
   
Welcome to Twelve Rivers Medicine. I am a licensed acupuncturist with a Masters of Acupuncture and Oriental Medicine from Daoist 
Traditions College of Chinese Medical Arts in Asheville, NC. This practice focuses on holistic care including a Chinese medical diagnosis of 
the patient upon each visit in order to ensure that each treatment focuses on the concerns and state of health presently experienced by the 
patient. As the patient’s condition changes, so do the treatments. 
Please read and fill out the forms provided and sign in the appropriate places. Policy forms are required by the State of Washington 
Department of Health and Health History forms are used to provide the most accurate diagnosis and treatment possible.
The scope of practice for an East Asian medicine practitioner licensed in the state of Washington includes the following:
•  Acupuncture
•  Electrical, mechanical, or magnetic devices to stimulate acupuncture points and meridians
•  Complementary Techniques: Moxibustion; Acupressure; Cupping; Dermal friction
•  Dietary advice and health education, including the recommendation and sale of herbs, vitamins, minerals, and dietary and nutritional 

supplements
•  Breathing, relaxation, and East Asian exercise techniques; Qi gong
•  East Asian massage and Tui Na massage
•  Superficial heat and cold therapies
Treatments will range from 60-90 minutes. To get the most out of your treatment, please allow yourself the time to relax and reflect both 
during and after. Following treatment, it is best to keep work or exercise to a minimum for several hours. Our goal is to provide you with the 
knowledge and tools to support your healing. We encourage patient participation with any questions and feedback. 

CLINIC AND FINANCIAL POLICIES
FEES*
Initial Acupuncture Treatment- 1.5 hours- $120

Follow-Up Acupuncture Treatment- 1 hour  $90

Herbal/Nutritional Consultation: $65

Ear Acupuncture: $35

Herbal medicine is offered at additional cost.  
*Fees listed are for day of service payment

PAYMENT
Payment is expected at the time of treatment unless we are billing your insurance company. Cash, checks and credit cards (with a $1 fee) 
are accepted.  
Please make checks out to the name of your practitioner.

CANCELLATION FEES
No fee will be charged if cancellations are made with more than 24 hours notice. We are willing to waive this fee in the event of an 
emergency.

INSURANCE BILLING
Twelve Rivers Medicine requires payment at the time of service unless you plan to bill insurance. Please bring all insurance information to 
your first appointment if you would like us to bill your insurance company. Patient will be responsible for co-pays and unpaid balances. Be 
sure to fill out the insurance claim form, which will be kept on file.

1633 Bellevue Ave., Suite A Seattle, WA 98122
twelveriversmedicine@gmail.com

206-679-6934

Gillian Rose MAcOM, LAc.



