
Intake Form 
ORIENTAL MEDCIAL ASSOCIATES 

4002 Park Blvd. STE E 
San Diego, CA 92103 

(619) 294 - 2622 
 
Thank you for taking the time to fill out this confidential questionnaire to help me determine the 
best treatment plan for you.  If you have any questions, please ask. 
 
Personal Information: Date:_____________ 
 
Name ________________________________  M / F 
Home Address  _____________________________________________ 
City / State / Zip ____________________________________________________________ 
 
Home Phone ______ /  _________________            SSN:________________________ 
Occupation _______________________   Employer ___________________________ 
Employer’s Address ____________________________________________________________ 
Work Phone  _______________________  Email: _____________________________ 
 
Birthdate / Age_________  /  _____  Marital Status ______ Number of Children  ______ 
 
Emergency Contact_______________________________    Phone  ________________                     
Relationship  _______________________________ 
 
Have you previously received acupuncture therapy? _____________________________ 
How did you select our office? _________________________________________ 
Did your injury occur at work?          Y / N Describe:____________________________ 
 
Medical Physician / Phone _____________________________________   

_____________________________________ 
Are you Pregnant?  ________ 
 
Payment 
I, the undersigned, understand that payment for all care received is my responsibility. I also understand 
that a 24 hour cancellation notice is necessary to avoid charges.  Payment is due at time of service. 
Insurance and Worker’s Compensation 
I authorize the release of any medical or other information necessary to process my insurance claim.  I 
also request payment of government benefits either to myself or to Oriental Medical Associates should 
my case be accepted.  I authorize payment of medical benefits to Oriental Medical Associates for services 
billed to my insurance carrier. 
Informed Consent 
I hereby request and consent to the performance of Acupuncture and other Oriental Medical procedures 
by the Licensed Acupuncturists at Oriental Medical Associates, or associates, or employees.  I understand 
that infrequently, a small amount of bruising may accompany an acupuncture or associated treatment 
modality.  I have read the above consent. 
 
Signature: __________________________________________  Date: _____________________ 
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