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JoAnn Alafriz, BSc, Dipl ST, Dipl Ac

Acupuncture, Shiatsu Therapist & Cosmetic Acupuncture

2 College Street, Suite 301 Toronto ON   M5G 1K3
Health Intake Form

Please complete this form. All information is strictly confidential. Please print clearly.

Date:__________________
Name: _________________________________    
○ Female     ○ Male        

Home Address: __________________________  
Date of Birth: ________________________________

City/Province: ___________________________



day / month / year

Postal Code: _____________ 


E-Mail: ____________________________________

Home Telephone: _________________   Business: ________________   Cell: __________________

Occupation: ______________________________   








General Practitioner: ____________________________   Telephone Number: __________________

Emergency Contact: ___________________ Relationship: ___________
Phone: ________________

Referred By:  ○ Friend__________
○ Website
○ Brochure 
○ Walk-in
○ Other___________ 

What are your chief complaints?



Rate pain/discomfort (least – most)

1. _________________________________________


1    2    3    4    5
2. _________________________________________


1    2    3    4    5
3. _________________________________________


1    2    3    4    5
Rate the level of stress, if any, you are currently experiencing:
1    2    3    4    5
Are you receiving treatment from other health care providers?
○ Yes   ○ No

If yes, please describe: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all current medications (prescriptions, over-the-counter, vitamins, herbs) and their purpose:

1. _______________________________________________________________________________________


2. _______________________________________________________________________________________


3. ________________________________________________________________________________________

Do you frequently use any of the following? ○ Aspirin / Tylenol / Advil ____________


○ Caffeine ____________ ○ Alcohol ___________
○ Cigarettes ______________
○ Other ____________
List any past surgeries; hospitalizations (include date/year):
1. ___________________________________________________________________________________________

2. ___________________________________________________________________________________________

3. ___________________________________________________________________________________________
Please list any past injuries or accidents (include date/year):
1. __________________________________________________________________________________________

2. __________________________________________________________________________________________

3. ___________________________________________________________________________________________
Do you exercise regularly?
○ No

○ Yes, how often? ____________________
○ Type: _________________________

○ Type: _________________________

Do you require: ○ Corrective lenses

 ○Hearing aid

○ Medical devices/prosthetics
Are you pregnant: ❏ No
 ❏ Yes – Weeks: _______________ 

Do you have any food allergies?
○ No
○ Yes, To what? ____________________
Do you carry an Epi-pen?

○ No
○ Yes

	Health History:  

	❏ Asthma 
	❏ Heart Disease/ 

Stroke             
	❏ Hepatitis/ liver disease 
	❏ Autoimmune    
	❏ Digestive 
    Disorders

	❏ Epilepsy/ 

    Seizures
	❏ Thyroid Disease 
	❏ Skin (Eczema/     Psoriasis)
	❏ Kidney disease 
	 ❏ Fibroids

	❏ Blood Pressure

    High/Low
	❏ CFS/
    Fibromyalgia 
	❏ Eating Disorder 
	❏ Depression/       Mental condition 
	❏ Trauma/

    Accidents

	❏ Anemia 
	❏ Cancer 
	❏ Diabetes 
	❏ HIV       
	❏ Osteoporosis  



	❏  Headaches/
    Migraines
	❏ Addictions


	❏  Insomnia
	❏  Multiple Sclerosis
	❏  PMS

	❏ Miscarriages
	❏ Allergies

_____________
	❏  Varicose Veins
	❏  Circulatory             Problems
	❏ Fatigue

	Other:
	

	Neuro/ Emotional

	❏ Poor memory 
	❏ Difficulty focus 
	❏ Easily irritated 
	❏ Anger 
	❏ Sighing

	❏ Anxiety 
	❏ Depression 
	❏ Worrying /Stress
	❏ Fears 
	❏ Mood swings


	Rate the level of your energy:

	○ Low
	○ Average
	○ High
	


	Family Health History: 
Do any of your family members (father/mother/sibling etc) experienced or have:

	❏ Allergies/
    Asthma 
	❏ Heart Disease/ 

Stroke             
	❏ Hepatitis/ liver disease 
	❏ Autoimmune    
	❏ Digestive 
    Disorders

	❏ Epilepsy/ 

    Seizures
	❏ Thyroid Disease 
	❏ Skin (Eczema/     Psoriasis)
	❏ Kidney disease 
	 ❏ Osteoporosis  



	❏ Blood Pressure

    High/Low
	❏ CFS/
    Fibromyalgia 
	❏ Eating Disorder 
	❏ Depression/       Mental condition 
	❏ Cancer

	❏ Anemia 
	❏ Allergies

_____________
	❏ Diabetes 
	
	

	Other:
	


	Acupuncture and Shiatsu are holistic treatments. I give my therapist permission to treat the whole body ❏ Yes  

Otherwise, please check the areas you do not want treated.

