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Greater Mountain Stream Acupuncture and Herbal Medicine

Rachel Nevas Peled L. Ac., M.Ac.

4815 St, Elmo ave, Bethesda MD

301-795-5887     www.bethesdaacupunctureclinic.com
MD. Lic. #U01830

Dear New Patient,


I want to thank-you for choosing me for your acupuncture and Chinese herb needs.  I send this letter to serve as both a welcome to you and to help orient you as to what we need in order to best serve you at your first appointment.  


Enclosed you will find a patient information form, consent form and a cancellation agreement form.  Please read these thoroughly, fill in the blanks and bring them with you to your first appointment.  On the day of your appointment please refrain from eating anything that will change the color of your tongue (i.e. cherries, hard candy, coffee, grape juice, etc.) several hours before your appointment.  Also arrive having had enough in your stomach so that you are not too hungry or too full. Please wear comfortable loose fitting clothing if possible.

Directions to my office are available on the website on the contact page. We are located on the 2nd floor. The code for the door is #2244. Feel free to call if you need directions to the office, and please arrive on time.


I look forward to meeting and working with you.     







Sincerely, 

Rachel Nevas Peled
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Greater Mountain Stream Acupuncture and Herbal Medicine

Rachel Nevas Peled L. Ac., M.Ac.

4815 St, Elmo ave, Bethesda MD

301-795-5887     www.bethesdaacupunctureclinic.com
MD. Lic. #U01830

New Patient Information

Welcome to Greater Mountain Stream Acupuncture and Herbal Medicine. Please take a few minutes to read through the following topics that will help to prepare you for your first visit.  Also, make sure you print and fill out the appropriate medical forms and bring them with you to the visit.  If you have any questions or concerns, we can discuss them at the beginning of your first appointment or you can call the office.

Appointments

If possible, please take the time to schedule your appointments in advance.  This will ensure that you receive and retain the time slot that is best for your schedule.  If you need to make changes to an already scheduled appointment, please do so as soon as possible. You can schedule or cancel your appointment online or over the phone. If you schedule online you will be sent an email confirmation for your appointment. Remember, it is your responsibility to cancel any unwanted appointments.  If you are unsure of your appointment, please call the office: 301.795.5887 

Cancellation Policy

We require at least 24 hours notice to cancel an appointment.  If you have missed or rescheduled an appointment with less than 24 hours notice, you will be responsible for the entire office visit fee. Our cancellation policy is waived for emergencies and acts of nature.  We run a very tight schedule, so if you find that you are running late, please give the office a call to avoid making an unnecessary trip.  We will, however, do our best accommodate your circumstances.

Payment and Insurance

We accept cash, personal checks, Visa and MasterCard and American Express. We ask that you pay at the time of your visit. Although we do not bill insurance companies, we can provide you with the proper documentation that you may need to submit for reimbursement. 

Needles

This office uses sterile, disposable needles. 

The Day Of Your Visit

Please make sure you do not eat or drink anything that will stain your tongue for at least an hour before arrival, as we need to examine your tongue. You will be most comfortable if you wear loose, clothing, as acupuncture involves palpation and treatment of various parts of the body.  Draping will be provided to ensure modesty.  Please refrain from wearing excessive jewelry, as some metals may interfere with the efficacy of the therapy. Also, please refrain from wearing perfume, strongly scented oils and/or lotions on the day of your visit. 

Parking and Directions

We are conveniently located in downtown Bethesda in the Woodmont triangle area. We are a 10 to 15-minuet walk from the Bethesda Metro station. To arrive at the office from the metro simply walk north on Old Georgetown road, Make a right on St Elmo Avenue. Our office is on the left hand side of the road. 

If you are arriving by car you will need to pay for parking. There is on street metered parking as well as several parking lots and garages close by. 

For driving directions from your location please visit the website www.bethesdaacupunctureclinic.com.
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Greater Mountain Stream Acupuncture and Herbal Medicine

Rachel Nevas Peled L. Ac., M.Ac.

4815 St, Elmo ave, Bethesda MD

301-795-5887     www.bethesdaacupunctureclinic.com
MD. Lic. #U01830

Dear New Patient,

As you know, cancellations of appointments must take place at least 24 hours prior to the appointment to avoid billing. Because I always have a waiting list, and time slots are very tightly scheduled, a missed appointment is both a loss to me and another person that I might have treated in that time slot.  You may cancel online and my answering machine takes messages for changes and cancellations, so except for cases of extreme emergencies, you will be billed for the session that you missed.  


