

Consent for Treatment 
            I, the undersigned, understand that treatment may include the use of acupuncture needles, laser 
acupuncture, moxibustion, cupping, mineral heat lamps, herbal formulas (raw, pill, capsule, syrup, tincture, 
lotion, plaster, ointment, powder, suppository), acupressure, psychological advice, Chinese massage (Tui 
Na), electrical stimulation and diet and nutritional counseling. Examinations are usually done routinely to 
determine the nature and extent of the problem. 
            I understand that the risks of TCM treatment although limited, could include the following: burns 
from a mineral heat lamp and moxibustion, bruising, puncturing organs in the abdomen or chest cavities, 
shock induced by needle stimulation, premature labor in pregnant females, herbal side effects, drug 
interactions or allergic reaction. (Some herbs and certain acupuncture points should not be used with 
pregnant females). If I use a pacemaker, have heart problems, have metal plates or rods in my body,
have an infectious disease, am taking herbs or any drugs, am pregnant or suspect that I am pregnant, I have an infectious disease, am taking herbs or any drugs, am pregnant or suspect that I am pregnant, I 
agree that I will inform before beginning the treatment. I understand that slight bruising from cupping or 
needles is a normal side effect. 
      I understand that TCM may affect people on all levels: physical, emotional, mental and spiritual, 
because it works within the entire body to restore balance. I understand that the duration of treatment because it works within the entire body to restore balance. I understand that the duration of treatment 
varies person to person depending on the specific illness and body constitution. I fully understand that 
there is no stated or implied guarantee of success or effectiveness after a specific treatment or series of 
treatments, and I do not hold this doctor of oriental medicine (D.O.M) responsible for any risks that may 
come about due to treatment. I agree that this D.O.M can not be held liable for any intentional 
misrepresentation by myself or any other patients, i.e. not advising that I am HIV positive or pregnant, etc. 

I state that I have completed the patient information form completely and accurately, and understand and I state that I have completed the patient information form completely and accurately, and understand and 
accept the risks involved in treatment. 

STATUS: FULL-TIME ......... PART-TIME .......... RETIRED ......... NOT EMPLOYED .......... UNKNOWN ..............

STATE ...................................................ZIP ................................................

 MARRIAGE STATUS .........................SEX ......................

NAME.............................................................................................................................................................................

ADDRESS ......................................................................................................................................................................



Dr. Yu Acupuncture LLC
 Dr. Shui-Lian Yu D.O.M. L.A.C. M.D.(China)

2612 Southern Blvd STE A1, Rio Rancho NM 87124
Phone:  (505) 896-2011
Mobile:  (505) 720-6939
Fax:  (505) 896-7877

WHO REFERRED YOU TO US? ...........................................................................................................................................................

PAST MEDICAL HISTORY:

PHONE: ............................................................................... RELATIONSHIP TO YOU: .....................................................................

FAVORITE TIME OF THE YEAR: .............................................................. WORST: ...........................................................................

ILLNESSES: ..............................................................................................................................................................................................

ALLERGIES: .............................................................................................................................................................................................

SURGERIES: ............................................................................................................................................................................................

SIGNIFICANT TRAUMA (I.E. MOTOR VEHICLE ACCIDENTS, FALLS, AND ETC):
...................................................................................................................................................................................................................

HOW LONG DID THIS PROBLEM BEGIN?
...................................................................................................................................................................................................................

HAVE YOU BEEN GIVEN A DIAGNOSIS FOR THIS PROBLEM? IF SO, WHAT? 
...................................................................................................................................................................................................................

HAVE THEY HELPED ALLEVIATE THE CONDITION/PROBLEM?
...................................................................................................................................................................................................................

ARE YOU CURRENTLY RECEIVING TREATMENT FOR YOUR PROBLEM? ............ IF SO, PLEASE DESCRIBE: 

...................................................................................................................................................................................................................

...................................................................................................................................................................................................................

......................................................................................................................................................................................................................................................................................................................................................................................................................................

....

DO YOU HAVE A REGULAR EXERCISE PROGRAM? ............ PLEASE DESCRIBE: ......................................................................

HAVE YOU TRAVELLED ABROAD IN THE PAST YEAR? ............ IF SO, WHERE: ........................................................................

DO YOU HAVE OR EVER HAD ANY INFECTIOUS DISEASE? ............ IF SO, PLEASE DESCRIBE: 

...................................................................................................................................................................................................................

MEDICINES: INCLUDE PRESCRIPTION, OVER THE COUNTER DRUGS, VITAMINS, HERBS, ETC... TAKEN WITHIN THE 

LAST THREE MONTHS: ......................................................................................................................................................................... 

...................................................................................................................................................................................................................

WHAT KIND OF TREATMENT(S) HAVE YOU TRIED?
...................................................................................................................................................................................................................

IN AN EMERGENCY NOTIFY: .............................................................................................................................................................

MAIN PROBLEM(S) YOU WOULD LIKE US TO HELP YOU WITH 
...................................................................................................................................................................................................................


