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New Patient Welcome Letter 

 
 
Dear New Patient, 
 
Welcome! Thank you so much for your interest in our east-west medical center. At Lotus we do our 
best in every way possible to assure that you receive the best quality care. We want you to know 
that everyone on our staff is trained to: 
 
• Make sure that our customer service always meets the highest standards. 
• Make sure that any questions you have about your care are answered in a way that you can 

understand. 
• Make sure that your phone calls are returned promptly. 
• Make sure that your private health care information is kept secure and private. 
 
Enclosed you will find several forms that we’d like you to fill out and bring with you to your first 
appointment. If you have any questions about these forms, please call us at 310.828.8258 and any 
one of us will be happy to help you. 
 
Please understand your appointment time is reserved for you. We recognize there may be 
occasions when you need to cancel or reschedule an appointment. If you need to cancel or 
reschedule your appointment for any reason, we require a minimum of 24-hour advanced 
notice to avoid cancellation/rescheduling fees in the full amount of your scheduled visit. 
Thank you for respecting this policy. 
 
Again, welcome to Lotus East-West Medical Center. You have taken an important step on the road 
to more vibrant health. We look forward to serving you. 
 
Yours sincerely, 
 
Lotus East-West Medical Center
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Consent for Purposes of Treatment, Payment and Health Care Operation 
 
I consent to the use or disclosure of my identifiable health information by healthcare practitioners 
at Lotus East-West Medical Center for the purposes of diagnosis or providing treatment to, 
obtaining payment for my health care bills or to conduct health care operations. I understand that 
diagnosis or treatment of me at Lotus East-West Medical Center may be conditioned upon my 
consent as evidenced by my signature on this document. 
 
I understand I have the right to request a restriction as to how my identifiable health information is 
used or disclosed to carry out treatment, payment or health care operations of the practice. 
Healthcare practitioners at Lotus East-West Medical Center are not required to agree to the 
restrictions that I may request. However, if healthcare practitioners at Lotus East-West Medical 
Center agree to a restriction that I request, the restriction is binding upon healthcare practitioners 
at Lotus East-West Medical Center. 
 
I have the right to revoke this consent, in writing, at any time except to the extent that Lotus East-
West Medical Center has taken action in reliance on this consent. 
 
My identifiable health information means health information, including my demographic 
information, collected from me and created or received by my practitioner, another health care 
provider, a health plan, my employer or a health care clearinghouse. This identifiable health 
information relates to my past, present or future physical or mental health or condition and 
identifies me, or there is a reasonable basis to believe the information may identify me. 
 
I understand I have the right to review Lotus East-West Medical Center’s Notice of Privacy 
Practices prior to signing this document. The Notice of Privacy Practices describes the types of 
uses and disclosures of my identifiable health information that will occur in my treatment, payment 
of my bills or in the performance of health care operations of Lotus East-West Medical Center. The 
Notice of Privacy Practices is also provided at the front desk and on the organization’s web site at 
www.lotusew.com. This Notice of Privacy Practices also describes my rights and the duties of my 
practitioners and Lotus East-West Medical Center with respect to my identifiable health 
information. 
 
Lotus East-West Medical Center reserves the right to change information contained in the Notice 
of Privacy Practices at any time. I may obtain a revised Notice of Privacy Practices by accessing 
the website or requesting the most current notice during any office visit. 
 
 
________________________________________  _________________ 
Signature of Patient or Authorized Representative    Date 

 
 

_____________________________________________________________ 
Printed Name of Patient or Authorized Representative and Relationship 
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Patient Payment Responsibility Agreement and Cancellation Policy 
 
Dear Patient, 
 
This letter is to keep you informed of the policies regarding your payment responsibilities. As a patient you are responsible 
for the total charges incurred from each visit to your practitioner. Charges are to be paid at the time of each visit. We 
recognize and appreciate that health care can involve major financial commitment. We aim to provide you with effective and 
affordable health care. 
 
Visa, MasterCard, American Express, Checks and Cash are all acceptable forms of payment. 
 
