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Welcome to Cornerstone Acupuncture Institute
Please fill out your demographic information below.

First Name:
Last Name:
Date of Birth:

Male/ Female

Address:
City:

State:

Phone:

Work/Mobile

Zip:

Email:
Occupation
Referred by:
Emergency Contact Name
Emergency Contact Number
Name of Primary Care Physician
Other healthcare providers
Other healthcare provider

In order to better serve you, please answer the questions listed below:
●
●
●
●

Do you have a health insurance? Yes/No
Which type of Insurance do you have? PPO/ HMO/ IPA/ Others
Is this an injury case? Motor Accident/ Injury/ Workers Compensation/ Others
Please write down any request:

Upon your request, our office may assist you to verify your eligibility for health insurance benefits.
Thank you for visiting Cornerstone Acupuncture Institute.
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Treatment Consent
I, undersigned, acknowledge the contagious nature of the Coronavirus/COVID-19 and that the CDC and many other public
health authorities still recommend practicing social distancing. I further acknowledge that the office has put in place
preventative measures to reduce the spread of the Coronavirus/COVID-19.
I further acknowledge that the office cannot guarantee that I will not become infected with the Coronavirus/COVID-19. I
understand that the risk of becoming exposed to and/or infected by the Coronavirus/COVID-19 may result from the actions,
omissions, or negligence of myself and others, including, but not limited to, the office’s staff, and other patients and families.
I voluntarily seek treatment services provided by the office and acknowledge that I am increasing my risk to exposure to the
Coronavirus/COVID-19. I acknowledge that I must comply with all set procedures to reduce the spread while seeking medical
consultation and treatments from the office.
I represent and confirm that the items below are true;
(1) I am not currently experiencing any symptom of illness such as cough, shortness of breath or difficulty breathing, fever,
chills, repeated shaking with chills, muscle pain, sore throat, or new loss of taste or smell.
(2) I have not traveled internationally within the last 14 days.
(3) I have not traveled to a highly impacted area within the United States of America in the last 14 days.
(4) To my best knowledge, I have not been exposed to someone with a suspected and/or confirmed case of the
Coronavirus/COVID-19.
(5) I have not been diagnosed with the Coronavirus/COVID-19.
(6) I am following all CDC recommended guidelines as much as possible and limiting my exposure to the
Coronavirus/COVID-19
(7) I am fully responsible for informing the office regarding any changes in above states (1)-(6).
I hereby release and agree to hold the office harmless from, and waive on behalf of myself, my heirs, and any personal
representatives any and all causes of action, claims, demands, damages, costs, expenses and compensation for damage or loss
to myself and/or property that may be caused by any act, or failure to act of the office, or that may otherwise arise in any way
in connection with any medical services received from the office.
I understand that agree that this release discharges the office from any liability or claim that I, my heirs, or any personal
representatives may have against the office with respect to any bodily injury, illness, death, medical treatment, or property
damage that may arise from, or in connection to, any services received from the office. I also agree that this liability waiver and
release extends to the office together with all healthcare providers and staff employees.
Signature:
Name:
Date:

www.cornerstoneirvine.com
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Financial Policy
We hope that you understand that our credit and collection policies are a necessary part of our practice to provide health
care services for all of our patients. Therefore, as a service to you, we will gladly submit charges to your primary
insurance company with each visit if you provide us with complete information. Co-payments and deductibles are due at
the time of service. If we do not possess an insurance plan or have a third party administrator, you must pay the total
balance of the visit at the time of each service.
It has been our experience that submission of one claim is sufficient to generate payment. However, there are times that
our office must resubmit a claim. Our office makes every effort to re-file all claims in a timely manner. To assist us in
receiving payment from your insurance, please call us if you receive any denial letter from your insurance company. If
you also receive a denial letter from your primary insurance, please notify us so that we can submit another claim to the
secondary insurance. It is your responsibility to let us know about any denied claims as you will be financial responsible
for any payments to be made to the office. If your insurance requires an authorization prior to your visit, it is your
responsibility to obtain an authorization from your primary or specialist’s office and let us know detail information.
We accept cash, checks and all major credit cards. If unusual circumstances should make it impossible for you to meet our
credit terms or if you have questions about your account, we encourage you to contact us and discuss the matter. This will
help your account in good standing. Delinquent accounts may be referred to an outside collection agency for collection
and could affect your credit rating.
If you have a worker’s compensation injury, we will need the name of the insurance company, adjuster information, claim
number, claim address and authorization detail prior to your visit. The visit must be approved either by the worker’s
compensation supervisor at your place of employment or the insurance company prior to your visit.
Our office can bill for personal injury cases such as automobile accidents or liability cases. Please provide us with
complete information. Your account status will remain as “unpaid” until our office receives a full payment. For any lien
cases, once your case is settled, you or your representing party shall notify the office to make a full payment for the
treatment rendered and provide us a complete settlement information. If you intend to use a medical payment option,
please provide us a complete information so that our office can send the claim directly to you or other party’s insurance.
In any cases if any payment goes to your home address, it is your responsibility to fully refund the 100% of the amount
you receive for the services rendered. Please note that your account will remain “unpaid” until it is fully paid.
If you are unable to keep your appointment, please give us at least 24 hours notice of cancellation to avoid a
cancellation charge. Please note that the date of service for your missed appointment will be billed to the insurance
or be charged when you do not show up on your appointment without any notice.
I have read, understand and agree to the above financial policy for payment of services rendered. I understand that I am
responsible for all professional fees and there is a twenty five dollars fee for each returned check.
Signature:

