RED RIVER HEALTH

PATIENT QUESTIONNAIRE

DATE
LAST NAME ARST NAME AGE EX:MF
ADDRESS CITY: STATE ZIP
HOMEPHONE WORKPHONE BMAIL;
How did you find Red River Health: FREND, HEALTHCARE PROVIDER, AD, YELLOW PAGES, OTHER
BEMERGENCY CONTACT: REHATION;
BVIRG. CONT. PHONENUMBER WORKNUMBER

Please put a check by those that apply
KDY

Feeling of heaviness or duggishness

Low back pain or soreness Bruise easlly
Knee pain or soreness Poor circulation
Ringing in the ears Varicose veins

Dizziness W eaknessin arms and legs

Early graying of hair Insufficient exercise

Vaginal dryness (women only) Excessive worry

Scanty cervical mucus with ovulation (women only) Low blood pressure

Dark circles under the eyes Spontaneous swedting

Night sweats Dizziness or lightheadedness or visual changes when
Hot flashes standing

Tendency towards being warm

Frequent fears or phobias

Thin watery menstruation with oink color (women
only)

Kidney disease or problems

Fatigue with ovulation and menstruation (women only)

Bladder disease or problems

Spotting prior to period (women only)

Sugar in the urine

Diagnosis of uterine prolapse (women only)

Blood in the urine

Poor hearing

Bearing down sensation with menstrual cramps
(women only)

Ear infections

Frequent colds or alergies

Bone disease or weakness

Diagnosis of hypothyroid or anemia

Teeth problems

Frequent hemorrhoids or polyps

Dint trouble

Somach trouble ie. acid reflux, nausea, vomiting

Neck pain

Frequent belching

W eakness or pain of the legs

Abdominal pain or distension

Excessive fears/ phobias Poor appetite

Prior pregnancy Excess hunger

Miscarriages Frequent loose stools
Abortions Frequent condipation
Contraception past or present Hemorrhoids

Infertility Diabetes

Nocturna emissions W eight Changes Eating disorders
Impotence Fatigue

KD YA Bleeding between periods
Low back pain prior to menses (women only) Heavy menstruation

Cold feet, especially a night LU

Low libido Tuberculosis

Morning urination Emphysema

Frequent pale urination Asthma

Early morning BM loose and or urgent Throat problems

Profuse vaginal discharge (women only) Allergies

Dull colored menstrual blood (women only) Snus problems

Cold cramps with menstruation (women only) Frequent colds

Tendency towards being cold Tobacco use

Frequent fears or phobias Excessive sadness or crying
*F Spontaneous sweating
Chronic fatigue BLD

Poor appetite Scanty or late menstruation (women only)
Reduced energy after a mea Dryness of flakiness of the skin
Distension after eating Chapped lips

Sugar cravings Brittle nails or hair

Loose stools, abdominal pains or digestive problems

Loss of head hair

Cold hands and feet

Poor nighttime vision

Cold nose

Dizziness or lightheadedness around period (women




only) HT

Blurred vison W ake early in am with difficulty falling aseep
Hoaters Heart papitations especially when anxious
Poor memory Nightmares

Poor concentration Low in spirit or vitality

BL ST Agitated or restless

Black or brown menstrua flow (women only)

FHdgety

Pain around ovaries during ovulation (women only)

Chronic hemorrhoids

Painful, unmovable breast lumps (women only)

Excessive sweating

Numbness of hands and feet a night

Heart Disease

Varicose or spider veins

High Blood Pressure

Red spots or cherry spots on skin

Low Blood Pressure

Chronic hemorrhoids

Shortness of breath after mild exercise

Clotted menses (women only)

Irregular or rapid heartbeat

Endometriosis or uterine fibroids (women only)

Awareness of heartbeat or palpitations

Abnormal lumps in abdomen

Pain in the chest

Piercing or stabbing pain with menses (women only)

Abnormal BEKG

Vascular abnormalities

Swelling in ankles and feet

Srokes Shortness of breath at night
Rheumatism Mental lliness

Pain with intercourse Anxiety or nervousness
Fbroids Insomnia excessive dreams
Convulsons HT

LV Dry mouth or throat

Emotional depression Thirst for cold fluids

Anger or rage W armer than those around you

Premenstrual irritability (women only)

W ake sweating or with hot flashes

Distension or bloat a ovulation (women only)

Premenstrual acne which is red (women only)

Prolonged owulation (women only)

Vagnal irritation or rashes

Breast tenderness at ovulation (women only)

Pain or burning sensation with urination

Nipple pain or discharge at ovulation (women only)

DP

Breast tenderness during menstruation (women only)

Tired or duggsh after a meal

Diagnosis of elevated prolactin levels (women only)