Please remember that you have the primary relationship with your insurance company and you are responsible for the total 
amount owed at the time of your visit. We will provide you with the appropriate super-bill with the appropriate codes needed 
for you to seek reimbursement from your insurance company. You will need to mail the super-bill provided, to your insurance 
company and your insurance company will reimburse you for all the amounts covered within your policy. If this concerns you, 
before your first appointment contact your insurance company or refer to your insurance contract agreement regarding 
coverage for Acupuncture and/or Alternative and Complementary medical services. Items to note are: 1) the service covered, 
2) which diagnosis are covered, 3) how many visits are allowed per calendar year, 4) the amount of your deductible, 5) any 
limitations. If you have insurance that does not cover acupuncture and Oriental medical care, use of a Health Savings 
Account (HSA) or flexible spending account may cover this care. Check with your employer to determine if one of these 
options is available to you.  Answers to these questions will help clarify treatment and financial responsibility. 
 
All patients are required to provide a valid credit card number, including expiration date and billing zip code, in 
order to schedule an appointment. If you cancel/reschedule your appointment with less than 24 hours’ notice, or fail 
to show for your appointment without notification your credit card will be charged for the cost of your office visit. 
This charge will not be billable to your insurance. 

• Regretfully, we have been forced to institute this policy. 
• Assuring that all established patients have access to their doctor when necessary is a constant challenge. When 
you cancel or reschedule with adequate advance notice, it is more likely that another patient in need will be able to 
use your time‐slot. When you cancel or reschedule at the last minute, or fail to show for your appointment, you are 
depriving another patient the care they need. 
• Patient visits require us to block out large time slots, making last minute cancellations and rescheduling even more 
problematic. We spend an inordinate amount of time and energy with each and every one of our patients because 
we are committed to providing the highest quality care. 

 
Payment for all pharmacy items is due at the time of the visit. Many insurance companies do not cover herbal pharmacy 
items. 
 
We bill for phone consultations. They require the same time and expertise as office visits. Billing for phone consultations is, 
however, at the doctor’s discretion. Your doctor may choose not to bill you if the nature of the phone consultation is 
uncomplicated, such as taking a minute to answer a question about your treatment protocol. If any type of extended 
discussion ensues or if a number of questions need to be addressed, it is likely your doctor will bill for the phone consultation. 
 
By signing this payment agreement and cancellation policy, you are indicating that you understand and agree to the terms of 
service explained above. You are also indicating that you have given your permission to us to charge your credit card if any 
of the above stipulations apply to you. 

 

 
Name of Patient or Legal Guardian:________________________________________________________________ 
 
Signature: ________________________________________________________ Date: _______________________ 
 
Type of card:  Visa  MC  AMEX  Card Number: ________________________________________________ 
 
Expiration: __________  Security Code: _________ Billing Zip Code: _______________ 



Christine Surrago, ND 
Lotus East-West Medical Center 
2222 Santa Monica Blvd #105 Santa Monica, CA 
 
New Patient Intake Form 
 
Patient Information 
Last Name: 
 
 

First Name: 
 
 

 M.I. 
 

Nickname: 
 

Date of Birth: Sex: 
☐ F 
☐ M  

Contact Information 
Home Phone: 
 
 

Work Phone: Cell Phone: 
 

E-mail #1:  
 

E-mail #2:   

Your privacy is our top priority.  In a situation we cannot reach you regarding important appointment 
information, which of the above phone numbers can we leave a message about appointment information? 
 
 
 
Emergency Contacts 
Emergency Contact #1:                                                Relationship: 
 
 
Emergency Contact #2:                                                Relationship: 
 
 
Current Address 
Street Address: 
 
 

City: State: Zip Code: 

Primary Care Physician Information: 
Primary Care Physician: 
 
 

Address & Phone Number: 

Date of Last Physical: Date of Most Recent Blood Work: 
 

Allergies to Medications 
List all of your allergies to medications.  If you do not have any allergies to medications, check the box below. 
If you have an allergy to shellfish, please check the box below. 
	 

	 

☐ No Known Allergies to Medications                          ☐ Shellfish Allergy                            



Health Goals 
Write out 3+ health goals in their order of importance: 
 
 
 
 
 
Current Medical History 
Please list all of your current medical conditions. 
 
 
 
 
 
Current Medications 
Please list the medications you are currently taking with dosages.  
 
 
 
 
 
 
Current Supplements/Herbs/Homeopathy 
Please list the natural medications you are currently taking with dosages. 
 