Date:
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Notice of Privacy Practices
To our patients
This notice describes how health information about you (as a patient of this practice) may be used and
disclosed, and how you can get access to your health information. This is required by the Privacy
Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996
(HIPAA).

Our commitment to your privacy
Cornerstone Acupuncture Institute is dedicated to maintaining the privacy of your health information. We
are required by law to maintain the confidentiality of your health information. We realize that these laws
are complicated, but we must provide you with the following important information:

Use and disclosure of your health information in certain special circumstances
The following circumstances may require us to use or disclose your health information:
To public health authorities and health oversight agencies that are authorized by law to collect
information.
2. Lawsuits and similar proceedings in response to a court or administrative order.
3. If required to do so by a law enforcement official.
4. When necessary to reduce or prevent a serious threat to your health and safety or the health
and safety of another individual or the public. We will only make disclosures to a person or
organization able to help prevent the threat.
5. If you are a member of U.S. or foreign military forces (including veterans) and if required by
the appropriate authorities.
6. To federal officials for intelligence and national security activities authorized by law.
7. To correctional institutions or law enforcement officials if you are an inmate or under the
custody of a law enforcement official.
8. For Workers Compensation and similar programs.
1.

Your rights regarding your health information
1.
2.

3.

Communications. You can request that our practice communicate with you about your health
and related issues in a particular manner or at a certain location. For instance, you may ask
that we contact you at home, rather than work. We will accommodate reasonable requests.
You can request a restriction in our use or disclosure of your health information for treatment,
payment, or health care operations. Additionally, you have the right to request that we restrict
our disclosure of your health information to only certain individuals involved in your care or
the payment for your care, such as family members and friends. We are not required to agree
to your request; however, if we do agree, we are bound by our agreement except when
otherwise required by law, in emergencies, or when the information is necessary to treat you.
You have the right to inspect and obtain a copy of the health information that may be used to
make decisions about you, including patient medical records and billing records, but not
including psychotherapy notes. You must submit your request in writing to privacy officer or
you may call us at 949-424-6430 for further information.
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4.

5.

You may ask us to amend your health information if you believe it is incorrect or incomplete,
and as long as the information is kept by or for our practice. To request an amendment, your
request must be made in writing and submitted to Cornerstone Acupuncture Institute at 650
Roosevelt 2F-B, Irvine, CA 92620. For any questions you may call us at 949-424-6430. You
must provide us with a reason that supports your request for amendment.
Right to a copy of this notice. You are entitled to receive a copy of this Notice of Privacy
Practices. You may ask us to give you a copy of this Notice at any time. To obtain a copy of
this notice, contact our front desk receptionist.

6.

Right to file a complaint. If you believe your privacy rights have been violated, you may file a
complaint with our practice or with the Secretary of the Department of Health and Human
Services. To file a complaint with our practice, contact Office Mgr/Privacy Officer at
949-424-6430. All complaints must be submitted in writing. You will not be penalized for filing a
complaint.
7. Right to provide an authorization for other uses and disclosures.
Cornerstone Acupuncture Institute will obtain your written authorization for uses and disclosures that are not
identified by this notice or permitted by applicable law. If you have any questions regarding this
notice or our health information privacy policies, please contact Cornerstone Acupuncture
Institute at 949-424-6430.

I hereby acknowledge that I have been presented with a copy of Cornerstone Acupuncture Institute Notice of
Privacy Practices.

