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700 Garden View CT, Suite 201-A
Encinitas, CA 92024
HolisticZen.com
Holistic Zen Acupuncture & Massage

WELCOME

Dear Patient,
We’d like to welcome you to Holistic Zen Acupuncture & Massage. We strive to
provide all patients with outstanding compassionate health-care. In order to do
this, we have a few guidelines:
* APPOINTMENTS
We strive to run on time. Occasionally, however, an emergency will disrupt the
schedule and we apologize in advance should that occur and delay your visit.
Your prompt arrival for scheduled appointments will also help keep us running
smoothly. Sometimes you may be late; understanding that, we will make every
effort to accommodate you. However, in the event that we are fully booked and
you are 10 (or more) minutes late, you may receive a modified treatment/visit or
need to be rescheduled. This decision will be at the discretion of HZAM and you
will be responsible for the full treatment fee.
* CANCELLATIONS
We understand that circumstances arise which may prevent you from keeping an
appointment. While 48 hours notice is preferred, 24 hours notice of
cancellation is required. If cancellation occurs without proper notice, you will
be charged 50% of the cost of the visit for missing your scheduled appointment.
* CONFIDENTIALITY
The therapeutic relationship between a client and practitioner is important and
personal. The client has a right to privacy and all treatments are confidential.
In extreme circumstances confidentiality will be breached. The client will be
notified.
* SCOPE OF PRACTICE & REFERRALS
Kayleen Walsh has a Bachelors Degree in Sociology, Psychology, and Women’s
Studies. She has also obtained a 1000 hr. certification in Massage Therapy at
The Boulder College of Massage Therapy. Kayleen studied Shiatsu, Swedish,
Neuromuscular, Integrative, and Tui Na. In addition, she has completed 30
hours of training in both Sports and Orthopedic massage and 47 hours of Prenatal massage. Kayleen is a licensed Acupuncturist with a Master’s in
Traditional Oriental Medicine with advanced training in acupuncture, herbal and
dietary consultations, cupping and gua sha. HZAM is passionate about healthcare and works within a specific scope of practice. If at any time the patient’s
needs can not be met due to a lack of qualifications or experience a list of
reputable professionals to further serve the client will be provided.
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*PRIVACY AND DRAPING
The client should feel comfortable at all times. Clients are asked to undress to
their comfort level. The practitioner leaves the room while the client disrobes
and knocks before re-entering. The practitioner only undrapes the specific
body part he/she is working on (all other parts of the body are covered).
* HYGIENE
Practitioners make a conscious effort to wear professional attire and maintain
good hygiene. Clients will maintain a general sense of hygiene.
* INTOXICANT POLICY
Clients please do not arrive to an appointment under the influence of alcohol or
drugs. The session will be terminated and full payment is required under these
circumstances.
* CLIENT/THERAPIST RELATIONSHIP
Holistic Zen AcuMassage does not engage in relationships outside of the
professional environment with clients. A dual relationship could potentially
compromise the therapeutic relationship.
* SEXUAL MISCONDUCT
If the client or practitioner ever feels uncomfortable a session may be
terminated and full payment is required. Boundary violations are not tolerated.
* CLIENT RIGHTS
Massage therapy is client-centered. HZAM strongly encourages every client to
be an active participant in his or her health. We value and support open and
honest communication.
*INSURANCE
It is the patient's responsibility to verify insurance benefits. If the patient's plan
does not cover the costs of services the patient is responsible for the remaining
balance.
*INFORMED CONSENT AGREEMENT
I hereby request and consent to the performance of bodywork and/or
acupuncture or other procedures associated with Holistic Zen Acupuncture
& Massage.

I understand that methods of the treatment may include but are not limited
to: massage, acupuncture, moxibustion, cupping, gua sha, application of
liniments, electrical stimulation, Chinese herbal medicine, and nutritional
counseling.
I have been informed that acupuncture is a generally safe method of
treatment, but that it may have side effects, including bruising, numbness,
or tingling near the needling sites that may last a few days, and dizziness
or fainting. Burns and/or scarring are a potential risk of moxibustion,
cupping, and gua sha, or when treatment involves the use of heat. Bruising
is a common side effect of cupping. Unusual risks of acupuncture include
miscarriage, nerve damage, and organ puncture, including lung puncture
(pneumothorax). Infection is another possible risk, although HZAM uses
sterile, disposable needles and maintains a clean and safe environment.
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I understand that while this document describes the major risks of
treatment, other side effects and risks may occur. Herbs and nutritional
supplements (which are from plant, animal, and mineral sources), which may
be recommended, are traditionally considered safe in the practice of Oriental
Medicine, although some may be toxic in large doses. I understand that the
herbs may have an unpleasant smell or taste. I understand that some herbs
may be inappropriate during pregnancy. Some possible side effects of
taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea,
rashes, hives and tingling of the tongue. I will immediately notify HZAM of
any unanticipated or unpleasant effects associated with the consumption of
the herbs. I have stated all my known physical conditions and medications,
including pregnancy, and will keep HZAM up to date on any changes.
I do not expect HZAM to be able to anticipate and explain all possible risks
and complications of treatment, and I wish to rely on the practitioners to
exercise judgement during the course of treatment which they think, based
upon the facts then known is in my best interest. I understand that results
are not guaranteed.
I understand that HZAM may review my medical records and lab reports. My
name and identifying information will not be disclosed and will be kept
confidential. Your information will not be released to any party without
written consent, in full compliance of HIPPA regulations.
By voluntarily signing below I show that I have read, or have read to me, this
consent to treatment, have been told about the risks and benefits of
treatment, and have had an opportunity to ask any questions. I intend this
consent form to cover the entire course of treatment for my present
condition and for any future condition (s) for which I seek treatment.