INFORMED CONSENT TO RECEIVE TREATMENT
The purpose of this form is to present some of the possible risks and side effects associated with the Chinese medical procedures that 
you may receive during treatment at Twelve Rivers Medicine. Feel free to ask for clarification or more information on any of the material 
presented here.
By signing below, I do hereby voluntarily consent to be treated with acupuncture, adjunct techniques and herbal medicine by the 
Washington State licensed acupuncturists, also known as East Asian Medicine Practitioners, of Twelve Rivers Medicine. I understand that 
acupuncturists in the state of Washington are not considered primary care providers and that regular primary care by a licensed physician is 
recommended.
Acupuncture: I understand that acupuncture is performed by the insertion of fine sterile needles through the skin at specific points on 
the body in an attempt to treat bodily imbalance or disease, to modify or prevent pain perception, to normalize the body’s physiological 
functions and to achieve and maintain optimal health. I am aware that certain adverse side effects may result from this treatment. These 
may include, but are not limited to: local bruising, minor bleeding, fainting, pain or discomfort, the possible aggravation of symptoms and, 
very rarely, organ puncture, nerve damage or infection. This clinic uses sterile, disposable needles and maintains a clean, safe environment.
Moxibustion: Moxibustion is the burning of the Chinese herb Ai Ye (Mugwort leaf) indirectly or directly on the surface of the skin, intending 
to warm and stimulate qi and blood via activating certain acupuncture points or areas of the body. You and the licensed practitioner will 
communicate on temperature sensitivity during treatment, however there is a mild risk of burning or scarring from the use of moxa. 
Electro-Acupuncture: I understand that I may receive electro-acupuncture, which involves the stimulation of acupuncture points with a 
mild electric current. This treatment is stimulating but not typically painful or shocking. I am aware that certain adverse side effects may 
result from this treatment, including, but not limited to: electrical shock, pain or discomfort and the possible aggravation of symptoms 
existing prior to treatment. 
Gua Sha/Cupping: I understand that I may receive gua sha or cupping as part of my treatment. Gua Sha involves repeated, pressured 
strokes over oiled skin with a smooth edge, most often a ceramic Chinese soup spoon. Cupping applies localized suction to the skin with 
glass or plastic cups with the intention of releasing the fascial and superficial muscle layers. Both are used to relieve pain, move stagnation, 
stimulate the respiratory system, and release heat from the body, amoung other things. I am aware that certain adverse side effects may 
result from this treatment. These may include, but are not limited to: deep redness, discoloration or bruising, soreness, on rare occasions 
blistering and the possible aggravation of symptoms existing prior to treatment. 
Acupressure/Tui Na Massage: I understand that I may receive acupressure or tui na massage. I am aware that certain adverse side 
effects may result, including but are not limited to: bruising, sore muscles or aches and the possible aggravation of symptoms existing prior 
to treatment. 
Chinese Herbs: I understand that Chinese herbs consisting of plant, mineral and animal-based substances may be recommended as 
part of my treatment. These are not required, but if used I know I must follow the directions for administration and dosage. I am aware 
that certain adverse side effects may result from taking these substances. These may include, but are not limited to: changes in bowel 
movement, abdominal pain or discomfort and the possible aggravation of symptoms existing prior to herbal treatment. If I associate any 
concerns with the use of the herbal substances, I should call my acupuncturist immediately.
Dietary & Exercise Advice: In conjunction with my treatment, I may be given advice and suggestions concerning changes in diet or 
exercise routine. Food therapy is an extremely effective means of self-healing, disease prevention and resolution of chronic and acute 
conditions. Changing eating habits is difficult and I may experience resistance, irritability, change in bowel movements, change in energy 
level and possible aggravation of symptoms. Suggestions concerning physical activity and exercises may also be included in my treatment. 
I will communicate with my practitioner about any difficulties I may have with specific dietary or exercise recommendations.
Patients who are pregnant, have a pacemaker or heart condition, have a seizure disorder, or those with a bleeding disorder, blood clots, 
or taking blood thinners should discuss this with the acupuncturists before proceeding with acupuncture or herbal medicine.
I have carefully read and understand all of the above information and am fully aware of what I am signing. I understand that there are 
no guarantees for the outcome of my treatments and that during the course of my care at Twelve Rivers Medicine I am responsible for 
communicating my questions, concerns and needs to my practitioner so that I may be supported in the best way possible. I give my 
permission and consent to treatment for the duration of my sessions here at Twelve Rivers Medicine.

Please sign here to acknowledge that you have read our Scope of Practice, Office and Financial Policies and Informed Concent.

Signature of Patient/Guardian/Personal Representative    Date:

Printed Name of Patient/Guardian/Personal Representative    Relationship to Patient

Printed Name of Patient, if different from signer above    Date

Gillian Rose MAcOM, LAc.



CONSENT TO THE USE OF HEALTH INFORMATION FOR THE PURPOSES  

OF TREATMENT, PAYMENT AND HEALTH CARE OPERATION

 

             

I consent to the use or disclosure of my identifiable health information by the practitioners of Twelve Rivers 
Medicine (hereafter noted as TRM) 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 at Twelve 
Rivers Medicine 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 dis-
closed to carry out treatment, payment or health care operations of the practice. TRM is not required to agree 
to the restrictions that I may request. However, if TRM agrees to a restriction that I request, the restriction is 
binding upon TRM.

I have the right to revoke this consent, in writing, at any time except to the extent that Twelve Rivers Medicine 
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 TRM’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. This Notice 
of Privacy Practices also describes my rights and the duties of my practitioners and TRM with respect to my 
identifiable health information.

Twelve Rivers Medicine 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 requesting the most current notice during any 
office visit.

            
Patient or Guardian Signature     Date:

Gillian Rose MAcOM, LAc.



