
RED RIVER HEALTH 
PATIENT QUESTIONNAIRE 

 
DATE:_______________ 

LAST NAME:___________________________FIRST NAME:_____________________________ AGE:______ SEX: M F 
ADDRESS:________________________________CITY:_______________________STATE:____ZIP_______________ 
HOME PHONE:_________________WORK PHONE:_________________EMAIL:_____________________________ 
How did you find Red River Health: FRIEND, HEALTHCARE PROVIDER, AD, YELLOW PAGES, OTHER_______________________ 
EMERGENCY CONTACT:___________________________________________RELATION:_____________________ 
EMRG. CONT. PHONE NUMBER:___________________________WORK NUMBER:__________________________ 
 
Please put a check by those that apply 
KD Y 
Low back pain or soreness  
Knee pain or soreness  
Ringing in the ears  
Dizziness  
Early graying of hair  
Vaginal dryness (women only)  
Scanty cervical mucus with ovulation (women only)  
Dark circles under the eyes  
Night sweats  
Hot flashes  
Tendency towards being warm  
Frequent fears or phobias  
Kidney disease or problems  
Bladder disease or problems  
Sugar in the urine  
Blood in the urine  
Poor hearing  
Ear infections  
Bone disease or weakness  
Teeth problems  
Joint trouble  
Neck pain  
Weakness or pain of the legs  
Excessive fears/ phobias  
Prior pregnancy  
Miscarriages  
Abortions  
Contraception past or present  
Infertility  
Nocturnal emissions  
Impotence  
KD YA 
Low back pain prior to menses (women only)  
Cold feet, especially at night  
Low libido  
Morning urination  
Frequent pale urination  
Early morning BM loose and or urgent  
Profuse vaginal discharge (women only)  
Dull colored menstrual blood (women only)  
Cold cramps with menstruation (women only)  
Tendency towards being cold  
Frequent fears or phobias  
SP 
Chronic fatigue  
Poor appetite  
Reduced energy after a meal  
Distension after eating  
Sugar cravings  
Loose stools, abdominal pains or digestive problems  
Cold hands and feet  
Cold nose  

Feeling of heaviness or sluggishness  
Bruise easily  
Poor circulation  
Varicose veins  
Weakness in arms and legs  
Insufficient exercise  
Excessive worry  
Low blood pressure  
Spontaneous sweating  
Dizziness or lightheadedness or visual changes when 
standing 

 

Thin watery menstruation with oink color (women 
only) 

 

Fatigue with ovulation and menstruation (women only)  
Spotting prior to period (women only)  
Diagnosis of uterine prolapse (women only)  
Bearing down sensation with menstrual cramps 
(women only) 

 

Frequent colds or allergies  
Diagnosis of hypothyroid or anemia  
Frequent hemorrhoids or polyps  
Stomach trouble ie. acid reflux, nausea, vomiting  
Frequent belching  
Abdominal pain or distension  
Poor appetite  
Excess hunger  
Frequent loose stools  
Frequent constipation  
Hemorrhoids  
Diabetes  
Weight Changes/ Eating disorders  
Fatigue  
Bleeding between periods  
Heavy menstruation  
LU 
Tuberculosis  
Emphysema  
Asthma  
Throat problems  
Allergies  
Sinus problems  
Frequent colds  
Tobacco use  
Excessive sadness or crying  
Spontaneous sweating  
BL D 
Scanty or late menstruation (women only)  
Dryness of flakiness of the skin  
Chapped lips  
Brittle nails or hair  
Loss of head hair  
Poor nighttime vision  
Dizziness or lightheadedness around period (women  



only) 
Blurred vision  
Floaters  
Poor memory  
Poor concentration  
BL ST 
Black or brown menstrual flow  (women only)  
Pain around ovaries during ovulation (women only)  
Painful, unmovable breast lumps (women only)  
Numbness of hands and feet at night  
Varicose or spider veins  
Red spots or cherry spots on skin  
Chronic hemorrhoids  
Clotted menses (women only)  
Endometriosis or uterine fibroids (women only)  
Abnormal lumps in abdomen  
Piercing or stabbing pain with menses (women only)  
Vascular abnormalities  
Strokes  
Rheumatism  
Pain with intercourse  
Fibroids  
Convulsions  
LV 
Emotional depression  
Anger or rage  
Premenstrual irritability (women only)  
Distension or bloat at ovulation (women only)  
Prolonged ovulation (women only)  
Breast tenderness at ovulation (women only)  
Nipple pain or discharge at ovulation (women only)  
Breast tenderness during menstruation (women only)  
Diagnosis of elevated prolactin levels (women only)  
Premenstrual bloating or distension (women only)  
Difficulty falling asleep  
Heartburn or bitter taste in the mouth  
Painful menstruation (women only)  
Cramping of the external genitals with menstruation 
(women) 