X

X

_______________________________ Date
_________________
Patient Signature
* To be completed by patient’s representative if the patient is a minor or is
physically or legally incapacitated. Indicate relationship if signing for patient.

Please sign the next page if giving consent to treat a minor.
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CONSENT TO TREAT A MINOR
Name of Minor:_________________________________________________________
Date of Birth:__________________ Social Security Number:_____________________
In my absence, I ____________________________,(relationship)__________________
Give permission for any medical treatment deemed necessary for the care of my child
(minor’s name), _________________________________________________________
While under the care of Holistic Zen AcuMassage.

X________________________________________
Parent/Legal Guardian (print name)

X________________________________________
Parent/Legal Guardian (signature)

________________________________________
Witness

X________________________________________
Date
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ARBITRATION AGREEMENT
ARTICLE 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is
as to whether any medical services rendered under this contract were unnecessary or unauthorized or were
improperly, negligently or incompetently rendered, will be determined by submission to arbitration as
provided by California law, and not by a lawsuit or resort to court process except as state and federal law
have any such dispute decided in a court of law before a jury, and instead are accepting the use of
arbitration.
ARTICLE 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to
medical malpractice, including disputes as to whether or not a dispute is subject to arbitration, will also be
determined by submission to binding arbitration. It is the intention of the parties that this agreement bind
all parties as to all claims, including claims arising out of or relating treatment or services provided the
health-care provider including any heirs or past, present or future spouse (s) of the patient in relation to all
claims, including loss of consortium. This agreement is also intended to bind any children of the patient
whether born or unborn at the time of the occurrence giving rise to any staff who now or in the future treat
the patient while employed by, working or associated with or serving as a back-up for the health-care
provider, including those working at the health-care provider’s office or during outcalls whether signatories
to this form or not.
ARTICLE 3: Procedures and Applicable Law: A demand for arbitration must be communicated in
writing to all parties. Each party shall select an arbitrator (party arbitrator) within thirty days and a third
arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties within thirty days
thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each
party to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral
arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not
including counseling fees, witness fees, or other expenses incurred by a party for such party’s benefit.
Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request
to the neutral arbitrator. The parties consent to the intervention and joinder in this arbitration and 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 parties agree that provisions of the California Medical Injury Compensation
Reform Act shall apply to disputes within this arbitration agreement, including but not limited to, sections
establishing the right to introduce evidence of any amount payable as a benefit to the patient as allowed by
law (Civil Code 3333.1), the limitation on recovery for non-economic losses (Civil Code 3333.2), and the
right to have a judgement for future damages conformed to periodic payments (CCP 667.7). The parties
further agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern
any arbitration conducted pursuant to this arbitration agreement.
ARTICLE 4: General Provision: All claims based upon the same incident, transaction, or related
circumstances shall be arbitrated in one proceeding. A claim shall be waived and forever barred if (1) on
the date notice thereof is received, the claim, if asserted in a civil action, would be barred by the applicable
legal statue of the limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the
procedures prescribed herein with reasonable diligence.
ARTICLE 5: Revocation: This agreement may be revoked by written notice delivered to the health-care
provider within 30 days of signature and if not revoked will govern all professional services received by the
patient and all other disputes between the parties.
ARTICLE 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the
date it is signed (for example, emergency treatment), patient should initial here. __________. Effective as
the date of first professional services. If any provision of this arbitration agreement is held invalid or
unenforceable, the remaining provisions shall remain in full force and shall not be affected by the invalidity
of any other provision. I understand that I have a right to receive a copy of this Arbitration Agreement. By
my signature below, I acknowledge that I have received a copy:
NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF
MEDICAL MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING
UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.

