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PLEASE FILL OUT AS ACCURATELY AS POSSIBLE

HEALTHCARE INFORMATION

NAME - FIRST

LAST
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STROKE
CHRONIC PAIN

HEART DISEASE

HERNIA
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BLEEDING DISORDER
ALCOHOLISM

BRONCHITIS
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HIGH BLOOD PRESSURE
ARTHRITIS TYPE[ ]
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[J INTESTINAL DISORDER
[] KIDNEY DISEASE
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POLIO

PROSTATE PROBLEM
PSYCHIATRIC CARE
RHEUMATIC FEVER
STOMACH DISORDER
THYROID DISORDER
TUBERCULOSIS

ULCERS

URINARY TRACT INFECTION
VAGINAL INFECTION
[ VENEREAL DISEASE

OTHER

What made you decide to visit our clinic today?

Do you have specific goals/expectations for your treatment?

List any and all prescription medications, herbs and supplements you are currently taking.

JANETTE CORMIER, RAc, RH | Port Alberni, BC | (250) 720-7240 | www.janettecormier.com
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LEGAL INFORMATION: | understand that acupuncture and herbal medicine does not replace the need for conventional medical treatment. | understand that
Janette Cormier cannot provide medical diagnosis, and that | must consult with a physician in order to obtain a diagnosis.

Acupuncture involves the insertion of thin, sterile needle into specific points on the body. Other therapies may also be used during an acupuncture treatment
including moxa, cupping, gua sha, and acupressure. There are risks associated with acupuncture, moxa, cupping, gua sha, and acupressure, including but not
limited to: discomfort, pain, bruising, burns, weakness, fainting, nausea, and sometimes aggravation of symptoms.

Herbal medicine involves the potential use of plant and fungi material through oral, topical, and suppository forms. There are potential risks associated with the use
of herbal medicines, including but not limited to: allergic reactions, digestive upset, aggravation of symptoms, and toxicity due to contamination.

I am aware of the potential risks associated with acupuncture and herbal medicine and hereby release Janette Cormier of any and all liability which may occur with
the above mentioned procedures, except failure to perform the procedures with appropriate medical care. I understand that | am free to withdraw my consent and
discontinue participation with these procedures at any time.

|, the undersigned, have read the legal information and verify that the medical information | have provided is true. |, knowing the potential risks, hereby consent to
the use of acupuncture and herbal medicines and understand that | may withdraw this consent at any time.

[J - | CONSENT TO HAVE MSP PREMIUM ASSISTANCE BILLED FOR A PORTION OF MY TREATMENTS.

SIGNATURE: PARENT/GUARDIAN:

(If under 18 years of age)

DATE: DATE:
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