                                                  PATIENT INFORMATION    

PATIENT NAME:   LAST_________________   FIRST__________________   MIDDLE________

SOCIAL SECURITY NUMBER_________________________   MALE_______   FEMALE______

DATE OF BIRTH_______________   AGE______     MARITAL STATUS:   M___S___D___W___

NAME OF SPOUSE _________________________________________________________________

ADDRESS:     STREET_______________________________________________________________

                        CITY___________________________________  STATE_______  ZIP____________

EMAIL: ___________________________________________________________________________

HOME PHONE_______________________________     CELL PHONE______________________

EMPLOYER NAME_________________________________________________________________

DRIVERS LICENSE NO. ____________________________________________________________
WHO REFERRED YOU TO OUR OFFICE? ___________________________________________

                                                           PATIENT PERMISSION

I have received a copy of the instruction sheet regarding the acupuncture treatment I will receive. I understand that there is no stated or implied guarantee of the success of effectiveness of this procedure.

I understand that Dr. Meng-Sheng Lin, L.Ac. is licensed by the Texas State Board of Medical Examiners to practice acupuncture.
I request acupuncture treatment and/or treatment with electrical stimulation for the reason listed:

___________________________________________________________________________________

___________________________________________________________________________________

Name: ______________________________________              Date______________________

          (Signature)
