
 

Chang Acupuncture & Associates     7969 Engineer Road, Suite 209 
(858) 495-0771       San Diego, CA 92111 

 
Important: Complete this document as thoroughly as possible.  Some questions may seem unrelated to 
your condition, but they may affect your diagnosis and treatment.  All information is confidential. 

 
Date                      Full Name Preferred Name/Nickname 

Gender   
   M          F 

Date of Birth Age Marital Status 

         Single      Married      Separated       Divorced 
Address City State Zip 

Phone #  during business hours (home, work, cell – circle one) 

(           ) 
Alternate  Phone #  (home, work, cell – circle one) 

(            ) 

Emergency Contact & Relationship Phone Numbers of Emergency Contact 

Primary (         )                     Alternate (        ) 
Circle Health Insurance Coverage 

None     Workers’ Comp      Auto Injury with MedPay      HMO      PPO     POS      Military      Other _________________   
Would you like to receive a monthly email acupuncture newsletter? Y   N 
Would you like to be updated on clinic events and special offers via email?  Y   N 
 
Email: ______________________________________ 
Primary Care Doctor 
 
 

Specialty 

Other Doctors You See Specialty 

Other Doctors You See Specialty 

How did you hear about us? 

Cancellation Policy - Please give at least 24 hour notice of cancellation to avoid a charge for the 
session. This is a courtesy to other patients who may need that appointment time.  Please call if you 
anticipate being more than 15 minutes late for your appointment.   

 
Major Complaint(s), in order of importance to you: 
 
     Severe     Moderate     Slight 
1.      Ä               Ä              Ä      ________________________________________________________ 
 
2.      Ä               Ä              Ä      ________________________________________________________ 
 
3.      Ä               Ä              Ä      ________________________________________________________ 
 
4.      Ä               Ä              Ä      ________________________________________________________ 
 
5.      Ä               Ä              Ä      ________________________________________________________ 

 





Appointment Policy 
 

Welcome to our office of Chang Acupuncture & Associates!  We are delighted to have you as a 
new patient and look forward to providing you with the highest quality care.  In order to 
optimize our relationship, please take a minute to carefully read our appointment policy. 

Many patients are surprised to find that we are usually on time.  This is because your 
treatment time has been reserved for you.  Most medical offices do not reserve time for each 
individual, but instead appoint several patients at, or near, the same time.  That type of 
scheduling provides the Doctor a steady flow of patients for treatment, but does not respect 
the patient’s time. 

Our time and expertise are what you essentially pay for.  Occasionally there is a problem 
with patients who are not used to keeping on schedule themselves.  Patients who are late 
may not be seen that day.  If you expect to be more than 15 minutes late, please call to 
confirm availability.   

A 24 hour notice for cancelled or rescheduled appointments (Saturday and Sunday excluded) 
is required or your standard treatment fee may be assessed.  This allows us time to schedule 
another patient and the time is not lost. 

This policy of charging for failed appointments has been very well accepted.  Since we sell 
time it is only logical to charge those who reserve our time and then waste it. We have found 
that most patients respect our time as much as we respect theirs. 

 

Any questions I have concerning my appointments have been answered.  I have read this 
statement and fully understand it. 

 
Print Name __________________________________________  Date __________________________ 
 
 
Signature ____________________________________________ 

 

 

 

 

 

 

Chang Acupuncture & Associates 
7969 Engineer Road, Suite 209 

San Diego, CA 92111 
(858) 495-0771 



Financial Policy 
Thank you for choosing Chang Acupuncture & Associates for your health care needs. We are 
committed to your improved health by providing appropriate, high quality, comprehensive 
family health care.  While our intention is to assist you, it is your responsibility to ensure 
that all services rendered by Chang Acupuncture & Associates on your behalf are paid in 
full. In order to understand our Financial Policy, we have listed below our financial 
requirements.  

Patients Without Insurance Coverage  

Payment at the time of service is required.  Cash, check, Visa, and MasterCard are 
accepted as payment options. 

Patients With Insurance Coverage  

Many health insurance plans now cover acupuncture treatment.  We will verify 
acupuncture coverage for you.  If you chose an out-of-network provider, you will be 
expected to pay at the time services are rendered. Cash, check, Visa, and MasterCard 
are accepted as payment options. You will be given an invoice to submit to your 
insurance company. They will reimburse you directly according to their fee structure.  
If you choose an in-network provider, your responsibility is the deductible, copay, and 
any portion of fees not covered by the insurance payment.   

Workers’ Compensation Claims  

Treatment will be provided with a workers’ compensation claim approval.  If your 
employer or their insurance carrier denies your claim, you will be held financially 
responsible for all charges incurred for services rendered on your behalf. Any quotes 
given regarding treatment are cash rates – insurance may be billed differently. 

Auto Injury Claims 

Treatment will be billed to the MedPay portion of your auto insurance policy.  If your 
insurance carrier denies your claim due to exhausted benefits or any other reason, 
you will be held financially responsible for all charges incurred for services rendered 
on your behalf.  No liens will be accepted.  Any quotes given regarding treatment are 
cash rates – insurance may be billed differently. 