Hbrocystic breasts

Premenstrua bloating or distenson (women only)

Cystic or pustular acne

Difficulty falling adeep

Urgent, bright or strong smelling stools

Heartburn or bitter taste in the mouth

Sringy tissue or mucus in menses

Painful menstruation (women only)

Yeast infections and vaginal itching

Cramping of the external genitals with menstruation Achy joints
(women) Excess weight
Thick and dark menstrual blood with purple color Leucorrhea
(women) DPHT

Gallbladder problems

Fowl smelling, yellow or green vaginal discharge

Liver disease Vaginal or rectal itching during premenstrual phase
Jundice Syphilis

Red or irritated eyes Gonorrhea

Glaucoma or cataract Gout

Alcoholism Goiter

Drug use or abuse

Pain or discomfort with stress

Difficulty making decisions

Current pregnancy

Missed periods

Frequent or severe headaches

Family member with diabetes

Pain before menstruation

Family member with cancer/ tumor

Leg cramps while walking

Breast swelling

Family member with high blood pressure

Painful breasts

Family member with tuberculosis

Progtate trouble

Family member with heart disease

Painful tegticles




Informed Consent to Treat and Arbitration Agreement ipage
" of #$

Patient Name:

| consent to acupuncture and other proceduresassociated with Traditional Chinese Medicine by Licensed acupuncturist
Robert Angotti of Red River Health% have discussed the nature and purpose of my treatment with Robert Angotti%

| understand that methods of treatment include&but are not limited to acupuncture&moxibustion&uppingé&electrical
stimulation&Tui'Na ! Chinese massage$&Chinese herbal medicine&and nutritional counseling%

| have been informed that acupuncture isa safe method of treatment&but that it may have side effects€&including
bruising€éhumbness or tingling near the needle sitesthat may last for afew days€and dizziness or fainting% understand
that bruisingisacommon side effect of cupping% understand that the unusual risks of acupuncture include spontaneous
miscarriage&nerve damage or organ puncture&ncluding lung puncture ! pneumot horax®tnfection is anot her possible
risk&although | understand that Red River Health uses needles contained in sterile bubble wrap until the time of use&and
all needles are disposed of in biohazard waste containers never to be reused% understand that burns and(or scarring are a
potential risk of moxibustion% understand that while this document describesthe major risks of treatment other side
effects and risks may occur%

| understand that the herbal and nutritional supplements!from plant&nimal and mineral sources$which are prescribed
have traditionally been considered safe in the practice of Traditional Chinese Medicine&although some can be toxicin
large doses% understand that Red River Health uses manufactured herbal products from reputable companies dedicated
to maintaining standardsin accordance with the Good Manufacturing Practice certification of the Department of Health&
Republic of China and the Commonwealth Department of Health&Australia% understand that Red River Health
maintainsa pharmacy of raw herbs of which the )* most commonly prescribed herbs have been tested for heavy metals&
pesticides®and fungicides prior to shipping%

I understand that some herbsmay be inappropriate during pregnancy&nd that some possible side effectsof herbs may
include nausea&gas&stomachache& omiting&headache&diarrhea& ashes&hives and tingling of the tongue%

I understand that the herbs need to be prepared and the tea consumed according to the instructions provided orally and
in writing% understand the herbs may have an unpleasant smell or taste% will immediately notify Red River Health of
any unanticipated or unpleasant effects associated with the consumption of the herbal teas%

I will notify Red River Health if | become pregnant%

I do not expect Red River Health to be able to anticipate and explain all possible risksand complications of treatment&
and | wish to rely on Robert Angotti LYAc%0 exercise judgment during the course of treatment asto what best suits my
interests%

I understand that all my recordswill be kept confidential and will not be released without my written consent unlessthe
release is specifically authorized by law% also understand that | may receive a copy of my recordsfrom Red River Health
at any time assuming a reasonable cost%

By voluntarily signing below | show that | have read&or have had read to me&this consent to
treatment&have been told about the risks and benefits of acupuncture and other procedures&and have
had an opportunity to ask questions? intend this consent form to cover the entire course or
treatment for my present condition and for any future condition!s$for which | seek treatment%

To be completed by patient !or by patientsrepresentative if the patient isaminor 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



Arbitration Agreement page#*f#s$

ARTICLE": Agreement to Arbitrate, It isunderstood that any dispute asto medical malpractice&hat isasto
whether any medical servicesrendered under thiscontract were unnecessary or unauthorized or were improperly&
negligently or incompetently rendered&will be determined by submission to arbitration as provided by state and federal
law&and not by alawsuit or resort to court processexcept as state and federal law provides for judicial review or
arbitration proceedings¥Both partiesto his contract&y entering into it&re giving up their constitutional right to have
any such dispute decided in a court of law before a jury&nd are instead accepting the use of arbitration%