 

Thick and dark menstrual blood with purple color 
(women) 

 

Gallbladder problems  
Liver disease  
Jaundice  
Red or irritated eyes  
Glaucoma or cataract  
Alcoholism  
Drug use or abuse  
Pain or discomfort with stress  
Difficulty making decisions  
Missed periods  
Frequent or severe headaches  
Pain before menstruation  
Leg cramps while walking  
Breast swelling  
Painful breasts  
Prostate trouble  
Painful testicles  

HT 
Wake early in am with difficulty falling asleep  
Heart palpitations especially when anxious  
Nightmares  
Low in spirit or vitality  
Agitated or restless  
Fidgety  
Chronic hemorrhoids  
Excessive sweating  
Heart Disease  
High Blood Pressure  
Low Blood Pressure  
Shortness of breath after mild exercise  
Irregular or rapid heartbeat  
Awareness of heartbeat or palpitations  
Pain in the chest  
Abnormal EKG  
Swelling in ankles and feet  
Shortness of breath at night  
Mental Illness  
Anxiety or nervousness  
Insomnia excessive dreams  
HT 
Dry mouth or throat  
Thirst for cold fluids  
Warmer than those around you  
Wake sweating or with hot flashes  
Premenstrual acne which is red (women only)  
Vaginal irritation or rashes  
Pain or burning sensation with urination  
DP 
Tired or sluggish after a meal  
Fibrocystic breasts  
Cystic or pustular acne  
Urgent, bright or strong smelling stools  
Stringy tissue or mucus in menses  
Yeast infections and vaginal itching  
Achy joints   
Excess weight  
Leucorrhea  
DP HT 
Fowl smelling, yellow or green vaginal discharge  
Vaginal or rectal itching during premenstrual phase  
Syphilis  
Gonorrhea  
Gout  
Goiter  
 
Current pregnancy  

Family member with diabetes  

Family member with cancer/ tumor  

Family member with high blood pressure  

Family member with tuberculosis  

Family member with heart disease  

 



 
 In f ormed Consent  t o Treat  and Arbi t r at ion  Agr eem ent  !p age 
" of  #$ 
 
Pat ien t  N am e:_______________________________ 
 
I consent  to acupuncture and other procedures associated with Tradit ional Chinese Medicine by Licensed acupunct urist  
Robert  Angot t i of Red River Healt h% I have discussed t he nat ure and purpose of  my t reatment  with Robert  Angot t i% 
 
I understand that  methods of t reatment  include& but  are not  limited to acupunct ure& moxibust ion& cupping& elect rical 
st imulat ion& Tui' Na ! Chinese massage$& Chinese herbal medicine& and nut rit ional counseling% 
 
I have been informed that  acupuncture is a safe method of t reatment& but  t hat  it  may have side effect s& including 
bruising& numbness or t ingling near the needle sites t hat  may last  for a few days& and dizziness or faint ing% I understand 
that  bruising is a common side effect  of cupping% I underst and that  t he unusual risks of acupunct ure include spontaneous 
miscarriage& nerve damage or organ punct ure& including lung puncture ! pneumot horax$% Infect ion is anot her possible 
risk& although I understand t hat  Red River Health uses needles contained in sterile bubble wrap unt il the t ime of use& and 
all needles are disposed of in biohazard waste containers never to be reused% I underst and that  burns and(or scarring are a 
potent ial risk of  moxibust ion% I underst and that  while this document  describes the major risks of t reatment  other side 
effects and risks may occur% 
 
I understand that  the herbal and nut rit ional supplement s ! from plant& animal and mineral sources$ which are prescribed 
have t radit ionally been considered safe in t he pract ice of Tradit ional Chinese Medicine& although some can be toxic in 
large doses% I understand that  Red River Health uses manufactured herbal products from reputable companies dedicated 
to maintaining standards in accordance with the Good Manufacturing Pract ice cert if icat ion of t he Department  of Health& 
Republic of China and the Commonwealt h Department  of Healt h& Aust ralia% I understand that  Red River Health 
maintains a pharmacy of raw herbs of which t he ) *  most  commonly prescribed herbs have been tested for heavy metals& 
pest icides& and fungicides prior to shipping%  
 
I understand that  some herbs may be inappropriate during pregnancy& and t hat  some possible side effect s of herbs may 
include nausea& gas& stomachache& vomit ing& headache& diarrhea& rashes& hives and t ingling of the tongue% 
 
I understand that  the herbs need to be prepared and the tea consumed according to the inst ruct ions provided orally and 
in writ ing% I understand t he herbs may have an unpleasant  smell or t aste% I will immediately not ify Red River Health of  
any unant icipated or unpleasant  ef fects associated with t he consumpt ion of  the herbal teas% 
 