 
 

I have read and understand the above information.  I understand I am responsible 
(regardless of my insurance) for any and all charges incurred from service provided. 

 
 
Print Name __________________________________________  Date __________________________ 
 
 
Signature ____________________________________________ 
 
 
 

Chang Acupuncture & Associates 
7969 Engineer Road, Suite 209 

San Diego, CA 92111 
(858) 495-0771 



 

Informed Consent  Chang Acupuncture & Associates 

 
INFORMED CONSENT FOR ACUPUNCTURE TREATMENT AND CARE 

 
I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of 
acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist named below and/or other 
licensed acupuncturists who now or in the future treat me while employed by, working or associated with, or serving as back-up for 
the acupuncturist named below, including those working at this office or any other office or clinic, whether signatories to this form or 
not. 
 
I understand the methods of treatment may include, but are not limited to, acupuncture, acupressure, moxibustion, cupping, electrical 
stimulation, Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling. 
 
I have been informed that acupuncture is a safe method of treatment, but that it may have side effects, including bruising, numbness or 
tingling near the needling sites that may last a few days, and dizziness or fainting.  I understand that I should not move while the 
needles are being inserted, retained, or removed.  Bruising is a common side effect of cupping.  Unusual risks of acupuncture include 
spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax).  Infection is another possible 
risk, although the acupuncturist below uses sterile disposable needles and maintains a clean and safe environment.  Burns and/or 
scarring are a potential risk of moxibustion.  I understand that while this document describes the major risks of treatment other side 
effects and risks may occur. 
 
The herbs and nutritional supplements (which are from plant, mineral, and animal sources) that have been recommended are 
traditionally considered safe in the practice of Chinese Medicine, although some may be toxic in large doses.  I understand that some 
herbs may be inappropriate during pregnancy.  Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, 
headache, diarrhea, rashes, hives, and tingling of the tongue.  I will immediately notify the acupuncturist of any unanticipated or 
unpleasant effects associated with the consumption of the herbs.  I will notify the acupuncturist who is caring for me if I am or become 
pregnant. 
 
I do not expect the acupuncturist to be able to anticipate and explain all risks and complications of treatment, and I wish to rely on the 
acupuncturist to exercise judgment during the course of treatment which the acupuncturist thinks at the time, based upon the facts then 
known, is in my best interest.  I understand that results are not guaranteed. 
 
I understand the office medical and administrative staff may review my medical records and lab reports, but all my records will be 
kept confidential and will not be released without my written consent. 
 
By voluntarily signing below I show that I have read, or have had read to me, this consent to treatment, have been told about 
the risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions.  I intend this 
consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek 
treatment. 
 
                                                                                                                                                                                                                                  
 
Patient’s Name _____________________________________ 
 
Patient’s Signature___________________________________           Date Signed __________________ 
 
                                                                                                                                                                                                                                  
 

To be completed by the patient’s representative if the patient is a minor or is physically or legally incapacitated: 
 
Print Name of Patient _________________________________________________ 
 
Print Name of Patient Representative _____________________________________ 
 
Signature of Patient Representative _______________________________________ 
 
Relationship or Authority of Patient _______________________________________ 
 

                                                                                                                                                                                                                                  
 
Name of Acupuncturist  Julie T. Chang, L.Ac., Eric Hollander, L.Ac.                                                           

 



Chang Acupuncture & Associates 
7969 Engineer Road, Suite 209 

San Diego, CA 92111 
(858) 495-0771 

 
ACKNOWLEDGEMENT 

OF 
NOTICE OF PRIVACY PRACTICES 

 
 
I, _______________________________________________, acknowledge that I 
have received a written copy of the Notice of Privacy Practices.  
 
 
 
_________________________________________             ______________________                
Signature of Patient or Representative   Date     
  
 
If a personal representative signs this authorization on behalf of the patient, 
complete the following: 
 
_________________________________________             ______________________                
Personal Representative’s Name         Relationship to Patient 
 
                                                                                                                                  
 
TO BE COMPLETED BY ACUPUNCTURIST IF ACKNOWLEDGEMENT 
CANNOT BE OBTAINED:  
 
Good faith efforts were made to obtain acknowledgement from the patient or 
patient's authorized agent. The good faith efforts made, and the reason 
acknowledgement could not be obtained, were:  
 

 Patient (or authorized agent) refused to sign after being requested to do so.  
 

 Other: (please describe)  
 
 
______________________               _________________________________________ 
Date      Signature of Acupuncturist 
 



NOTICE OF PRIVACY PRACTICES 
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS 

TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 

OUR LEGAL DUTY 
Federal and state law requires us to maintain the privacy of your health information. That law also requires us to give you this notice about our 
privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices we describe in this notice 
while it is in effect. This notice takes effect April 14, 2003, and will remain in effect until we replace it. 

We reserve the right to change our privacy practices and the terms of this notice at any time, provided such applicable law permits the changes. We 
reserve the right to make the changes in our privacy practices and the new terms of our notice effective for all health information that we maintain, 
including health information we created or received before we made the changes.  Before we make a significant change in our privacy practices, we 
will change this notice and make the new notice available upon request. 