 
 
 
 
 
Past Hospitalizations/Surgeries 
Please list all past hospitalizations and surgeries with the date. 
 
 
1. ______________________________________   Age: ___________   Date: _____________________ 
 
 
2. ______________________________________   Age: ___________   Date: _____________________ 
 
 
3. ______________________________________   Age: ___________   Date: _____________________ 
 
 
4. ______________________________________   Age: ___________   Date: _____________________ 
 
 
5. ______________________________________   Age: ___________   Date: _____________________ 
 



Health Coordination:  
Please list below the names of all of the doctors you have seen in the last 5 years.  
Physician’s Name: 
 
 

Address & Phone Number: 

Last Seen: 
 
☐ Permission to Communicate with this Physician 

Reason: 

Physician’s Name: 
 
 

Address & Phone Number: 

Last Seen: 
 
☐ Permission to Communicate with this Physician 

Reason: 

Physician’s Name: 
 
 

Address & Phone Number: 

Last Seen: 
 
☐ Permission to Communicate with this Physician 

Reason: 

Physician’s Name: 
 
 

Address & Phone Number: 

Last Seen: 
 
☐ Permission to Communicate with this Physician 

Reason: 

Health Coordination: Please list below the names of anyone else you have seen that can provide me with 
valuable information  
Name: 
 
 

Address & Phone Number: 

Last Seen: 
 
☐ Permission to Communicate with this Practitioner 

Reason: 

Name: 
 
 

Address & Phone Number: 

Last Seen: 
 
☐ Permission to Communicate with this Practitioner 

Reason: 

Name: 
 
 

Address & Phone Number: 

Last Seen: 
 
☐ Permission to Communicate with this Practitioner 
 

Reason: 



Check each box below if you recently or currently are experiencing these symptoms 
HEAD: 
☐ Dizziness 
☐ Headaches 
☐ Migraines    
☐ Mental Fog    
☐ Difficulty Concentrating 
 
☐ Other: ___________________ 
 
___________________________ 
 
___________________________ 

EYES: 
☐ Eye Pain 
☐ Vision Loss 
☐ Change of Vision   
☐ Eyelid Pain/Irritation    
☐ Conjunctivitis 
 
☐ Other: ___________________ 
 
___________________________ 
 
___________________________ 
 

EARS: 
☐ Changes in Hearing      
☐ Loss of Hearing       
☐ Ear Pain           
☐ Itchy Ears 
☐ Ear Infections 
  
☐ Other: ___________________ 
 
___________________________ 
 
___________________________ 
 
 

NOSE/THROAT: 
☐ Difficulty Smelling        
☐ Seasonal Allergies    
☐ Nose Bleeds 	 	 	 
☐ Sinus Discharge       
☐	 Post Nasal Drip    
☐ Throat pain 
☐ Difficulty Swallowing    
 
☐ Other: ___________________ 
 
___________________________ 
 
___________________________ 

RESPIRATORY:     
☐ Shortness of Breath      
☐ Difficulty Breathing      
☐ Bronchitis  
☐ Emphysema                  
☐ COPD                          
☐ Asthma  
☐ Allergies	 
	 

☐ Other: ___________________ 
 
___________________________ 
 
___________________________ 
 
 

CARDIOVASCULAR:         
☐ Arrhythmia 
☐ Palpitations             
☐ Heart Murmur   
☐ Edema           
☐ Venous Insufficiency 
☐ Spider Veins             
☐ Past Heart Attack    
☐ Past Stroke             
☐ Past Embolism   	 
☐ Pacemaker               
☐ Other: ___________________ 
 
___________________________ 

GASTROINTESTINAL 
☐ Abdominal Pain       
☐ Gas/Bloating      
☐ IBS   ☐ IBD     
☐ Fistula  
☐ Fissures 
☐ Abscess                     
☐ Canker Sores  
☐ Hemorrhoids  

  
Stool: 
☐ Loose 
☐ Hard  
☐ Painful 
☐ Mucus 
☐ Blood 
☐ Undigested Food  
☐ Foul Odor  
☐ Fecal Incontinence  
 

 
☐ Gallstones       
☐ Cholecystectomy      
☐ Liver Disease   
☐ Hepatitis 
☐ Fatty Liver Disease  
☐ Cirrhosis          
☐ Pancreatitis                             
 

☐ Other:  ____________________________________________________________________________ 
 