Name of Patient:

Signature:

Date:

CORNERSTONE ACUPUNCTURE INSTITUTE
15785 Laguna Canyon Road Suite 330, Irvine, CA 92618
150 Laguna Road Suite A, Fullerton, CA 92835
Tel. 949-424-6430 Fax. 949-612-0010 www.cornerstoneirvine.com

Informed Consent to Treatment
By signing below, I do hereby voluntarily consent to be treated with acupuncture, chiropractic, physiotherapy,
herbal medicine and/or other services by a licensed acupuncturist or by a licensed chiropractor at Cornerstone
Acupuncture Institute, Inc.
Acupressure/Chuna: I understand that I may be given acupressure/chuna as part of my treatment to modify
or prevent pain perception and to normalize the body’s physiological functions. I am aware that certain adverse
side effects may result from this treatment. These could include, but are not limited to: bruising, sore muscles
or aches, and the possible aggravation of symptoms existing prior to treatment. I understand that I may stop
the treatment at any time.
Electro-Acupuncture: I understand that I may be given electricity administered with the acupuncture. I am
aware that certain adverse side effects may result. These may include, but are not limited to: electrical shock,
pain or gentle expression and the possible aggravation of symptoms existing prior to treatment. I understand
that I may refuse this or any treatment.
Acupuncture: I understand that acupuncture is performed by the inserting of needles through the skin at
certain points on or near the
surface of the body in an attempt to treat bodily dysfunction of diseases, to modify or prevent pain perception
and to normalize the body’s physiological functions. I am aware that certain adverse side effects may result.
These could include, but not limited to: local bruising, minor bleeding, numbness or tingling, dizziness or
fainting, pain or discomfort, and the possible aggravation of symptoms existing prior to acupuncture treatment.
I understand that no guarantees concerning these procedures are given to me and that I am free to stop these
treatments at any time. I understand that while this document describes the major risks of treatment, other side
effects and risks may occur.
The Nature of the Chiropractic Adjustment
The primary treatment used by the Doctor is spinal manipulative therapy. The Doctor will use that procedure
to treat you. The Doctor may use his/her hands or a mechanical instrument upon your body in such a way as
to move your joints. That may cause an audible “pop” or “click”, much as you have when you “crack” your
knuckles. You may feel a sense of movement.
Analysis/ Examination/ Treatment
As a part of the analysis, examination and treatment you are consenting to the following procedures:
●
●
●
●
●
●
●
●
●

Spinal manipulative therapy
Radiographic Studies
Neurological testing
Range of motion testing
Muscle strength testing
Palpation
Ultrasound
Orthopedic testing
instrument assisted soft tissue mobilization

Material Risks Inherent in Chiropractic Treatment
You are required to be informed of the “material risks” of proposed care. “Material” is defined as a procedure
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inherently involving known risk of serious bodily harm. As with any healthcare procedure, there are certain
complications which may arise during chiropractic manipulation and therapy. These complications include but
are not limited to: soreness, soft tissue injuries, fractures, disc injuries, dislocation, muscle sprains/strains,
cervical myelopathy, costovertebral strains and separations, and burns. Some types of manipulation of the
neck have been associated with injuries to the arteries in the neck leading to or contributing to serious
complication including strokes. Some patients will feel some stiffness and soreness following the first few
days of treatment. The Doctor will make reasonable efforts during the examination to screen for
contraindications to care; however, if you have a condition that would otherwise not come to the Doctor’s
attention, you should inform the Doctor before treatment. I understand that no guarantees concerning these
procedures are given to me and that I am free to stop these treatments at any time.
Herbal Medicine: I understand that herbs and nutritional supplements (which are from plants, animal and
mineral sources) that have been recommended to me are for the treatment of bodily dysfunction or diseases,
to modify or prevent pain perception and to normalize the body’s physiological functions. I understand that I
am not required to take these substances, but must follow the directions for administration and dosage if I do
decide to take them. I am aware that certain adverse side effects may result from taking these substances.
These could include, but are not limited to; abdominal pain or discomfort, nausea, gas, stomachache,
vomiting, headache, diarrhea or constipation, rashes and the possible aggravation of symptoms existing prior
to herbal treatment. I understand that some herbs may be inappropriate during pregnancy.
Pregnancy: I will notify the acupuncturist and/or chiropractor treating me if I am or I become pregnant.
I do not expect Cornerstone Acupuncture Institute’s staff to be able to anticipate and explain all possible risks
and complications of treatment. I have carefully read and understand all of the above information and am fully
aware of what I am signing. I understand that I may ask my practitioner for a more detailed explanation. I
understand that the medical and administrative staff may review my medical records and lab reports, but my
records will be kept confidential and will not be released without my written consent (unless in an Emergency
or by legal demand). I give my permission and consent to treatment.