 
You may request a copy of our notice at any time. For more information about our privacy practices, or for additional copies of this notice, please 
contact us using the information listed at the end of this notice. 
 

USES AND DISCLOSURES OF HEALTH INFORMATION 
 

We use and disclose health information about you for treatment, payment, and health care operations. For example:  
Treatment: We may use your health information for treatment or disclose it to a physician or other health care provider providing treatment to you. 
 
Payment: We may use and disclose your health information to obtain payment for services we provide to you. We may also disclose your health 
information to another health care provider or entity that is subject to the federal Privacy Rules for its payment activities. 
 
Health Care Operations: We may use and disclose your health information for our healthcare operations. Health care operations include quality 
assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider 
performance, conducting training programs, accreditation, certification, licensing or credentialing activities. We may disclose your health information 
to another health care provider or organization that is subject to the federal privacy rules and that has a relationship with you to support some of 
their health care operations. We may disclose your information to help these organizations conduct quality assessment and improvement activities, 
review the competence or qualifications of health care professionals, or detect or prevent health care fraud and abuse. 
 

On Your Authorization: You may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give 
us an authorization, you may revoke it in writing at any time. Your revocation will not affect any uses or disclosures permitted by your authorization 
while it was in effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those 
described in this notice. 
 

To Your Family and Friends: We may disclose your health information to a family member, friend or other person to the extent necessary to help 
with your health care or with payment for your health care. Before we disclose your health information to these people, we will provide you with an 
opportunity to object to our use or disclosure. If you are not present, or in the event of your incapacity or an emergency, we will disclose your 
medical information based on our professional judgment of whether the disclosure would be in your best interest.  We may use our professional 
judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a person to pick up filled 
prescriptions, medical supplies, x-rays, or other similar forms of health information. We may use or disclose information about you to notify or assist 
in notifying a person involved in your care, of your location and general condition. 
 
Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail 
messages, postcards, or letters.) 
 

Disaster Relief: We may use or disclose your health information to a public or private entity authorized by law or by its charter to assist in disaster 
relief efforts. 
 

Public Benefit: We may use or disclose your medical information as authorized by law for the following purposes deemed to be in the public interest 
or benefit: 

 as required by law; 
 for public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight, and to employers regarding 

work-related illness or injury; 
 to report adult abuse, neglect, or domestic violence; 
 to health oversight agencies;  
 in response to court and administrative orders and other lawful processes; 



 to law enforcement officials pursuant to subpoenas and other lawful processes, concerning crime victims, suspicious deaths, crimes on our 
premises, reporting crimes in emergencies, and for purposes of identifying or locating a suspect or other person; 

 to coroners, medical examiners, and funeral directors;  
 to organ procurement organizations; 
 to avert a serious threat to health or safety; 
 in connection with certain research activities; 
 to the military and to federal officials for lawful intelligence, counterintelligence, and national security activities; 
 to correctional institutions regarding inmates; and 
 as authorized by state worker's compensation laws. 

 
PATIENT RIGHTS 

 
Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide copies in a 
format other than photocopies. We will use the format you request unless we cannot practicably do so. You must make a request in writing to obtain 
access to your health information. You may request access by sending us a letter to the address at the end of this notice. If you request copies, we 
will charge you a reasonable cost-based fee that may include labor, copying costs, and postage. If you request an alternative format, we will charge 
a cost-based fee for providing your health information in that format. If you prefer, we may-but are not required to-prepare a summary or an 
explanation of your health information for a fee. Contact us using the information listed at the end of this notice for more information about fees. 
 
Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information 
the last 6 years (but not before April 14, 2003). That list will not include disclosures for treatment, payment, health care operations, as authorized by 
you, and for certain other activities. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-
based fee for responding to these additional requests. Contact us using the information listed at the end of this notice for more information about 
fees. 
 
Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not 
required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency). Any agreement we may 
make to a request for additional restrictions must be in writing signed by a person authorized to make such an agreement on our behalf. Your 
request is not binding unless our agreement is in writing.  
 
Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or to 
alternative locations. You must make your request in writing. You must specify in your request the alternative means or location, and provide 
satisfactory explanation how you will handle payment under the alternative means or location you request. 
 
Amendment: You have the right to request that we amend your health information. Your request must be in writing, and it must explain why we 
should amend the information. We may deny your request under certain circumstances. 
 

QUESTIONS AND COMPLAINTS 
 
If you want more information about our privacy practices or have questions or concerns, please contact us using the information listed at the end of 
this notice. 
If you believe that: 

 we may have violated your privacy rights, 
 we made a decision about access to your health information incorrectly, 
 our response to a request you made to amend or restrict the use or disclosure of your health information was incorrect, or 
 we should communicate with you by alternative means or at alternative locations, 

 
you may contact us using the information listed below. You also may submit a written complaint to the U.S. Department of Health and Human 
Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request. We 
support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or with the U.S. 
Department of Health and Human Services. 
 

Provider Contact Office: 
Julie Chang, L.Ac. 

7969 Engineer Road, Suite 209 
San Diego, CA 92111 

(858) 495-0771 
 