I will not ify Red River Health if  I become pregnant% 
 
I do not  expect  Red River Health to be able to ant icipate and explain all possible risks and complicat ions of  t reatment& 
and I wish to rely on Robert  Angot t i L% Ac% to exercise judgment  during the course of t reatment  as to what  best  suits my 
interests% 
 
I understand that  all my records will be kept  confident ial and will not  be released without  my writ ten consent  unless the 
release is specif ically aut horized by law% I also understand that  I may receive a copy of  my records from Red River Health 
at  any t ime assuming a reasonable cost% 
 
By vo l unt ar i l y  si gn i ng bel ow  I  show  t hat  I  have read& or  h ave had read t o  me& t h i s consent  t o  
t reat ment & have been t o l d about  t he r i sks and benef i t s o f  acupunct ure and ot her  procedu res& and have 
had an oppor t un i t y  t o  ask quest i ons% I  i n t end t h i s consent  f orm  t o  cover  t he ent i re cour se or  
t reat ment  f or  my present  condi t i on and f or  an y f u t u re condi t i on! s$ f or  w hi ch I  seek t reat ment % 
 
To be completed by pat ient  ! or by pat ient+s representat ive if  the pat ient  is a minor or is physically or legally 
incapacitated$% 
 
 
_______________________________     _________________________________ 
PRINT NAME OF PATIENT      SIGNATURE OF PRACTITIONER 
 
 
 
_______________________________     _________________________________ 
PRINT NAME OF PATIENT REPRESENTATIVE ! if  applicable$   DATE OF SIGNATURE 
 
 
 
______________________________      
SIGNATURE OF PATIENT OR REPRESENTATIVE      

 
 



 
Arbi t r at ion  Agreement  !p age # * f #$ 

 
ARTICLE ": Agreement  t o  Arbi t rat e ,  It  is understood t hat  any dispute as to medical malpract ice& that  is as to 
whether any medical services rendered under this cont ract  were unnecessary or unauthorized or were improperly& 
negligent ly or incompetent ly rendered& will be determined by submission to arbit rat ion as provided by state and federal 
law& and not  by a lawsuit  or resort  to court  process except  as state and federal law provides for judicial review or 
arbit rat ion proceedings% Bot h part ies to his cont ract& by entering int o it& are giving up their const itut ional right  to have 
any such dispute decided in a court  of law before a jury& and are inst ead accept ing the use of arbit rat ion% 
 
ARTICLE #: Al l  Cl ai ms M ust  be Arbi t rat ed ,  It  is understood that  any dispute t hat  does not  relate to medical 
malpract ice& including disputes as to whether or not  a dispute is subject  to arbit rat ion& will also be determined by 
submission to binding arbit rat ion% It  is the intent ion of t hese part ies that  this agreement  bind all part ies as to all claims& 
including claims arising out  of  or relat ing to t reatment  or services provided by the health care provider including any 
heirs or past& present  or future spouse! s$ of t he pat ient  in relat ion to all claims& including loss of consort ium% This 
agreement  is also intended to bind any children of the pat ient  whet her born or unborn at  t he t ime of t he occurrence 
giving rise to claim% This agreement  is intended to bind the pat ient  and t he healt h care provider and(or ot her licensed 
health care providers or preceptorship interns who now or in the fut ure t reat  the pat ient  while employed by& working or 
associated with or serving as a back' up for t he healthcare provider& including t hose working at  the health care provider+s 
clinic or off ice or any ot her clinic or off ice whet her signatories to t his form or not% All claims for monetary damages 
exceeding t he jurisdict ional limit  of t he small claims court  against  the health care provider& and(or t he healt h care 
provider+s associates& associat ion& corporat ion& partnership& employees& agent s and estate& must  be arbit rated including& 
without  limitat ion& claims for loss of consort ium& wrongful deat h& emot ional dist ress& injunct ive relief& or punit ive 
damages%  
 
