
WELCOME! 

Welcome to Flourish Acupuncture & Healing Arts! Your initial appointment will last 2 hours, 

with follow-up appointments lasting approximately 90 minutes. While it is possible to get significant 

results after one or two treatments, most cases take longer. In general, the longer you have not been 

feeling well, the longer it takes to treat. I typically suggest starting your treatment plan with one 

treatment per week for 3 to 5 weeks, and then having an open discussion with you about continued 

treatments based on your progress and feedback. Once you are stabilized, it is suggested to come in 

for a "Tune Up" treatment with the change of each season. The idea is to get you in balance, and then 

keep you there. We will discuss your particular plan further during each treatment. For your comfort, 

we suggest wearing loose fitting, comfortable clothing during your session.  

The cost of the initial treatment is $165, subsequent treatments are $130, plus the cost of any 

herbs or supplements if prescribed. Payment in the form of cash or check is preferred, though all 

major credit cards are accepted for your convenience with a 5% fee on all credit and debit card 

transactions except HSA and Flex Spending cards.  

If for some reason you need to change or cancel appointment times, please allow 24 hours 

notice. The Cancellation Fee within 24 hours is $50. Completely missing the appointment without 

any notification is charged the full amount of $130/$165. This allows for our best availability and 

care for all of our patients.  

Should you have any questions, please contact us at (678) 622-0001. We look forward to 

meeting you!  

In Wellness,  

Tamara Clarke, L.Ac., Dipl. OM 



PATIENT INTAKE FORM 

Name____________________________________________________Date____________________ 
Birthdate_________________ Age_______ Email_______________________________________ 
Address__________________________________________________________________________ 
_________________________________________________________________________________
Preferred Phone____________________________ Alternate Phone__________________________ 
Emergency Contact Name/Number _________________________________________________  

Main Problem_____________________________________________________________________ 
When did it start?___________________________________________________________________ 
Occupation______________________	      Primary Care Doctor______________________________ 
Referred by_______________________________________________________________________ 

Past Medical History: (Please include dates)  

Significant Illnesses: ___Cancer ___Diabetes ___High Blood Pressure ___Heart Disease ___ 

Hepatitis ___Rheumatic Fever ___Thyroid Disease ___Seizures ___Other  
Surgeries: _____________________________________________________________________  

Significant Trauma: (auto accidents, falls, etc.)_________________________________________ 
Allergies (drugs, chemicals, foods):__________________________________________________ 
Medicines taken within last 2 months (include vitamins, herbal supplements, etc.): _____________ 
_________________________________________________________________________________  

Exercise:__________________________Stresses:________________________________________ 

Habits:  Cigarettes   Coffee   Tea   Cola   Alcohol   Drugs   Sugar   Salt   Other________________ 
Family Medical History:   Diabetes   Cancer   High Blood Pressure   Heart Disease   Stroke  
Seizures   Asthma   Allergies   Alcoholism   Other_________________________________________ 

General:  

Poor Appetite 	 Heavy Appetite 	 Poor Sleep 	 Heavy Sleep  
Insomnia 	 Fatigue 	 Tremors 	 Vertigo  



Cold Hands 	 Cold Feet 	 Cold Back 	 Cold Abdomen  
Fevers 	 Chills 	 Night Sweats 	 Sweat Easily  
Cravings 	 Localized Weakness 	 Poor Coordination 	 Change in Appetite  
Sudden Energy Drop At _________(time) 	 Peculiar Tastes or Smells________________  
Strong Thirst (hot/cold drinks) __________ 	 Bleed or Bruise Easily__________________  

Skin & Hair:  

Rashes 	 Ulcerations 	 Hives 	 Itching  
Eczema 	 Pimples 	 Dandruff 	 Loss of Hair  
Changes in Hair/Skin__________________ 	 Other Hair/Skin Problems______________  
Head, Eyes, Ears, Nose, & Throat:  
Dizziness 	 Concussions 	 Migraines 	 Glasses  
Eye Strain 	 Eye Pain 	 See “Floaters” 	 Night Blindness  
Colorblindness 	 Cataracts 	 Blurry Vision 	 Earaches  
Ringing in Ears 	 Poor Hearing 	 Nose Bleeds 	 Sinus Problems  
Mucus 	 Dry Throat 	 Dry Mouth 	 Copious Saliva  
Teeth Problems 	 Jaw Clicks 	 Grinding Teeth 	 Facial Pain  
Gum Problems 	 Spots in Eyes 	 Recurrent Sore Throats 	  
Mouth/Lip Sores 	 Headaches 	 Other Head/Neck Problems_____________  