_______________________ __________

_______________________ __________

X PATIENT SIGNATURE XDATE

OFFICE SIGNATURE

DATE

NOTICE OF PRIVACY PRACTICES
My signature below indicates that the institute’s NOTICE OF PRIVACY PRACTICES
was provided to me. You can find this information on the last page of this welcome
packet (or in a separate document online). I have also been informed that if I require
additional information about this notice I may call Holistic Zen Acupuncture & Massage
at: 760-274-3346
______________________________________________________________________

X PATIENT NAME

X DATE

______________________________________________________________________

X PATIENT SIGNATURE

X DATE

PATIENT REFUSED to SIGN:
________________________________________________________________________
STAFF SIGNATURE
DATE
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Holistic Zen Acupuncture & Massage New Patient Intake
Date of first appointment: ____________ Date of birth:_______________ Age:_____ Sex:______ SSN:______________
Name:________________________________________________
LAST

FIRST

MIDDLE INITIAL

MAIDEN

Address:______________________________________________
City:_______________________ State:________ Zip:___________
Telephone:Home:_________________ Cell:____________________
Email:___________________________________________________
Emergency contact and relationship to you: __________________________________________
Emergency contact phone number: ________________________________________________
Marital status (circle one): Never married

Married

Divorced

Education (circle highest level attended): Grade school 7 8 9 10 11 12

Separated

Widowed

College 1 2 3 4

Grad school

Occupation: _____________________________ Number of hours worked/average per week: _________
Who referred you: _________________________________
Who is your primary care physician: ___________________________________________________________
Date symptoms began (approximate):__________________________________________________________
Diagnosis: _______________________________________________________________________________
Please list the names of other practitioners you have seen for this problem: ____________________________
________________________________________________________________________________________
Briefly describe your present symptoms:_____________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
Previous treatments for this problem (include
physical therapy, surgery and injections; medications
will be listed later):_____________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________

Date of last mammogram: _____________ Date of last eye exam: ____________ Date of last chest x-ray: ___________
Date of last Tuberculosis test: ______________ Date of last bone densitometry: ___________________
As you review the following list, please check any problem which as significantly affected you
Constitutional
 Recent weight gain
Amount: ________
 Recent weight loss
Amount: ________
 Fatigue
 Weakness
 Fever
Eyes
 Pain
 Redness
 Loss of vision
 Double or blurred vision
 Dryness
 Feels like something in eye
 Itching eyes
Ear-Nose-Mouth-Throat
 Ringing in ears
 Loss of hearing
 Nosebleeds
 Loss of smell
 Dryness in nose
 Runny nose
 Sore tongue
 Bleeding gums
 Sores in mouth
 Loss of taste
 Dryness of mouth
 Frequent sore throats
 Hoarseness
 Difficulty in swallowing
Cardiovascular
 Pain in chest
 Irregular heart beat
 Sudden changes in heart
beat
 High blood pressure
 Heart murmurs
Respiratory
 Shortness of breath
 Difficulty in breathing at night
 Swollen legs or feet
 Cough
 Coughing of blood
 Wheezing (asthma)

Gastrointestinal
 Nausea
 Vomiting of blood or coffee
ground material
 Stomach pain relieved by food
or milk
 Jaundice
 Increasing constipation
 Persistent diarrhea
 Blood in stools
 Black stools
 Heartburn
Genitourinary
 Difficult urination
 Pain or burning on urination
 Blood in urine
 Cloudy, “smoky” urine
 Pus in urine
 Discharge from penis/vagina
 Getting up at night to pass
urine
 Vaginal dryness
 Rash/ulcers
 Sexual difficulties
 Prostate trouble
For women only:
Age when period began:_______
Periods regular? ____yes_____no
How many days apart? ________
Date of last period:____________
Date of last pap:______________
Bleeding after menopause:
____yes ______no
Number of pregnancies?_________
Number of miscarriages?_________
Musculoskeletal
 Morning stiffness. Lasting how
long? __________________
 Joint pain
 Muscle weakness
 Muscle tenderness
 Joint swelling: list joints
affected in the last 6 months
_______________________
_______________________
_______________________
_______________________

Integumentary (skin and/or breast)
 Easy bruising
 Redness
 Rash
 Hives
 Sun sensitive (sun allergy)
 Tightness
 Nodules/bumps
 Hair loss
 Color changes of hands or feet
in the cold
Neurological System
 Headaches
 Dizziness
 Fainting
 Muscle spasm
 Loss of consciousness
 Sensitivity or pain of hands
and/or feet
 Memory loss
 Night sweats
Psychiatric
 Excessive worries
 Anxiety
 Easily losing temper
 Depression
 Agitation
 Difficulty falling asleep
 Difficulty staying asleep
Endocrine
 Excessive thirst
Hematologic/Lymphatic
 Swollen glands
 Tender glands
 Anemia
 Bleeding tendency
 Transfusion/when________
Allergic/Immunologic
 Frequent sneezing
 Increased susceptibility to
infection
Any previous fractures?__________
_____________________________
Any other serious injuries?________
_______________________________
_______________________________
_______________________________