Please sign and date the form below, to indicate your understanding of this agreement.

Thank you in advance for your consideration.






 
Rachel







___________
Patient’s Name







__________
               







Patient’s Signature




                            Date Signed
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Greater Mountain Stream Acupuncture and Herbal Medicine

Rachel Nevas Peled L. Ac., M.Ac.

4815 St, Elmo ave, Bethesda MD

301-795-5887     www.bethesdaacupunctureclinic.com
MD. Lic. #U01830

Informed Consent For Acupuncture And Chinese Medicine Treatment And Care  

I hereby request and consent to the performance of acupuncture treatments and other Chinese Medicine procedures, including various modes of physiotherapy, on me by Rachel Nevas Peled L.Ac, M.Ac who is a licensed acupuncturist in the state of Maryland.

I understand that methods or treatments may include, but are not limited to, acupuncture, moxibustion, cupping,

electrical stimulation, Tui-Na (Chinese massage), gua-sha, Chinese or Western herbal medicine, and nutritional

counseling.

I understand that herbs and nutritional supplements are traditionally considered an important and safe part of the practice of Chinese Medicine.  I understand that Rachel Nevas Peled L.Ac, M.Ac, may recommend that I take a Chinese herbal formula(s) and/or nutritional supplement.  I understand that the Chinese herbal formula(s) are provided to me by China Herb Company, and I authorize Rachel Nevas Peled L.Ac, M.Ac to share appropriate medical information with China Herb Company for the purpose of obtaining a Chinese herbal formula(s).  I will immediately inform Rachel Nevas Peled L.Ac, M.Ac if I experience any adverse reaction to the herbs and/or nutritional supplements.

I have been informed that I have a right to refuse any form of treatment.  I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions about the content of the consent, and by signing below I agree to receive the above-named treatments and procedures from Rachel Nevas Peled L.Ac, M.Ac I also understand there is always a possibility of an unexpected complication, and I understand that no guarantee can be made concerning the results of the treatments on me by Rachel Nevas Peled L.Ac, M.Ac.  I intend this informed consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment from Rachel Nevas Peled L.Ac, M.Ac.

I understand that it may be necessary for Rachel Nevas Peled L.Ac, M.Ac to contact another one of my health care providers in order to coordinate medical treatment, to discuss an emergency situation and/or to share appropriate medical information.  My signature gives Rachel Nevas Peled L.Ac, M.Ac., permission to release any medical records for the reasons set forth in this paragraph. 








___________
Patient’s Name







__________
               







Patient’s Signature




                            Date Signed
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Date ________________

Greater Mountain Stream Acupuncture and Herbal Medicine

Rachel Nevas Peled L. Ac., M.Ac.

4815 St, Elmo ave, Bethesda MD

301-795-5887     www.bethesdaacupunctureclinic.com
MD. Lic. #U01830

New Patient Intake Form








I acknowledge that the information I have given is true and accurate to the best of my knowledge.

Signature_______________________   Date____________________________

 


 Name___________________________________________________	               Home Phone_ _____________________________________





 Address__________________________________________________ 	Cell Phone_________________________________________ 





 City_______________________  State_____  Zip________________              Work Phone________________________________________





 Occupation________________________   Birth date____/____/____            Email______________________________________________      


 


 Age______       Sex _______          Height_____________         Weight_____________      Referred by_____________________________





Family Physician______________________________________        Physician’s Phone__________________________________________


I


IIn case of emergency notify_________________________________________        relationship____________________________________





 Their Home Phone_____________________     Cell Phone_____________________      Work phone_______________________________











Have you had acupuncture before?__________________   Chinese herbal medicine before?____________________________________ Have you had Mayan Abdominal Massage before?______________________________________Have you had Breathwork Before?_____





 Reason for today’s visit? _____________________________________________________________________________________________





__________________________________________________________________________________________________________________�


__________________________________________________________________________________________________________________








How long have you had this condition?_____________________         Have you had it in the past?______________________________





IIf yes, describe when in the past_______________________________________________________________________________________