Signature:

Date:
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PATIENT NAME:

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 state and federal law, and not by a lawsuit or resort to court process
except as state and federal law provides for judicial review or arbitration proceedings. Both parties to this contract, by entering into it,
are giving up their constitutional right to 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 to treatment or
services provided by 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 claim. This agreement is intended to bind the patient and the health care provider and/or other
licensed health care providers or preceptorship interns 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 clinic or
office or any other clinic or office whether signatories to this form or not.
All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or
the health care provider's associates, association, corporation, partnership, employees, agents, and estate, must by arbitrated including,
without limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages.
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 counsel fees, witness fees,
or other expenses incurred by a party for such party's own benefit. Either party shall have the absolute right to bifurcate the issues of
liability and damage upon the written request to the neutral arbitrator.
The parties consent to the intervention and joinder in this arbitration of 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 state and federal law, where applicable, establishing the
right to introduce evidence of any amount payable as a benefit to the patient to the maximum extent permitted by law, limiting the
right to recover non-economic losses, and the right to have a judgement for future damages conformed to periodic payments, shall
apply to disputes within this Arbitration Agreement. 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 status of 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 the 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 if the 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 effected by the invalidity of any other provision. I understand that I have the 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.
(DATE)
PATIENT SIGNATURE: Χ
(OR Patient Representative)

OFFICE SIGNATURE:

Χ

(DATE)
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• Date(날짜):

• Patient(이름):

• Chief Complaint (현재 증상에 대해 간략하게 써 주세요.)

Please circle the areas where you have pain.(아픈곳을 표시해 주세요.)

• Level of the symptom (통증/증상이 어느 정도 심한가요?)

0, 1, 2, 3, 4, 5, 6, 7, 8, 9, 10

• Onset (언제부터 증상이 시작되었나요?)
• What causes the symptom initially? Etiology of the symptom (어떤 계기로 증상이 시작되었나요?)
• What causes your symptoms to be worse? (어떤 요인으로 더 증상이 심해지나요?)
• Previous tests for current symptoms: (현재 증상에 대해 어떠한 검사를 받으셨나요?)

X-ray, MRI, CT, Ultrasound(초음파), EMG/NCV(근전도), Others(기타):
What were the results(검사결과는 어떠했나요?)
• Previous treatment for current symptoms: (전에 치료를 받으셨다면 어떠한 치료를 받으셨나요?)
Acupuncture(침치료), Chiropractic Care(교정치료), Herbal Medicine(한약복용), Physical Therapy(물리치료),
Prescription Medicine(의사처방약), Injection(주사), Others(기타);
• How is your digestion & bowel movement? (현재 소화나 배변활동은 어떠한가요?)
Indigestion (소화불량), Gaseous Distension(더부룩함), Acid Reflux(위산역류), Diarrhea(설사), Constipation(변비)
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• Does your family have family history of illnesses? (질병에 관한 가족력이 있나요?)

• Have you ever had any medical conditions? (과거에 앓았던 질병이 있으신가요?)

• Previous Surgeries(수술병력):
• Do you currently have any of following conditions? (현재 앓고계신 질병/증상이 있다면, 표시해 주세요.)
HIV (후천성면역결핍증), Hepatitis A(A형 간염), Hepatitis B(B형 간염), Hepatitis C (C형 간염), Diabetes(당뇨), High
Blood Pressure(고혈압), Heart disease(심장질환), Asthma (천식), High Cholesterol(고지혈증, 콜레스테롤), Thyroid
Problems(갑상선질환), Neurological Problems(신경증상), Others(기타)
• What medications do you take? (현재 복용하시는 의사처방약이 있다면, 어떠한 약물(들)을 복용하나요?)
• Are you allergic to any factors? (알러지 반응이있다면, 무엇에 대한 반응인가요?)
• Other comments regarding your health conditions (기타 언급하실 사항이 있으시면, 아래에 써 주세요.)

"I certify under perjury the information I provided is true and correct. By signing below, I acknowledge full
disclosure of my health condition."

Patient’s signature

Date

• Patient’s source of referral:

Office Use Only
• BP:
•City of resident:

• PR:

• RR:

• BT:

• Wt :

• Ht:

