Stephanie Georgieff

Board Certified Licensed Acupuncturist and Naturopath

Patient Health Evaluation Profile

Name_________________________________________________________________

Address__________________________ City ___________ State_________________

Postal Zip Code ________________ E- mail __________________________________

Home Phone ______________ Cell __________________ Business _______________

Health Insurance Company Name ___________________________________________

Address _______________________________________________________________

Your Policy Number _____________________________________________________

Family Physician Name __________________________________________________

Address _______________________________________________________________

Phone _________________________________________________________________

Your Birth Date ______________________ Marital Status _______________________

Height ______________ Weight _____________ Blood Type ____________________

Sexual Orientation (circle one) Heterosexual,  Homosexual.   Bisexual,   Celibate

Professional Occupation __________________________________________________

Religious Affiliation _____________________________________________________

Number and ages of Children_______________________________________________

Please List your five major health concerns at this time, in order of importance

1:

2:

3:

4:

5:

Please list one or any of the following biological family members ( Mother, Father, Sibling, Children, Grandparents) who have one of the below conditions

Arthritis
Asthma/Allergies

Cancer
Diabetes

Depression
Epilepsy/Seizure Disorder

Glaucoma
Heart Disease/Attack

High Blood Pressure
Kidney Disease

Stomach Ulcer
Obesity

High Cholesterol
Stroke

Senility/Alzheimer’s
Alcohol Addiction

Drug Addiction
Tobacco Smoking

Liver Disease
Suicide

Mental Illness
Thyroid Disease

For Women Only

Date of Last Pelvic Exam
Date and Results of last Pap  Smear

DES Exposure
Method of Birth Control

Pregnancies
Complications with deliveries?

Did you breast feed your children and for how long?

Miscarriages
Abortions

Infertility
Infertility treatments


How old were you when you started your period?

List any PMS symptoms with your period_________________________________

____________________________________________________________________

When did you start your last period?
Length of Time between Periods

Length of days bleeding
Onset of Menopause

Are you on any sort of hormonal therapy and if so what kind and for how long?________

_______________________________________________________________________

Have you had a Hysterectomy? 

Do you do self breast exams?
Date of last Mammogram

Please list any accidents you have had, such as broken bones, whip lash and the like:

Please list any surgery and hospitalizations you have had:

Please list your current medications and dosages:

Please list any Vitamins, Herbs, Supplements and Homeopathics you are currently taking:

Please list the type and frequency of exercise you engage in:

Stephanie Georgieff

Board Certified Licensed Acupuncturist and Naturopath

Informed Consent

I, (Please Print Patient’s Name) _____________________ Authorize Stephanie Georgieff, MS, LAc to perform Acupuncture techniques on my body. This may include any of the following, needles, moxa, cupping, massage, and acupressure. I understand the risks involved. I am under the care of a Primary Care physician, and after reporting any adverse reaction from the Acupuncture Treatment to Stephanie Georgieff, I will immediately notify my physician.

Name _______________________ Date ________________________________

Signature _________________________________________________________

Stephanie Georgieff MS LAc  _________________________________________

Date ____________________________

Stephanie Georgieff

Board Certified Licensed Acupuncturist and Naturopath

Consent for Treatment

As with any medical procedure, there are risks and adverse reactions to acupuncture. It is advised that you maintain your regular medical care with a Medical Doctor, to evaluate your progress and for routine physical medicine. If you are not under the care of a Medical Doctor, one will be recommended to you.

Typical adverse reactions to Acupuncture treatments may include any of all of the following:

1. Bleeding at the site of the needle puncture

2. Bruising at the site of the puncture.

3. Pain and aching sensation at the site of the puncture

4. Redness or bruising at the site of cupping

5. Redness at the site of moxa therapy

6. Infection at the site of the needle puncture

7. Dizziness or fainting.

All care will be practiced to avoid any of the above issues. If you have any problems, please call Dr. Georgieff immediately, and then call your personal physician.

While I will do my up most to enhance your wellness, I can not guarantee results. Our partnership in your health requires good communication and mutual cooperation. If for any reason you are not satisfied, or have any questions or concerns, I urge you to talk to me as soon as possible, so we can alter your program to fit your needs. Please sign and date this document after you have read and understood the information above.

Patient’s Name ______________________________ Date ___________________

Patient’s Signature _____________________________________

Stephanie Georgieff MS LAc  _________________________________________

Date ____________________________