___________________________________________________________________________________________________________________





 What makes your condition better?_____________________________________________________________________________________





___________________________________________________________________________________________________________________





What makes your condition worse?_____________________________________________________________________________________





____________________________________________________________________________________________________________________





IIs your condition: getting worse_________      getting better________     constant_________     comes and goes__________











 


IIf applicable, circle a number to indicate your level of pain.     Minimal >  1   2   3   4   5   6   7   8   9   10   > extreme





 If you have been given a diagnosis, what is it?_______________________________________________________________





 Diagnosing physician___________________________________     Are any other doctors treating this condition?  Y /  N





 Are you under the care of another physician for any other problems?   Y / N  


I


IIf YES, please list physician & problems:_______________________________________________________________________________





__________________________________________________________________________________________________________________��__________________________________________________________________________________________________________________





 What types of treatments have you tried?______________________________________________________________________________





 Please list all medications, hormones, laxatives, herbs, homeopathies and supplements you are taking and for what reason





__________________________________________________________________________________________________________________











 Medical History	





 Date of your last physical exam:___________________  By whom?____________________________��_______������___________________





 List surgeries and dates:___________________________________����________________________________________________________





_______________________________________________________________________________________________________________





________________________________________________________________________________________________________________





 Significant accidents and traumas with dates:_________________________________________________________________________





________________________________________________________________________________________________________________										


_______________________________________________________________________________________________________________





 Please list scars from accident/surgery:______________________________________________________________________________





_________________________________________________________________________________________________________________





 Do you have silver amalgam fillings?________ 





Have you ever taken adrenal corticosteroids (cortisone, prednisone, etc)?  How long?_________________________________________





  Have you had more than 2 courses of antibiotics in your lifetime?  Y / N    If so, how many?___________________________________





Unusual birth history (prolonged labor, forceps delivery, C-section, etc)?___________________________________________________





What inoculations have you had?  





Tetanus (lockjaw)�
Smallpox�
Diphtheria�
�
Poliomyelitis�
Pertussis (whopping cough)�
Rubella (German Measles)�
�
Measles�
Flu�
Other_______________�
�



What inoculations have you had in the last year?________________________________________________________________________





 Where have you traveled, if outside of this country?__________________________________________________________________________








Do you have or have you ever had: 


PLEASE CHECK ALL THAT APPLY


Aids, Arc or HIV�
Arthritis�
Tuberculosis�
�
Dyslexia�
Heart Trouble�
Cancer�
�
Sexually Transmitted Disease�
Kidney or Bladder Trouble�
Hepatitis�
�
Epilepsy�
Thyroid Problems�
Scarlet Fever�
�
Gallstones�
Hemophilia�
Ulcer�
�
Sudden weight loss�
Rheumatic fever�
Other�
�
PLEASE CHECK ALL THAT APPLY


Alcoholism�
Asthma�
Diabetes�
High blood pressure�
Lung disease�
�
Allergies�
Cancer�
Epilepsy�
Kidney disease�
Psych. problems�
�
Arthritis�
Coronary Artery Disease�
Heart disease�
Lung disease�
Stroke�
�
Musculoskeletal


Neck pain/ stiffness�
Mid back pain/ stiffness�
Leg or calf cramping�
�
Shoulder blade pain�
Low back pain/ stiffness�
Ankle pain/ stiffness�
�
Shoulder joint pain/ stiffness�
Sacroiliac pain/ stiffness�
Weak ankles�
�
Upper arm pain/ stiffness�
Hip joint pain/ stiffness�
Foot or toe pain/ stiffness�
�
Elbow pain/ stiffness�
Pain into thigh or upper leg�
Numbness or tingling in feet�
�
Wrist pain/ stiffness�
Paint into calf or lower leg�
Muscle spasms�
�
Hand or finger pain/ stiffness�
Weak legs �
Muscles weakness�
�
Numbness or tingling in hands�
Knees pain/ stiffness�
Paralysis�
�
Upper back pain/ stiffness�
Weak knees�
Stiff all over�
�



Is the problem helped by:  ______ pressure    ______heat    ______cold     ______other_____________________________________________





  Is the problem aggravated by:  ______ pressure    ______heat    ______cold    ______other__________________________________________