ARTICLE - : Procedure and Appl i cabl e Law  ,  A demand for arbit rat ion must  be communicated in writ ing to all 
part ies% Each party shall select  an arbit rator ! party arbit rator$ within thirty days and a third arbit rator ! neut ral 
arbit rator$ shall be selected by t he arbit rators appointed by the part ies within thirt ies days thereafter% The neut ral 
arbit rator shall then be the sole arbit rator and shall decide t he arbit rat ion% Each party to the arbit rat ion shall pay such 
party+s pro rata share of the expenses and fees of  the neut ral arbit rat or& together with ot her expenses of t he arbit rat ion 
incurred or approved by t he neut ral arbit rator& not  including counsel fees& witness fees& or other expenses incurred by a 
party for such party+s own benefit% 
 Either party shall have the absolute right  to bifurcate the issue of liabilit y and damage upon writ ten request  to 
the neut ral arbit rator% The part ies consent  to the intervent ion and joinder in t he arbit rat ion of  any person or ent ity t hat  
would otherwise be a proper addit ional party in a court  act ion& and upon such intervent ion and joinder any exist ing court  
act ion against  such addit ional person or ent ity shall be stayed pending arbit rat ion% 
 The part iers agree t hat  provisions of state and federal law& where applicable& est ablishing the right  to int roduce 
evidence of any amount  payable as a benefit  to the pat ient  to t he maximum extent& permit ted by law& limit ing the right  
to recover non' economic losses& and the right  to have a judgment  for future damages conformed to periodic payment s& 
shall apply to disputes within this Arbit rat ion Agreement% The part ies furt her agree that  the Commercial Arbit rat ion 
Rules of  the American Arbit rat ion Associat ion shall govern any arbit rat ion conducted pursuant  to this Arbit rat ion 
Agreement% 
 
ARTICLE . : General  Provi si on:  All claims based upon the same incident& t ransact ion or related circumst ances shall be 
arbit rated in one preceding% A claim shall be waived and forever barred if ! "$ on the date not ice therof  is received& the 
claim& if asserted in civil act ion& would be barred by the applicable legal stat ute of limitat ions& or ! #$ t he claimant  fails to 
pursue the arbit rat ion claim in accordance with the procedures prescribed herein with reasonable diligence% 
 
ARTICLE ) : Revocat i on:  This agreement  may be revoked by writ ten not ice delivered to t he health care provider within 
- *  days of signature and if  not  revoked will govern all professional services received by t he pat ient  and all their disputes 
between the part ies% 
 
ARTICLE / : Ret roact i ve Ef f ect :  if  pat ient  intends this agreement  to cover services rendered before t he date it  is 
signed ! for example emergency t reatment$ pat ient  should init ial here _______% Effect ive as the date of f irst  professional 
services% 
 
If any provision of this arbit rat ion Agreement  is held invalid or unenforceable& the remaining provisions shall remain in 
full force and shall not  be ef fected by t he invalidity of any other provision% I understand that  I have t he right  to receive a 
copy of t his Arbit rat ion Agreement% By my signat ure below& I acknowledge that  I have received a copy% 
 
N OTICE:  BY SIGN IN G TH IS CON TRACT YOU ARE AGREEI N G TO H AVE AN Y ISSU E OR 
M EDICAL M ALPRACTICE DECIDED BY N EU TRAL ARBITRATION  AN D YOU ARE GIVI N G UP 
YOUR RIGH T TO A JURY OR COURT TRIAL& SEE ARTICLE "  OF TH IS CON TRACT% 
 
 
Patient  Signature_____________________________________   Date ________________________ 
! Or  pat i en t  r epr esen t at i ve$     ! Indi cat e r el at i onship i f  you  ar e si gn i ng f or  pat i en t $ 



 
 
 
Pat ien t +s Consent  For  The Pu rposes of  Tr eat ment & Pay ment  
And H eal t h Care Operat i ons 
 
I _______________________________give consent to _________________________ 
 
To use and disclosure of my Individual Identif iable Health Information or Protected Health Information for 
the specific purposes: 

1. Providing treatment to me. 
2. Relating to the payment of the services this office has rendered to me. 
3. The general administrative operations this practice provides to me. 

 
The purpose of this consent: 
Protected Health Information is any information that includes; 

1. Demographic Information  
2. Information gathered by this practice as it relates to my past, present and future. 
3. Information gathered by this office for past, present or future payments for providing the 

healthcare services. 
4. Healthcare operations purposes will include quality assessment activities, credentialing, business 

management and other general operations procedures or activities. 
 
I understand I have the right to request or put restrictions on the use and disclosure of my Protected Health 
Information for the purposes of treatment, payment of healthcare operations of the Acupuncture practice, 
but the practice is not required to agree to these restrictions. However, if the Practice agrees to a restriction 
that I request, the restriction is binding on the practice. 
 
I  understand I  have the r ight to read and discuss the Notice of Pr ivacy Policies and Procedures form 
of this acupuncture practice before I  sign this consent form regarding the use and disclosures of my 
Protected Health Information. 
 
 
I have the right to revoke this consent, in writing, at any time except to the extent that the acupuncturist or 
the practice has acted in reliance on this consent. 
 
 
Signature of Patient or Personal Representative date______________________________ 
 
 
Description of Personal RepresentativeÕs Authority_______________date____________ 

       
 
ACKNOWL EDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 
 
 I, _____________________________________________, have read, reviewed, 
understand and agree to the statement of the Privacy Policy for healthcare services in this 
office. Red River Health has attempted to provide each patient with a statement of 
Privacy Policies.  
 
PatientÕs Signature___________________________________Date_________________ 
 