	❏  Face   
	❏ Head
	❏ Neck     
	❏ Arms

	❏ Shoulder
	❏ Hands
	❏ Feet
	❏ Chest

	❏ Legs      
	❏ Back
	❏ Buttocks
	


JoAnn Alafriz, BSc, Dipl ST, Dipl Ac – Acupuncture, Shiatsu Therapist & Cosmetic Acupuncture

2 College Street Suite 301   Toronto ON   M5G 1K3




CONSENT FORM

It is my choice to receive Acupuncture and/or Shiatsu therapy. A physical therapy designed to stimulate the body’s inherent ability to heal itself. Acupuncture and Shiatsu supports and balances the body and its functions 

I understand that Acupuncture and Shiatsu therapists do not diagnose illness, disease, or any physical or mental disorders, nor do they prescribe medical treatment or pharmaceuticals. I acknowledge that shiatsu is not a substitute for medical examination or diagnosis. It is recommended that I see a primary health care provider for that service.

After an Acupuncture and/or shiatsu session I may feel drowsy, achy, energized, sore or stiff. Sometimes there are unexpected reactions such as: headaches or increased menstrual flow. These experiences are not uncommon and should last 1 – 2 days. Please inform your therapist of your reactions and call with any concerns.

Other modalities may be used upon consent such as: Electro Acupuncture, Tunia, Cupping, Moxibustion or Gua sha. 
I agree to communicate with my practitioner should I feel like my well-being is being compromised. I have the right to refuse treatment or part of treatment at any time.

Additional Information

Fees include HST:

Shiatsu





Acupuncture
60 minute Session - $85.00


Initial Intake (includes treatment): $110.00

90 minute Session - $125.00  


Subsequent treatments: $80.00
Prepaid 5 Session (60 minutes) - $400.00

Prepaid 5 Session (60 minutes) - $370.00
Cosmetic Acupuncture

60 minute Session – $110.00

Prepaid 10 Session - $970.00

Fees are payable at the time of the appointment.  Receipts are issued so that you may be reimbursed directly by your extended health care plan provider, (if coverage applies).  OHIP does not cover Acupuncture or Shiatsu Therapy.  
Cash, cheque and PayPal are accepted.

Cancellation/Rescheduling Policy

24 hours notice is required for appointment cancellation or rescheduling, otherwise the full fees will be charged.  

Late Appointments:

Session begins at the time of your scheduled appointment. If you are running late, I will do as much as I can in the remaining time and must finish as scheduled out of respect for the next client.  Clients are responsible for the full cost of the original scheduled period.

I will inform my practitioner should I become pregnant, as treatment may not be suitable.
I understand that the information I’ve provided is confidential and will not be released without my written consent.
I give consent to treatment:  ○ Yes   ○ No

Date: ________________________
Print: __________________      Signature: _______________________
JoAnn Alafriz, BSc, Dipl ST, Dipl Ac – Acupuncture, Shiatsu Therapist & Cosmetic Acupuncture

2 College Street Suite 301   Toronto ON   M5G 1K3

PRIVACY ACT CONSENT FORM

This office will collect, use and disclose information about you for the following purposes:

· To deliver safe and efficient patient care

· To identify and ensure continuous high quality service

· To provide health care in Acupuncture and/or shiatsu (cupping/moxibustion)

· To advise you of your treatment options

· To enable JoAnn Alafriz to contact you in order to book or confirm appointments

· To establish and maintain communication with you

· To communicate with others health care providers with whom you are being treated 
· To allow JoAnn Alafriz, to efficiently follow-up treatment care and billing

· To comply with legal and regulatory requirements

· To invoice goods and services

· To process sales transactions

PATIENT CONSENT

Print name: ____________________________

Signature: _____________________________

Date: _________________________________