Previous operations: Year:_____________________________ Year:_______________________________
Year:___________________________________ Year:___________________________________________

Social History

Past Medical History

Do you drink caffeinated beverages? _____________
Cups/glasses per day? ____________

Do you now or have you ever had: (check if yes)
 Cancer
 Heart
 Asthma
problems
 Goiter
 Stroke
 Leukemia
 Cataracts
 Epilepsy
 Diabetes
 Nervous
 Rheumatic
breakdown
 Stomach
fever
ulcers
 Bad
 Colitis
headaches
 Jaundice
 Psoriasis
 Kidney
 Pneumonia  High blood
disease
 HIV/AIDS
pressure
 Anemia
 Glaucoma
 Tuberculosis
 Emphysema

Do you smoke? ___yes ___no ___
past: how long ago? _____________
Do you drink alcohol? ___ yes ___ no how many per week?
____________
Has anyone ever told you to cut down on your drinking?
___ yes ___ no
Do you use drugs for reasons that are not medical?
___ yes ___ no If yes, please list:__________________
____________________________________________

Other significant illness (please list): ________________
_____________________________________________
_____________________________________________

Do you exercise regularly? ___ yes ___ no
Type:_______________________________________
Amount per week:_____________________________

Natural or alternative therapies (chiropractic, magnets,
massage, over-the-counter preparations etc..):
____________________________________________
____________________________________________
____________________________________________

How many hours of sleep do you get at night? ______
Do you get enough sleep at night? ___ yes ___ no
Do you wake up feeling rested? ___ yes ___ no

Family History
If Living
Father
Mother

Age

If Deceased

Health

Age at Death

Cause

Number of siblings ________ Number living __________ Number deceased ____________
Number of children _________ Number living __________ Number deceased ___________ List ages of each _________
Health of children: __________________________________________________________________________________
Do you know any blood relative who has or had: (check and give relationship)





Cancer
Leukemia
Stroke
Colitis






Heart disease
High blood pressure
Bleeding tendency
Alcoholism






Rheumatic fever
Epilepsy
Asthma
Psoriasis





Tuberculosis
Diabetes
Goiter

Rheumatologic (Arthritis) History
At any time have you or a blood relative had any of the following? (check if yes)
Yourself

Relative/Relationship

Arthritis (unknown) type
Osteoarthritis
Gout
Childhood arthritis
Other arthritis conditions:

Yourself

Relative/Relationship
Rheumatoid Arthritis
Lupus or “SLE”
Ankylosing Spondylitis
Osteoporosis

Immunization History (If unsure of the dates, please contact your primary doctor and provide to us at a later date.)
Vaccine
Haemophilus influenza type b (Hib)
Hepatitis A
Hepatitis B
Influenza

Dates

Vaccine
Pneumococcal 13 (PCV13)
Pneumococcal polysaccharide (PPSV23)
Varicella
Zoster

Dates

Activities of Daily Living
Do you have stairs to climb? ___ yes ___ no If yes, how many?_____________
How many people in household? _________
Relationship and age of each: ______________________________________________________________________
Who does most of the housework? __________________________________________________________________
Who does most of the shopping? ____________________________________________________________________
Who does most of the yardwork? ____________________________________________________________________
On the scale below, circle a number which best describes your situation. Most of the time I function….
1
|

2
|

3
|

4
|

5
|

VERY POORLY

POORLY

OK

WELL

VERY WELL

Because of health problems, do you have difficulty: (Please check the appropriate response for each question.)
Usually
Using your hands to grasp small objects? (buttons, toothbrush, pencil etc.)
Walking?
Climbing stairs?
Descending stairs?
Sitting down?
Getting up from chair?
Touching your feet while seated?
Reaching behind your back?
Reaching behind your head?
Dressing yourself?
Going to sleep?
Staying asleep due to pain?
Obtaining restful sleep?
Bathing?
Eating?
Working?
Getting along with family members?
In your sexual relationship?
Engaging in leisure time activities?
With morning stiffness?
Do you use a cane, crutches as a walker or wheelchair? (circle one)

Sometimes

No

PATIENT MEDICATION LIST

Patient name: ____________________________________ Date of birth: ______________

MEDICATION NAME

DOSE/STRENGTH

FREQUENCY

PRESCRIBING PHYSICIAN

PATIENT SUPPLEMENT LIST

Patient name: ____________________________________ Date of birth: ______________

SUPPLEMENT NAME

DOSE/STRENGTH

FREQUENCY

Patient Signature: ____________________________________________________
Practitioner Signature: ________________________________________________

PRESCRIBING PHYSICIAN

Date: _________________________
Date: _________________________

