
Acupuncture Works LLC  
Michelle G. Blackwood, licensed acupuncturist 

24850 SE Stark Street Gresham Oregon 97030 
Building #2 Suite 200 

Welcome to Acupuncture Works LLC. I appreciate the trust and confidence you have placed in me. I 
am committed to providing you with the best health care possible. To help make your first visit run 
smoothly, I have included some paperwork for you to complete and bring with you. If you’d prefer to 
complete your forms online, please contact the office to arrange for a Patient Portal security code.

The following checklist will help you prepare and make 
the most of your first acupuncture session.

! Please take the time to confirm benefits for 
acupuncture and bring your most recent insurance 
card and drivers license with you.

! Be aware of any prior authorization, referral, 
deductible or co-pay required by your insurance.

! I accept cash and personal checks. Credit, Debit 
and FSA/HSA cards with a 3% fee. Payment for 
deductibles, copayments and coinsurances is required 
at time of service. Time of service discounts are 
granted if payment is made same day as service.

! Please make sure you have had something light to 
eat before you come in, wear loose clothing that you 
can push up above your elbows and up above your 
knees. If you are a caffeine drinker, try not to have any, 
for at least an hour before your visit as it can make you 
more sensitive to the needles and it can make it harder 
to relax.

! If you can arrange an hour or two following the 
treatment to keep activity and stress levels lower, 
please plan for that as the benefits of acupuncture continue following your treatment. You will likely 
depart with a feeling of calm and relaxation. My hope is that you can allow that feeling to last as long 
as possible.

Again, Welcome to the experience of acupuncture. I sincerely look forward to being your partner in 
health as you accomplish your goals to optimize your health and wellbeing.

Together in health, Michelle G Blackwood
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Office Policy, Financial Agreement, Acknowlegement & Consent

! Initials: ____ Office Financial Policy If cancellation is necessary, 24 hour notice is required. If I fail to give notice 
or do not arrive for my appointment I will pay $35.00. Health insurance will not cover a missed appointment.  

! Initials: ____ Full payment is due at time of service. I agree to a $35.00 service charge in the event that
a personal check is returned. A finance charge of 1.5% per month (18% APR) is added to any 
overdue accounts (those not paid within 30 days). 

! Initials: ____ Products such as herbs and topical treatments are not covered by insurance and must be 
paid for at the time of receipt.  

 
! Initials: ____ Insurance Billing I hereby assign Michelle G Blackwood the right to bill and receive payment from 
my health insurances and authorize her to release information to them for payment and audit purposes and provide 
access to my records to the necessary parties to accomplish this task and acknowledge understanding that 
Insurance benefits quoted are not a guarantee of payment and there may be unexpected outcomes of insurance 
reimbursement. By signing below, I acknowledge that I am ultimately responsible for any outstanding charges that 
are not covered by my insurance. 
 
! Initials: ____ Authorization to Communicate by Email Email is convenient, yet because they are not encrypted it 
is not a safe medium to discuss PHI and could be read by someone with the skills to access the information when it 
is in transit. By initialing here I agree to the communication of email for the purposes of appointment communication 
and non PHI communication. And I give Michelle G Blackwood permission to email. A agree to not discuss sensitive 
PHI information. 
 
! Initials: ____ HIPAA Privacy Policy By voluntarily signing below, I show that I have read, or have had read to me 
the HIPAA Notice of Privacy Practices (Pg7). I understand that Michelle G Blackwood may be required to disclose 
personal health information (PHI) about me for purposes of treatment, insurance billing and reimbursement or health 
care procedures. I hereby authorize the release of all records, reports or information as may be requested, in 
reference to my case and treatment, to insurance companies, attorneys and physicians. AND to those family or 
others named below. If not named below, they are not at liberty to discuss my PHI. 
 
! Initials: ____ Consent to Treatment by Michelle G Blackwood, LAc  By voluntarily signing below, I show that I 
have read, or have had read to me, the Consent to Treatment by Michelle G Blackwood LAc (Pg8)  and am 
therefore aware of 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. 
 
Name ____________________________________  Name _________________________________  
 
With my signature below, I acknowledge that I have read the expanded versions of the pages underlined above and 
agree to the policies I initialed above. 