ARTICLE #: All Claims Must be Arbitrated, It isunderstood that any dispute that does not relate to medical
malpractice&ncluding disputes asto whether or not adispute issubject to arbitration&will also be determined by
submission to binding arbitration%t isthe intention of these parties that thisagreement bind all partiesasto all claims&
including claimsarising out of or relating to treatment or services provided by the health care provider including any
heirsor past&resent or future spouse! s$of the patient in relation to all claims&ncluding loss of consortium% his
agreement isalso intended to bind any children of the patient whether born or unborn at the time of the occurrence
giving rise to claim%Thisagreement isintended to bind the patient and the health care provider and(or other licensed
health care providers or preceptorship internswho now or in the future treat the patient while employed by&vorking or
associated with or serving as a back'up for the healthcare provider&ncluding those working at the health care providers
clinic or office or any other clinic or office whether signatoriesto thisform or not%All claimsfor monetary damages
exceeding the jurisdictional limit of the small claimscourt against the health care provider&nd(or the health care
provider associates€association&corporation&partnership&employeesagents and estate&must be arbitrated including&
\évithout limitation&laimsfor loss of consortium&vrongful death&motional distress&njunctive relief&r punitive
amages%

ARTICLE -: Procedure and Applicable Law , A demand for arbitration must be communicated in writing to all
parties¥ach party shall select an arbitrator ! party arbitrator$within thirty daysand a third arbitrator !neutral
arbitrator$shall be selected by the arbitratorsappointed by the partieswithin thirties daysthereafter%@he neutral
arbitrator shall then be the sole arbitrator and shall decide the arbitration%ach party to the arbitration shall pay such
partys pro rata share of the expenses and fees of the neutral arbitrator&ogether with other expenses of the arbitration
incurred or approved by the neutral arbitrator&ot including counsel fees&witness fees€or other expensesincurred by a
party for such party-sown benefit%

Either party shall have the absolute right to bifurcate the issue of liability and damage upon written request to
the neutral arbitrator%The parties consent to the intervention and joinder in the arbitration of any person or entity that
would otherwise be a proper additional party in a court action&and upon such intervention and joinder any existing court
action against such additional person or entity shall be stayed pending arbitration%

The partiers agree that provisions of state and federal law&where applicable&est ablishing the right to introduce
evidence of any amount payable as a benefit to the patient to the maximum extent&ermitted by law&imiting the right
to recover non‘economic losses&and the right to have ajudgment for future damages conformed to periodic payments&
shall apply to disputeswithin this Arbitration Agreement%The partiesfurther agree that the Commercial Arbitration
Rulesof the American Arbitration Association shall govern any arbitration conducted pursuant to thisArbitration
Agreement %

ARTICLE . : General Provision: All claimsbased upon the same incident&ransaction or related circumstances shall be
arbitrated in one preceding%A claim shall be waived and forever barred if ! "$on the date notice therof isreceived&he
claim&if asserted in civil action&@vould be barred by the applicable legal statute of limitations&or !#$the claimant failsto
pursue the arbitration claim in accordance with the procedures prescribed herein with reasonable diligence%

ARTICLE): Revocation: Thisagreement may be revoked by written notice delivered to the health care provider within
-* daysof signature and if not revoked will govern all professional servicesreceived by the patient and all their disputes
between the parties%

ARTICLE/ : Retroactive Effect: if patient intendsthisagreement to cover servicesrendered before the dateit is
signed ! for example emergency treatment$patient should initial here Y%ffective asthe date of first professional
services%

If any provision of thisarbitration Agreement isheld invalid or unenforceable&he remaining provisionsshall remain in
full force and shall not be effected by the invalidity of any other provision% understand that | have the right to receive a
copy of thisArbitration Agreement%By my signat ure below& acknowledge that | have received a copy%

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OR
MEDICAL MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP
YOURRIGHT TO A JURY OR COURT TRIAL&SEE ARTICLE " OF THIS CONTRACT%

Patient Sirgenature Date .
10r patient representative$ lIndicateTerationship It you are slgning for patient$



Patient+ Consent For The Purposes of Treatment&Payment
And HealthCare Operations

| give consent to

To use and disclosure of my Individual Identifiable 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. Thegenera 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 paymentsfor 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 | have theright 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 arestriction
that | request, the restriction is binding on the practice.

| understand | havetheright to read and discussthe Notice of Privacy Policies and Proceduresform
of thisacupuncture practice before| sign thisconsent 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 Representative® Authority date

ACKNOWL EDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I have read, reviewed,
undestand and agree to the statement of the Privacy Policy for healthcare servicesin this
office. Red River Health has attempted to provideeach patient with a statement of
Privacy Policies.

Patient® Signaure Bie