Gastrointestinal


Constipation�
Blood in Stool�
Hiatal hernia�
Nausea�
�
Hard Stools �
Black Stool�
Lower abdominal pain/ cramping�
Vomiting�
�
Bowel movements feel incomplete�
Hemorrhoids�
Upper abdominal pain/ cramping�
Belching�
�
Frequent laxative use�
Colitis�
Stomach acidity�
Ulcer�
�
Diarrhea�
Diverticulitis�
Indigestion�
Poor appetite�
�
Loose Stools �
Parasites�
Gurgling noise in stomach�
Excessive appetite�
�
Erratic bowel movements�
Abdominal bloating�
Mucous in stool�
Bad breath�
�
Foul smelling stools�
Gas flatulence�
Undigested food in stool�
�
�



How often do you have a bowel movement?_________________________________________________________________________________





Cardiovascular


High blood pressure�
Angina or chest pain�
Varicose veins�
Cold hands�
�
Low blood pressure�
Coronary hear disease�
Bruise easily�
Cold feet�
�
Blackouts or fainting�
High cholesterol�
Anemia�
Hot hands or palms�
�
Irregular heartbeat�
Stroke�
Edema�
Hot feet of soles�
�
Heart valve problems/murmur�
Blood Clot�
Swelling of hands�
Generally too hot�
�
Rapid heartbeat/palpitations�
Phlebitis�
Swelling of feet�
Generally too cold�
�
Eyes


Nearsighted (myopia)�
Night blindness�
Eye pain�
Conjunctivitis�
�
Farsighted (hyperopia)�
Sensitivity to light�
Dry eyes�
Use eyeglasses/ contacts�
�
Astigmatism�
Blurred vision�
Watery eyes�
Blindness�
�
Glaucoma�
Floating spots �
Itchy eyes�
�
�
Cataracts�
Pressure behind eyes�
Red eyes�
�
�






Skin and Hair


Rashes�
Herpes Zoster (shingles)�
Recent change in mole�
Fungus on Skin�
�
Hives�
Boils�
Warts�
Fungus under nails�
�
Itching�
Pimples or acne�
Dry skin�
Weak or brittle nails�
�
Eczema�
Ulceration or sores�
Moist feet�
Loss of hair�
�
Psoriasis�
Recent moles�
Moist palms�
Dandruff�
�



Any numb areas?_________ Where?____________________________________________________________________________________


Sleep


Difficulty falling asleep and wired�
Nightmares�
Needs to take naps�
�
Shallow sleep�
Snoring�
Sleep too much�
�
Dream disturbed sleep�
Difficulty waking in the A.M.�
Sleep too little�
�
Wake at night, mind empty, eyes open. Sleepy in afternoon�
�
�
Sleep with an electric blanket�
�
�



How many hours do you sleep in a 24 hour period?________________________________________________________________________





Emotional	


Depression�
Mood Swings�
Frequent crying�
�
Suicidal feelings�
Manic episodes�
Anxiety or fear�
�
Frequent anger or irritation�
Obsessive or compulsiveness�
Indecisiveness�
�
Tendency to repress emotions�
Sadness or grief�
Difficulty handling stress�
�






Have you ever been emotionally, physically or sexually abused?________________________________________________________________





Have you ever been treated for emotional problems?__________________________________________________________________________





Have you recently had any unusually stressful experiences (divorce, death of a loved one, bankruptcy, loss of a job, illness, injury, etc.)?___________________________________________________________________________________________________________________





________________________________________________________________________________________________________________________





Is there a constant stress in your life, at work, with your family, etc.?______________________________________________________________








Are there any other emotionalproblems?_____________________________________________________________________________________





__________________________________________________________________________________________





Respiratory


Chronic cough�
Thin, watery phlegm�
Pneumonia�
Asthma: difficult to exhale�
�
Dry cough�
Clear or white phlegm�
Pain with deep breath�
Asthma: difficult to inhale�
�
Tight, rattling cough�
Yellowish phlegm�
Shortness of breath�
Asthma: worse on exhale�
�
Loose cough�
Blood in phlegm�
Emphysema�
�
�
Thick, sticky phlegm�
Bronchitis�
Wheezing�
�
�



