The Neeley Center for Health 
"Healing for the Whole Person”

 600 St. Clair Ave., Suite 11, Bldg 5
Huntsville, AL 35801
Date____________________________
Name_________________________________________________
Address___________________________________________________
City______________________________________________________
State ________County ___________________ Zip code ____________
Home Phone ____________Cell _______________Wk_____________
Date of Birth______/____/_______
Email ____________________________________________________
Emergency Contact __________________Phone __________________
Referred By__________________________________
Please call within 24 hours to avoid a $25 cancellation fee.

_FORM TO BE COMPLETED BY PARIENT, NOTIFYING THE ACUPUNCTURIST OF WHETHER HE/SHE HAS BEEN BV ALUATED BY a Physician AND OTHER INFORMATION

(Pursuant to the requirement of Section 6.11. Subsection 6.11 (b) V.A.C.S., Article 4495b, governing the practice or acupuncture)
.

I, (patient's name ) _____________________am notifying  Michael J. Neeley



(patient's name)
of the following:

 ___Yes ____No                
I have been evaluated by a physician or dentist for the


condition being treated within six (6) months before the

                                               
acupuncture was performed.

I recognize that I should be evaluated by a physician for the condition being treated by the acupuncturist.

_____Patient Initials                                                         Date: ____/_____/_____

____Yes ____No
I have received a referral from a chiropractor within the last thirty (30) days for acupuncture.

After being referred by a chiropractor, if after thirty (30) days or twenty (20) treatments whichever comes first, no substantial improvement occurs in the condition being treated. I understand that the acupuncturist is required to refer me to a physician: It is my responsibility and choice to follow this advice.

__________________________________

Date: _____/______/_____

(patient's Signature)

MICHAEL J. NEELEY, INC. IS NOT RESPONSIBLE FOR ANY UNTRUE STATEMENTS MADE BY PATIENTS.


FORM TO BE COMPLETED BY PATIENT, ATTESTING THAT THE ACUPUNCTURIST HAS REFERRED HIM/HER

(Pursuant to the requirement of Section 6.11,   Subsection (d) V.A.C.S., Article 4495b, governing the practice of acupuncture)

The acupuncturist has referred me to see a physician. It is my responsibility and choice to follow this advice.

_________________________________


Date: ____/____/______

(patient's Signature)

_________________________________


Date: ________________

(Acupuncturist Signature)

INFORMED CONSENT TO MICHAEL J. NEELEY, DA (RI)


..

I hereby request and consent to the performance of the following of myself (or the patient, named below, for whom I am legally responsible) by the licensed acupuncturist. The procedures performed in acupuncture other oriental medical procedures including  diagnostic techniques such as  questioning, pulse evaluation, palpation on a variety of areas of my body, observations, range of motion, muscle and orthopedic testing; modes of manual or physical therapy such as massage, manipulation of joints and/or viscera, heat and/or cold therapy and electrical and/or magnetic stimulation; formulas of herbal and homeopathic medicines as well as dietary supplements; dietary recommendation; exercise advise and healthy lifestyle counseling.
..

I have had an opportunity to discuss with my professional practitioner the nature and purpose of acupuncture and oriental medical procedures.  Although I am aware that acupuncture and the other procedures used in oriental medicine have helped millions of people, I understand that no guarantee or cure or improvement in my condition is given or implied.

I understand and am informed that, as in the practice of allopathic medicine, in the practice of oriental medicine there are some risks to treatment.  I understand that although these risks are unlikely to occur, they are possible.  I understand that these risks include but are not limited to: bleeding, bruising, pneumothorax (punctured lung), puncture of other organs, pain or other strong sensation at the location where a needle is inserted or radiating from that location, nerve pain, burns, aggravation of current symptoms, appearance of new symptoms, general aches, sprains, strains, dislocation, fractures, disc injuries and strokes.  I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise such judgment during the course of my treatment, as the doctor feels at the time, based on the facts then known, to be in my best interest 

I have read, or have had read to me, this informed consent form.  I have also had an opportunity to ask questions about its content, and by signing below I agree to the above named procedures.  I intend this consent form to cover the entire course of treatment for my present conditions and for any future condition(s) for which I seek treatment from Michael J. Neeley.
______________________________________


____________________________________
(Patient's Name (please print)




(Patient’s Signature)
______________________________________


____________________________________

Date signed







Witness

______________________________________


____________________________________

Print Name of Patient’s Representative




Relationship or Authority of Patient’s Representative

____________________________________________________


___________________________________________

Signature of Patient’s Representative




Date Signed
[image: image1.jpg]Chief Complaint: Occupation: M F Time:
Yin/Yang/Qi: Fire—MHeart / S.1: Earth—Splecen / ST: Water—Kidney / BL: Metal—Lung / LI: Wood—Liver / GB:
Body Temperature: Palpitations | Anxiety Appetite: Good / Poor Urination: Pain / Quantity S.0.B. — Cough Dizziness
Hot / Neutral / Cold Chest Tightness Cravings Copious / Normal / Scanty Sore Throat Numbness Tingling
Thirst: Startles Easily Weight Gain / Loss __ x's/Day___ x's/Night Hypochondriac:

Hot / Neutral / Cold Memory Loss Asthma/ Bronchitis

Chills / Fever Meals: Bloating—Gas Pain / Weakness of: Nasal Congestion Blurry Vision / Floaters
Menses/Menop: 2 Insomnia: Acid Reflux Low Back / Knees Spontaneous Sweating | Pressure in Eyes

Regular Getting to Sleep BM:___ x's/Day Color

Last Period Color Staying Aslecp Formed / Soft / Watery Night Sweats Phlegm: Brittle/Weak/Ridged Nails
Cycle Day Waking Up Diarrhea / Constipation ‘Weak Bones Color:

Clots- Lg-Sm. Color Dream Disturbed Sleep Hearing Probs. / Tinnitus Blood Pain:

Flow: Amount Nightmares Bruise Easily Lower Edema Skin Problems

PMS: Pain/ Cramps / Weak Limbs Low—High Sex Drive Headaches

Irritability Depression Circulation Problems Worry / Over-Thinking | Fear / Phobias Sadness / Grief Anger / Rage

Right—0i PULSES Left—Blood \Rate

LU/LIL: HT/SL:

SP/ST: LV/GB: \B.P

Kidney Yang: Kidney Yin:

Tongue Ear Points Painful/Distressed Area

<
c =

Musculoskeletal Points
hiC M C T heemC

Tongue Bodv:

Tongue Coat / Moisture:

Tongue Color:

1\3\

/@ﬁ

Comments: X —Acute - —Chronic 0—Intermittent II—Varicose Veins = —Scars
Notes:
Dx:

Differentiations:

Results:

5 Element

Compiled by Jason Laird