 
 
                 /       /     
Name         Date of Birth      Height                Weight                 Age

            
Address         City    State  Zip 

         
E-mail         Phone 

            
Occupation        Gender/Pronoun 

            
Emergency Contact Name     Phone     Relationship
      
Recent Health Care Provider(s) (Name, Date & Service provided) _________________________________________________________________ 

How did you find us?  _____________________________________________________________________________________________________

Do you have experience with acupuncture and/or Chinese medicine?  ____________________________________________________________

What is your primary concern?  _____________________________________________________________________________________________

________________________________________________________________________________________________________________________

How does this affect your daily life?  _________________________________________________________________________________________

________________________________________________________________________________________________________________________

How long have you been affected by this?  ___________________________________________________________________________________

Do you have a western diagnosis?  _________________________________________________________________________________________

What treatments and therapies have you tried?  _______________________________________________________________________________

________________________________________________________________________________________________________________________

What, if anything, has been helpful?  ________________________________________________________________________________________

________________________________________________________________________________________________________________________

Are you interested in trying (please check all that apply)

❏ Acupuncture        ❏ Herbal Medicine   ❏ Diet/Nutrition Consultation        

❏ Cultivation/Lifestyle Suggestions   ❏ Essential Oils 

Major Illnesses/Surgeries/Accidents:  ________________________________________________________________________________________

________________________________________________________________________________________________________________________

Allergies:  _______________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

FAMILY HEALTH HISTORY
Family Member      Age    Serious Illness/Condition 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

HEALTH HISTORY QUESTIONNAIRE



ExERcISE 
How many times a week do you exercise? ___________________________________________________________________________________

What type(s) of exercise do you do?  ________________________________________________________________________________________

Does it feel like enough exercise for you?  ____________________________________________________________________________________

Do you feel energized by your exercise?  _____________________________________________________________________________________

DIET
Are you on a special diet?   ❏ Yes    ❏ No   If yes, please describe: _____________________________________________________________ 
Was this diet suggested by a health practitioner?    ❏ Yes    ❏ No

How many 8oz. glasses of water do you drink in a day? __________________________ 

How many meals do you eat in an average day?  ______________________________________________________________________________

Describe your daily diet:  __________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Caffeine: Number of cups/cans per day: Coffee_______ Tea _______ Soda _______ Energy Drinks _______________

Tobacco: Number of cigarettes per day: _______ Type: _______ For how long? ___________________________________________________

Alcohol: Number of drinks per week: _______ Type of alcohol: __________________________________________________________________

Drugs: Do you use recreational drugs? _______ What type? ____________________________________________________________________

PLEASE MARk AREAS wHERE YOu ExPERIEncE PAIn (x), SwELLIng (*),  
LAck OF MObILITY (O), wEAknESS (~), HEAT/cOLD (+/-) OR SkIn PRObLEMS (S)



PERSOnAL HISTORY

gEnERAL 
❏ Poor Appetite ❏ Cravings ❏ Sweating Easily ❏ Fever 
❏ Insomnia ❏ Strong Thirst ❏ Bleeding/ Bruising ❏ Chills  
❏ Disturbed Sleep  ❏ Weight Gain ❏ Tremors ❏ Sudden Energy Drop  
❏ Localized Weakness ❏ Weight Loss ❏ Night Sweats ❏ Poor Balance 

SkIn AnD HAIR
❏ Rashes ❏ Hives ❏ Eczema ❏ Dandruff ❏ Change in Hair Texture 
❏ Ulcerations ❏ Itching  ❏ Pimples ❏ Recent Moles ❏ Hair Loss

HEAD, EYES, EARS, nOSE, AnD THROAT
❏ Dizziness ❏ Poor Vision ❏ Earaches ❏ Recurrent Sore Throats ❏ Headaches 
❏ Concussions ❏ Night Blindness ❏ Ringing in the Ears ❏ Nose Bleeds ❏ Jaw Clicks 
❏ Migraines ❏ Photophobia ❏ Poor Hearing ❏ Grinding Teeth ❏ Gum/ Teeth Problems 
❏ Glasses ❏ Color Blindness ❏ Eye Strain ❏ Sores on Lips or Tongue  
❏ Spots in Front of Eyes ❏ Cataracts ❏ Sinus Problems ❏ Facial Pain  
❏ Eye Pain ❏ Blurry Vision ❏ TMJ ❏ Teeth Problems  

cARDIOvAScuLAR
❏ Dizziness ❏ Irregular Heartbeat ❏ Fainting ❏ Palpitations ❏ Difficulty in Breathing 
❏ Low Blood Pressure ❏ Tightening in Chest ❏ Cold Hands or Feet ❏ Swelling of Feet ❏ Phlebitis 
❏ Chest Pain ❏ High Blood Pressure ❏ Swelling of Hands ❏ Blood Clots ❏ Stroke 