Patient Name (please print): _________________________________________     Date: _____________ 

Signature (Patient OR Parent/Guardian) ____________________________________________________________

 
�
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Patient Contact & Billing Information  

Name: Last _______________________ First: _________________ MI: _____ Preferred 1st: _____________

Birthdate: _______________ Age: _____ Sex: M___ F___ Marital Status (Single, Married, Other) __________

Address: ______________________________________ City: _____________ State: _____ Zip: __________

Phone: Home: _________________ Cell: _________________ Work: _________________ (ext) __________

Email: ________________________________ Preferred reminder message(please circle) Text    Email    Call

Emergency Contact Name: _________________________ Phone#:______________ Relationship:_________

Whom may I thank  for referring you? Doctor___ Friend/Family___ Internet___ Insurance___ Other_________

Insurance Company Information & Assignment of Benefits  
No need to complete the bottom of this page if we will not be billing insurance  

Primary Company: _______________________________ ID#: _________________ Group#: ___________

Primary Insured’s (PI) Name (if other than yourself): _____________________________________________

PI’s relationship to patient: _________________ PI’s Date of Birth: ______________ PI’s Gender: M___ F___

Secondary Company: ______________________________ ID#: ________________ Group#: __________

Secondary Insured’s (PI) Name (if other than yourself): __________________________________________

PI’s relationship to patient: _________________ PI’s Date of Birth: ______________ PI’s Gender: M___ F___

I hereby direct and instruct my insurance company to make payment directly to Michelle G Blackwood 
for medical claims submitted on my behalf for medically necessary treatment(s). I authorize the use of 
this signature on all insurance submissions. 

Patient Name (please print): ___________________________________     Date: ____________ 

Signature (Patient OR Parent/Guardian) ____________________________________________________  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Confidential Patient Health History
PATIENT NAME: _______________________________            TODAY’S DATE ____/____/____  

Major complaint(s), in order of importance to you: 

Major Surgery or Hospitalizations:

Major Injuries or Accidents: 

Allergies to medications, season, environmental, food (please list)

Medications (Please list prescriptions AND supplements OR provide a separate list

Complaint
Severity at 
worst Is the complaint

How long have you 
had this condition? What makes it:

Mild 1-3/10
Moderate 4-6
Severe 7+

getting better?
staying the same?
getting worse? Onset: ___________

Better _________________
Worse ________________

Mild 1-3/10
Moderate 4-6
Severe 7+

getting better?
staying the same?
getting worse? Onset: ___________

Better _________________
Worse ________________

Mild 1-3/10
Moderate 4-6
Severe 7+

getting better?
staying the same?
getting worse? Onset: ___________

Better _________________
Worse ________________

Do any of your major complaints 
negatively affect:

Work Sleep Daily 
routine

Exercise/Recreation Self Care

Activities or movements that are 
painful

Walking Sitting Standing Laying Bending Twisting

Type of pain:
Throbbing
Stabbing

Ache
Dull

Sharp
Heavy

Stiffness
Swelling

Numbness
Tingling

Shooting
Burning

What percentage of time is pain present? Is it constant or does it come and go?
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Confidential Patient Health History - Continued 
PATIENT NAME: _______________________________            TODAY’S DATE ____/____/____  

Personal & Family Medical History please check box to left for those you have or have had AND box to 
right for those a blood relative has or had, note relative(s) on line provided.

Your Lifestyle

AIDs/HIV _ High blood pressure _

Alocoholism _ Measles or Mumps _

Allergies _ Multiple Sclerosis _

Appendicitis _ Pacemaker (Date:             ) _

Arteriosclerosis _ Pleurisy _

Asthma _ Pneumonia _

Cancer _ Polio _

Chicken pox _ Rheumatic fever _

Depression _ Seizures _

Diabetes (Type:                ) _ Stroke _

Emphysema _ Tyroid disorder _

Epilepsy _ Tuberculosis _

Goiter _ Typhoid fever _

Heart disease _ Ulcers _

Hepatitis (Type:                ) _ Venereal disease _

Herpes (Type:                   ) _ Whooping cough _

Height _______  Weight________ Have you lost or gained weight in the past year? Yes___No___Amount_____lbs

Do you use use:
(Check those that apply)

Tobacco
Salty foods

Alcohol
Sugary foods

Recreational drugs
Artificial sweeteners

Caffeine
Soda

Appetite Normal OR Is High
Is Low Average Protein OR High amounts of protein

Low amounts of protein

Occupational concerns:
(Check those that apply)

High stress
Sitting often

Toxic substances
Standing often

Frequent computer use
Unusual shifts, swing or graveyard

Do you exercise regularly? Yes No If yes, what routine and how often?