Cardiovascular:  
High Blood Pressure 	 Low Blood Pressure 	 Chest Pain 	 Irregular Heartbeat  
Dizziness 	 Fainting 	 Cold Hands/Feet 	 Swollen Hands/Feet  
Blood Clots 	 Stroke 	 Difficulty Breathing 	  

Respiratory:  
Cough 	 Coughing Blood 	 Asthma 	 Bronchitis  
Pneumonia 	 Difficulty Breathing When Lying Down 	 Tight Chest  
Production of Phlegm (what color)_____________________  

Digestion:  
Nausea 	 Acid Reflux 	 Vomiting 	 Bowel Movements:  
Belching 	 Gas 	 Black Stools 	 Frequency_________  
Bad Breath 	 Rectal Pain 	 Hemorrhoids 	 Texture/Form_______ 
Constipation 	 Watery Stool 	 Sensitive Abdomen 	 Blood?____________  
Pain or Cramps 	 Laxative Use 	 	 Mucus?___________ 



Genito-Urinary:  

Painful Urination	 Frequent Urination 	 Urgent Urination 	 Blood in Urine  
Unable to Hold Urine 	 	 Kidney Stones  
Wake up to Urinate ______ times a night at _____________(time)  

Women’s Health:  

Number of Pregnancies_____________Age at First Menses______ Flow:  Heavy or Light  
Number of Births__________________ 	 Period (days)_______ 	Cycle Every____Days  
Last PAP___________	Vaginal Discharge 	 Clots 	 PMS  
Menopause 	 Breast Lumps 	 Miscarriages 	 Birth Control Type________ 
Any discomforts of difficulties you would like to discuss?___________________________  

Musculoskeletal:  
Neck Pain 	 Muscle Pains 	 Back Pain (where)_____________________  
Joint Pain (where)___________________ 	 Other joint or bone problems____________  

Neuropsychological:  

Seizures 	 Areas of Numbness 	 Poor Memory 	 Concussion  
Depression 	 Anxiety 	 Easily Angered 	 Easily Stressed  

Any treatment for emotional issues?___________________________________________  

Other neurological or emotional issues?________________________________________  

Classical Questions  

Preferences 	 Most Liked 	 Least Liked 	  
Season 	 ________________ 	 ________________  
Taste 	 ________________ 	 ________________  
Climate 	 ________________ 	 ________________  
Time of Day 	 ________________ 	 ________________  
Temperature 	 ________________ 	 ________________ 



 PATIENT INFORMATION AND CONSENT FORM   

WHAT IS ACUPUNCTURE? 
Acupuncture is a form of therapy in which fine needles are inserted into specific points on the body.   
 
WHAT IS THE ROLE OF ACUPUNCTURIST IN GEORGIA? 
The Georgia Code 360-6-.16 states that an acupuncturist is not licensed to practice medicine in the 
State of Georgia. Accordingly, an acupuncturist is not able to make a medical diagnosis of the 
person’s disease.  Therefore, if you are seeking to obtain a medical diagnosis, then you should see a 
licensed physician and seek medical advice from a licensed physician. 
 
DOES ACUPUNCTURE HAVE SIDE EFFECTS? 
Acupuncture is generally very safe.   

• Serious side effects are rare – less than one per 10,000 treatments 
• Drowsiness occurs after treatment in a small number of patients  
• Minor bleeding or bruising occurs after acupuncture in about 3% of treatments. 
• Pain during treatment occurs in about 1% of treatments. 
• Symptoms can get worse after treatment (less than 3% of patients).  You should tell your 

acupuncturist about this, but it is usually a good sign.   
• Fainting can occur in certain patients, particularly at the first treatment.   

In addition, if there are particular risks that apply in your case, your practitioner will discuss these with 
you.   
 
IS THERE ANYTHING YOUR PRACTITIONER NEEDS TO KNOW? 

