KOSA Acupuncture Patient Registration

531 E A St. Ste 100B, Jenks, OK 74037 Tel: (918) 995-1100
Patient P =n [

Last Name: First Name: MI.
Date of Bi mm/dd/yyyy) Gender: MOF

Address:
City:
Marital Status: Singled_ Married O Divorced O

Home Phgges

Weight: 2 &2 Ibs.

Email:

Children (RUE & GENUET)

If so, Date of Loss:

Health conditions related to work or auto accident? Y O (mm/dd/yyyy)

I. Goals: What would you like to address through treatment?
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II. Medications / Supplements WH
Medications you are currently taking (please include prescription medicine, supplement, herbal supplements and over
the counter medicines you take on a regular basis, along with dosages and brands if known)
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Allergies (to medications, chemicals or foods): /\)!A

III. Lifestyle

1. What is your occupation?

2. How many servings per day do you use of the following?
Coffee _1  Tea I Soft drinks & Alcohol & Water ég Cigarettes, cigars, or other tobacco A

3. Do you have a known history of any exposure to toxic substances? Yes No O
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How many hours do you work weekly? [fO









VI. Recent [}‘Iospltalizations / Surgical History
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Date

Other relevant information:
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I am receiving acupuncture and related treatments from Byoung Soon Kim MSc.AAOM.

I hereby authorize KOSA Acupuncture to verify information required for processing payment, and to collect
payment directly from my insurance.

I understand that if my insurance fails to cover for my treatments or pays me less than the prefixed price
(mutually agreed), or pays me directly, I am responsible for making payments. I also authorize the clinic to
obtain any medical information on me as needed.

have provided are accurate and to the best of my knowledge.

m{ ,

For Office’s Use Only

By signing bel

Client’s Name:

Client’s Signatu

Treatments: Acupuncture Duration: Hr Min

Office visit (New patient): 99201 O 99202 O 99203 O 99204 O 99205 O
Acupuncture w/o Electric 1SETO 2SETO 3SETO 4SETO

Electrical Acupuncture 1SETO 2SETO 3SETO 4SETO

Manual Therapy: (Guasha, Tuina) 15min O 30 min O

Moxa & Cupping: 15min O 30min O

Massage: 15min O 30min O

Infrared Heat: 15 min O 30 min O

Electrical Stimulation: 15 min O 30 min O

Application of Hot or Cold Packs: 15 min O 30 min O
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