I fall asleep ___immediately ___within 10-15 minutes ___after a long while Typically I get ___-___hours of sleep/night

I typically wake ___frequently ___and can’t fall back to sleep ___no more than 1-2 times per night ___refreshed
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Confidential Patient Health History - Continued 

PATIENT NAME: _______________________________            TODAY’S DATE ____/____/____  

Check those you have or have had in the past 2 months, rate severity of 1-10/10  

Irritability __/10 Fatigue __/10 High blood pressure __/10 Low resistance to colds/flu

Depression __/10 Hard to get up in morning __/10 Low blood pressure __/10 Mild fever comes and goes

Anxiety __/10 Low physical stamina __/10 High cholesterol __/10 Sweat easily __/10

Restless/agitation __/10 Heaviness in body __/10 Blood clots __/10 Cold hands/feet __/10

Easily startled __/10 Muscles feel tired often __/10 Fainting __/10 Feels cold easily __/10

Headache, sinus __/10 Easy bruising or bleeding __/10 Migraine __/10 Soft brittle nails __/10

Headache, base skull __/10 Swelling of arms/legs __/10 Heart palpitation __/10 Insomnia __/10

Headache, tension __/10 Low blood sugar __/10 Racing heart __/10 Vivid/Bothersome dreams

Migraine __/10 Hemorrhoids __/10 Lack of joy in life __/10 Grief, sadness __/10

Lump in throat feeling __/10 Nausea __/10 Frequent urination __/10 Shortness of breath __/10

Clench teeth at night __/10 Vomiting __/10 Pain on urination __/10 Poor sense of smell __/10

Muscle cramping __/10 Tendency to overthink __/10 Urgent urination __/10 Allergies __/10

Muscle twitching __/10 Crave sweets __/10 Blood in urine __/10 Red eyes __/10

Joints feel tight/stiff __/10 Bad breath __/10 Dribbling urination __/10 Dry eyes __/10

Gas/belching __/10 Psoriasis or Eczema __/10 Wake to urinate __/10 Poor vision __/10

Hiccups &/or Sighing __/10 Itching of skin, anywhere __/10 Increased libido __/10 Spots/floaters in eyes __/10

Bloating __/10 Hair loss __/10 Decreased libido __/10 Night blindness __/10

Abdominal discomfort __/10 Rashes or hives __/10 Kidney stone __/10 Glaucoma __/10

Heartburn/Acid reflux __/10 Numbness __/10 Impotence __/10 Cataracts __/10

Difficult digesting oily __/10 Poor memory __/10 Infertility __/10 Ear ringing __/10

Constipation __/10 Seizures __/10 Premature ejaculation Loss of hearing __/10

Diarrhea __/10 Tics __/10 Erectile dysfunciton __/10 Earaches __/10

BELOW IS Reproductive Inquiry for Women Only 
Irregular periods Painful periods __/10 Breast, painful/tender __/10 Water retention __/10

PMS __/10 Heavy blood flow __/10 Clotting __/10 Backache __/10

Hot flashes __/10 Night sweats __/10 Vaginal dryness __/10 Pain with intercourse __/10

Vaginal discharge __/10 Cycle length ______ days Duration of flow _______ # of Live births __________
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!  

HIPAA Notice of Privacy Practices

I understand that under the Health Insurance Portability & Accountability Act of 1996 (HIPAA) 
I have certain right to privacy regarding my protected health information. I understand that this 
information can and will be used to: 

• Conduct, plan and direct my treatment and follow-up amount the multiple healthcare 
providers who may be directly or indirectly involved in that treatment. 

• Obtain payment from third-party payers

• Conduct normal healthcare operation such as quality assessments and physician 
certifications. 

I have been informed by you of your Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information. I have been given the right 
to review such Notice of Privacy Practices prior to signing this consent. I understand that 
Michelle Blackwood has the right to change the Notice of Privacy Practices from time to time 
and that I may contact her at any time at the above address to obtain a current copy of the 
Notice of Privacy Practices. 

I understand that I may request in writing to restrict how my private information is used or 
disclosed to carry out treatment, payment or health care operations. I also understand that 
you are not required to agree to my requested restrictions, but if you do agree than you are 
bound to abide by such restrictions. 

I understand that I may revoke this consent in writing at any time, except to the extent that 
you have taken action relying on this consent. 
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Consent to Treatment by Michelle G Blackwood

I hereby request and consent to the performance of acupuncture treatments and other procedures within the 
scope of the practice of acupuncture on me by Michelle Blackwood. 
 

I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, 
electrical stimulation, Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling. I 
understand that the herbs may need to be prepared and the teas consumed according to the instructions 
provided orally and in writing. The herbs may be an unpleasant smell or taste. I will immediately notify a 
member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the 
herbs. 

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side 
effects, including bruising, numbness or tingling near the needling sites that may last a few days, and dizziness 
or fainting. 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 clinic uses sterile disposable needles and maintains a clean and safe environment. 
Burns and/or scarring are a potential risk of moxibustion and cupping. I understand that while this document 
describes the major risks of treatment, other side effect and risks may occur. The herbs and nutritional 
supplements (which are from plant, animal and mineral 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 notify 
a clinical staff member who is caring for me if I am or become pregnant. 

I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of 
treatment, and I wish to rely on the clinical staff to exercise judgment during the course of treatment which the 
clinical staff 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 clinical and administrative staff may review my patient records and lab reports, but all my 
records will be kept confidential and will not be released without my written consent. 