• If you have ever experienced a seizure, dizziness, or fainting episode 
• If you have a pacemaker or any other electrical implants 
• If you have a bleeding disorder 
• If you are taking anti-coagulants or any other medications 
• If you have damaged heart valves or have any other particular risk of infection 

 
SINGLE-USE, STERILE, DISPOSABLE NEEDLES ARE USED BY ACUPUNCTURISTS. 
 
 
STATEMENT OF CONSENT 
 
I am seeking to be treated with acupuncture for the condition of _____________________.  I confirm 
that I have read and understood the above information and I consent to having acupuncture treatment.  
I understand that I can refuse treatment at any time.   
 
 
Signature_________________________________________________________ 
 
 
Print name in full ___________________________________________________ 
 
 
Date _____________________________________ 

 
 



 PATIENT INFORMATION AND CONSENT FORM   

PATIENT INFORMATION LEAFLET 
 

(Please read this information carefully and ask your practitioner if there is anything that you do not understand.) 
 
WHAT IS ACUPUNCTURE? 
Acupuncture is a form of therapy in which fine needles are inserted into specific points on the body.   
 
DOES ACUPUNCTURE HAVE SIDE EFFECTS? 
Acupuncture is generally very safe..   

• Serious side effects are rare – less than one per 10,000 treatments 
• Drowsiness occurs after treatment in a small number of patients  
• Minor bleeding or bruising occurs after acupuncture in about 3% of treatments. 
• Pain during treatment occurs in about 1% of treatments. 
• Symptoms can get worse after treatment (less than 3% of patients).  You should tell your 

acupuncturist about this, but it is usually a good sign.   
• Fainting can occur in certain patients, particularly at the first treatment.   

In addition, if there are particular risks that apply in your case, your practitioner will discuss these with 
you.   
 
IS THERE ANYTHING YOUR PRACTITIONER NEEDS TO KNOW? 

• If you have ever experienced a seizure, dizziness, or fainting episode 
• If you have a pacemaker or any other electrical implants 
• If you have a bleeding disorder 
• If you are taking anti-coagulants or any other medications 
• If you have damaged heart valves or have any other particular risk of infection 

 
SINGLE-USE, STERILE, DISPOSABLE NEEDLES ARE USED BY ACUPUNCTURISTS.   
 
 



 



CANCELLATION POLICY 

At Flourish Acupuncture & Healing Arts your health and well-being are taken to heart. We set aside 
time especially for you to best address your personal needs. Please be considerate and mindful of 
other clients needs by letting us know if you need to reschedule your appointment with as much 
notice as possible. This will allow others to benefit from this time if you are unable to make it.  

The cancellation fee within 24 hours is $50. Completely missing your appointment without any 
notification is charged the full amount of $130/$165. Thank you for your understanding.  

Patient Signature:________________________________________________  

Print Name:_____________________________________________________  

Date:__________________________________________________________ 



This Clinic Protects Your Health Information and Privacy 

Dear Valued Patient,  

This notice describes our office’s policy for how medical information about you may be used and 
disclosed, how you can get access to this information, and how your privacy is being protected.  

In order to maintain the level of service that you expect from my office, we may need to share limited 
personal medical and financial information with your insurance company with Worker’s 
Compensation (and your employer as well in this instance), or with other medical practitioners that 
you authorize.  

Safeguards in place at our office include:  
• Limited access to facilities where information is stored.  
• Policies and procedures for handling information.  
• Requirements for third parties to contractually comply with privacy laws.  

Types of information that we gather and use:  
In administering your health care, we gather and maintain information that may include non-public 
personal information.:  

• About your financial transactions with us (billing transactions).  
• From your medical history, treatment notes, all test results, and any letters, faxes, emails or telephone 

conversations to or from other health care practitioners.  
• From health care providers, insurance companies, workman’s comp and your employer, and other 

third part administrators (e.g. requests for medical records, claim payment information).  

We value our relationship, and respect your right to privacy. If you have questions about these 
privacy guidelines, please call us during regular business hours at (678) 622-0001.  

Sincerely,  

Tamara Clarke, L.Ac., Dipl. OM  
615 Green St. Suite 201  
Gainesville, GA 30501  
(678) 622-0001 