 



 
Check each box below if you recently or currently are experiencing these symptoms 
MUSCULOSKETAL	 
☐ Aches        
☐ Arthritis    
☐ Muscle Disease 
☐ Joint Pain 
☐ Recent Injury 
☐ Sprain/Strain 
☐ Rheumatoid Arthritis	 	 	 
☐ Ankylosing Spondylitis       
☐ Bone Cancer 
☐ Other: ___________________ 
 
___________________________ 
 
___________________________ 

URINARY	 
☐ Painful Urination      
☐ Urinary Frequency 
☐ Incontinence  
☐ Trouble initiating urine 
☐ Blood in Urine 
☐ Cystitis 
☐ UTI	 	 	 
☐ Kidney Disease 
☐ Kidney Stones	 	 	 
☐ Other: ___________________ 
 
___________________________ 
 
___________________________ 

 

ENDOCRINE/IMMUNE	 
☐ Frequent Colds      
☐ Chronic Infections 
☐ Autoimmune Disease 
☐ Cancer  
☐ Night Sweats 
☐ Thirsty 
	 

☐ Other: ___________________ 
 
___________________________ 
 
___________________________ 
	 

___________________________	 
 

Family Medical History 
Mother                                                  
                        
 
Maternal Grandmother 
 
 
Maternal Grandfather  
 
 
Father 
 
 
Paternal Grandmother 
 
 
Paternal Grandfather 
 
 
Siblings 
 
 
Other 
 
 
 
 
 



Work History 
Occupation: 
 
 

Employer/Company: 

Relationship History 
Marital Status: (Check one or more boxes) 
 
☐ Single    ☐Dating    ☐Multiple Relationships     ☐ Married    ☐ Divorced     ☐Widowed    ☐Other 
 
Do you currently have healthy relationships in your life? 
 
 
Current Sexual Habits 
Please check appropriate boxes below: 
 
☐ Currently Sexually Active                        ☐ Not Sexually Active                   ☐ Condoms 
 
☐ Monogamous                                          ☐ 2+ Current Partners 
 
Date of most recent STI testing: ____________      
 
Recreational Drugs 
Please check each box below to indicate if you have ever used each substance, if you are currently using and 
how long you have used each substance.  
 
☐ Tobacco    Currently?  Y/N     How many years? ________  How many packs per day? _________ 
 
☐ Cannabis   Currently?   Y/N    How many years? _________ How often? _________ 
 
☐ Alcohol     Currently?   Y/N    How many drinks per day (or week) ? __________   
 
☐ Other          
 
If other, Please list all of the recreational drugs you have used below: 
 
 
 
 
 
 
 
 
 
 
 
 
 



Diet 
Please fill in 2 days worth of your diet.   
Additional Space is provided below if your diet does not follow this schedule. 
Day 1 
Breakfast 

 

Snack  
 

Lunch  
 

Snack  
 

Dinner  
 

Dessert  
 

Fluids 
 

 

Day 2 
Breakfast 

 

Snack 
 

 

Lunch 
 

 

Snack 
 

 

Dinner 
 

 

Dessert 
 

 

Fluids 
 

 

 Additional Space:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Food Allergens 
Do you have any food restrictions? 
 
Food Allergy: 
 
 

Reaction: 

Food Allergy: 
 
 

Reaction: 

Food Allergy: 
 
 

Reaction: 
 

Food Sensitivities 
Food Sensitivity: 
 
 

Reaction: 

Food Sensitivity: 
 
 

Reaction: 

Food Sensitivity: 
 
 

Reaction: 
 

Exercise 
What do you do for exercise? 
 
 
How often do you exercise? 
 
 
Environmental Exposures: 
Please check any known environmental exposures. 
 
☐ Arsenic 
☐ Barium 
☐ Cadmium      
☐ Mercury     	 
☐ Lead 
☐ Radon 

☐ Asbestos 
☐ Black Mold 
☐ Furniture Off Gassing 
☐ Paint 
☐ Second Hand Smoke  
☐ Smog 
 

☐ EMFs 
☐ Other: 
 
 

 
 
 

Thank you for taking the time to fill out this New Patient Form. 
Please bring to your first appointment.  

 
  
 








	Lotus Consent Forms.pdf
	Patient Intake Form.pdf

