Magnolia Healing Arts, LLC
Nicola Moll LAc, MSTOM
Colleen Gibson LAc, MSAOM

1235 SE Division St., Suite 115 PATIENT INTAKE
Portland, OR 97202

Name: Date

Date of birth: Age:
Address:

Phone: Primarg Home/Cell/Work/ Other
Alternate Home/Cell/Work/ Other

E-mail:

Emergencg contact: Pl’:one:

Wl’"lO mag we tl’lal”II( FOF HOUY’ reFerral?

Account Information

O Out of Pocket O Insurance O Insurance — Self Bill /Flex Plan O Other

Insurance Provicﬂer: Phone#

Adjuster/ Claim Representative:
Member ID# GrouP #

Primarg Policy Holder: Date of Birth:

Relationshi[:\ to Patient:

Address if different from Patients:

Emploger: Phone#

Motor Vehicle Accident
Claim# Date of Accident State

Health Historg

Please list your Primarg health concerns:

Have you had acuPuncture beFore? What other Forms OF treatment ]ﬁave you

sougl')t out?

Please list any a”ergies you have




List any surgeries, accidents, or hosPitalizations (include dates):

Do you have a historg of abuse? What tHPC of abuse?

Do you smoke? How many per dag?

Do you drink coffee? How many cups per c]ag?
Do you drink alcohol? How much per week?

How much water do you drink per clag?
Please list all medications, suPPlements, and/or herbs you are taking, inclucling over the

counter drugs:

Rx/Herbs/SuPPlements Dosage Reason {:ortakingthem How long Prescribed bg

Please list any signiﬁcant illness youora relative have had:

Yourself Relative When

Cancer

Seizures

Diabetes

Heart Disease

Infectious Diseases

HIV/AIDS

Rheumatic Fever

High Blood Pressure

Emotional Disorders

HePatitis

UPc]atccl: 3/21/11