RESPIRATORY
❏ Cough ❏ Bronchitis ❏ Frequent Colds or Flu 
❏ Asthma ❏ Shortening of Breath ❏ Excessive Phlegm 

gASTROInTESTInAL
❏ Nausea ❏ Gas/ Bloating ❏ Blood in Stools ❏ Rectal Pain ❏ Crohn’s 
❏ Vomiting ❏ Parasites ❏ Indigestion ❏ Hemorrhoids ❏ Colitis 
❏ Diarrhea ❏ Belching ❏ Bad Breath ❏ Abdominal Pain/ Cramps  
❏ Constipation ❏ Black Stools ❏ Diverticulitis ❏ Chronic Laxative Use  

gEnITOuRInARY
❏ Pain on Urination ❏ Blood in Urine ❏ Decrease in Flow ❏ Sores on Genitals ❏ Low to No Sex Drive 
❏ Urinary Infections ❏ Incontinence ❏ Kidney Stones ❏ Impotence/ Frigidity 

MuScuLOSkELETAL
❏ Neck Pain ❏ Sciatica ❏ Muscle Weakness ❏ Varicose Veins ❏ Hip Pain 
❏ Muscle Pain ❏ Migraines ❏ Foot/ Ankle Pain ❏ Hand/ Wrist Pain ❏ Arthritis 
❏ Knee Pain ❏ Back Pain ❏ Tinnitus ❏ Shoulder Pain

nEuROPSYcHOLOgIcAL 
❏ Seizures ❏ Poor Memory ❏ Anxiety ❏ Dizziness ❏ Depression
❏ Bad Temper ❏ Loss of Balance ❏ Concussion ❏ Frequent Mood Swings



OTHER ILLnESS
❏ HIV Positive ❏ Rheumatic Fever ❏ Eating Disorder ❏ AIDS ❏ Hypoglycemia
❏ Jaundice ❏ Epstein-Barr ❏ Diabetes ❏ Hepatitis ❏ Mononucleosis
❏ Underweight ❏ Overweight

MEnTAL HEALTH
Is stress a major problem for you?    ❏ Yes    ❏ No

Do you feel depressed?    ❏ Yes    ❏ No

Do you panic when stressed?    ❏ Yes    ❏ No

Do you cry frequently?    ❏ Yes    ❏ No

Have you ever attempted suicide?    ❏ Yes    ❏ No

Have you ever seriously thought about hurting yourself?    ❏ Yes    ❏ No

Have you ever been to a counselor?    ❏ Yes    ❏ No

MEnSTRuATIOn
Age at onset of menstruation______________ Date of last menstruation___________________________

Period occurs every _________ days and lasts _________ days

Heavy periods, irregularity, spotting, pain or discharge?    ❏ Yes    ❏ No

Number of pregnancies __________ Number of live births____________

Are you pregnant or breastfeeding?    ❏ Yes    ❏ No

D&C, hysterectomy, or Cesarean?    ❏ Yes    ❏ No

Hot flashes or sweating at night?    ❏ Yes    ❏ No

Menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period?    ❏ Yes    ❏ No

Breast tenderness, lumps, nipple discharge?    ❏ Yes    ❏ No

PROSTATE HEALTH
Recent kidney, bladder, or prostate infections?    ❏ Yes    ❏ No

Problems emptying your bladder completely?    ❏ Yes    ❏ No

Difficulty with erection or ejaculation?    ❏ Yes    ❏ No

Testicle pain or swelling?    ❏ Yes    ❏ No

BPH or chronic prostatitis?    ❏ Yes    ❏ No

Burning or discharge from penis?    ❏ Yes    ❏ No

PLEASE LIST ALL MEDIcInES, HERbS AnD SuPPLEMEnTS YOu cuRREnTLY TAkE

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________
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