Head, Ears, Nose, Mouth and Throat	


Frequent colds�
Dizziness or loss of balance�
Deafness�
Sores on tongue�
�
Sinus congestion or pain�
Concussion�
Nasal congestion�
Sores in mouth (canker)�
�
Facial pain�
Seizures�
Runny nose�
Sores on lips (fever blisters)�
�
Jaw tension or clicking (TMJ)�
Headache�
Nose bleeds�
Difficulty swallowing�
�
Grinding teeth�
Migraine headache�
Sneezing�
Lump or pit in throat�
�
Frequent dental cavities�
Congestion in ears�
Decreased sense of smell�
Strep throat�
�
Gum problems�
Earache�
Allergies�
Sore throat�
�
Bleeding gums�
Ringing in ears�
Dry mouth�
Swollen lymph nodes�
�
Dentures�
Difficulty hearing�
Excessive saliva or drooling�
Tonsillitis�
�












	











Pregnancy and Gynecology	


Number of pregnancies�
Clots


Dark Purple


Dark Brown


                         Red�
Vaginal discharge: Strong odor�
�
Number of births�
�
Vaginal discharge: Brownish�
�
Premature births�
�
Vaginal discharge: White/ curd-like�
�
Miscarriages�
�
Vaginal discharge: Frothy & profuse�
�
Abortions�
Light colored/ pale blood�
Vaginal discharge: Itchy�
�
Difficult deliveries�
Painful periods�
Vaginal discharge: Burning�
�
Caesarean sections�
Endometriosis�
Abnormal Pap�
�
Age of children:�
Cramping before period begins�
Uterine fibroids�
�
Age at first menses�
Cramping after period begins�
Ovarian cysts�
�
Starting date of last menses�
Low backache with period�
Breast cysts or lumps�
�
Duration of flow�
Spotting between periods�
Pelvic inflammatory disease�
�
Length of cycle�
Missed periods�
Currently have an IUD�
�
Age at start of menopause�
Premenstrual Irritability�
Previously had an IUD�
�
Age menses stopped�
Premenstrual emotional sensitivity�
Current use of birth control pills�
�
Hysterectomy: Reason for:


___________________  �
Premenstrual breast tenderness�
Previous use of birth control pill�
�
�
Premenstrual bloating�
Other birth control__________�
�
Oophorectomy: Reason for


___________________�
Premenstrual fluid retention�
Cannot maintain pregnancy�
�
�
Premenstrual headache�
Trying to become pregnant�
�
Have not yet begun menstruating�
Premenstrual constipation�
Infertility�
�
Irregular cycle�
Premenstrual diarrhea�
Pregnant �
�
Heavy flow�
Hot flashes�
Nursing�
�
Light flow�
Vaginal discharge: No odor�
Nausea or morning sickness�
�
�
�
�
�



Any other pregnancy or gynecological problems?________________________________________________________________





__________________________________________________________________________________________________________





Date of last Pap test? ________________     





Urinary and Genital


Scanty or small amount of urine�
Decreased flow of urine�
Sores on genitals�
�
Dark urine�
Flow does not stop quickly�
Pain during intercourse�
�
Strong smelling urine�
Dribbling�
Low sexual energy�
�
Cloudy urine�
Bed wetting�
Excessive sexual energy�
�
Profuse or large amount of urine�
Pain or burning during urination�
Inability to achieve orgasm�
�
Clear urine�
Pain in bladder area�
Prostate problems�
�
Unable to hold urine�
Blood in urine�
Low sperm count�
�
Urgency to urinate�
Bladder infection�
Ejaculation during sleep�
�
Frequent urination�
Kidney infection�
Premature ejaculation�
�
Difficulty urinating�
Kidney stones�
Inability to maintain erection�
�






 How often do you urinate in 24 hours?_____________  How often do you wake to urinate at night?_______________________





____________________________________________________________________________________________________________





Any other problems with your urinary system?___________________________________________________________________





___________________________________________________________________________________________________________





General


Head or chest cold�
Night sweat�
Anemia�
Recent weight loss�
�
Flu�
Perspire easily w/o exertion�
Always fatigued�
Recent weight gain�
�
Recurrent level�
Rarely perspire�
Fatigued easily�
Often thirsty�
�
Chills�
Jaundice�
Sudden drop in energy�
Seldom thirsty�
�
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