





Do you sleep well?  Y/N Do you dream? Y/N

Do you have a high point during the day? Y/N When? ————— Do you have a low point during the day? Y/N When?

What are your indulgences?

What are your hobbies/pleasures?

Mental Health Physical Health
VIl Web of Wellness Y

Health and wellness is a balance of
many things. Many factors affect our
lives in various ways. These factors
weave a web of health and well being.

Using the diagram below, starting at the
center, choose your level of satisfaction
in each of the areas.

Sexual Financial
For example: if you are extremely Health Health
satisfied with your career, shade in the
#10 in career line.
1 = Not happy
10 = Extremely satisfied
Career Spiritual
Health Health

Social Health Family Health

Please indicate areas of pain/tension/tightness/discomfort on chart.
Pain intensity levels (please indicate below which best describe)

No pain Moderate pain Severe pain Terrible pain
Sleeping

No problem Mildly disturbed Greatly disturbed Cannot sleep
Work - Can do:

Usual work 25% of work 50% of Work No work
Frequency of pain

25% of time 50% of time 75% of time 100% of time
Travel

No problem on long trips Moderate pain on trips Severe pain
Recreation - Can do:

All activities Some activities No activities
Walking

Can walk any distance Pain after 1/2 mile Cannot walk
Sitting

No pain sitting Some pain while sitting Cannot sit
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Stress: [ INone [ IModerate [ |Severe What causes it?

Appetite: [ |Excessive [ |Poor [_|Appetite keeps changing
[ ]Feel tired or weak if a meal is missed
[lExcessive thirst [_INever thirsty [ ]other
Specific food cravings:

[lYyes [INo If yes, what are they?

Nutrition: List some of your favorite foods

Do you: [ ISkip breakfast [ _|Eat a snack
[ |Eat a hearty breakfast
How many meals a day do you eat?

When is your biggest meal?

Do you eat when you are worried or rushed?

How often?

Do you plan your meals according to the four basic food
groups?

How many glasses of water do you drink a day?
[ JFiltered [ |Bottled

Do you use: Alcohol [_]Yes [ [No Amount per week

Tobacco? [_]Yes [ _INo Pack per day How many years?

Drugs? [ ] Yes [ ] No If yes, which ones?




Lucy Postolov, L.Ac. INFORMED CONSENT AND
11704 Wilshire Blvd. #202 DISCLOSURE FORM

Los Angeles, CA 90025

T- (310) 444-6212 F- (310) 444-6216

INFORMED CONSENT: Lucy Postolov, L.Ac.

| hereby request and consent to acupuncture treatment and/or herbal supplement recommendations, to me (or my
legal charge) by the licensed acupuncturist named above. | understand that the acupuncturist will explain all known
risks and complications, and | wish to rely on the acupuncturist to exercise judgement during the course of the
procedure which the acupuncturist feels at the time, based upon the facts then known, is in my best interests. | may
request another person to be present in the treatment room during treatment.

Acupuncture has the effect to normalize physiological functions, to modify the perception of pain, and to treat certain
diseases or dysfunction of the body. | understand the results are not guaranteed. While it is a safe method of
treatment, it can occasionally cause microhemorrages in the tissues. This bleeding usually resolves with pressing dry
cotton on the local spot. There may also be a sensation of warmth, tightness, soreness, or tingling when the needle
reaches the acupuncture point. This sensation is called ‘de gi’ and is considered to be a normal response. It usually
subsides soon after the needle is removed. There have been very rare instances reported of fainting, infections and
scarring as a result of the needle insertion.

The acupuncturist is licensed by the California Acupuncture Board to practice acupuncture as defined by the State.
She is not a licensed medical doctor. Her practice is limited to acupuncture and traditional Chinese herbal
supplements.

If any procedure is to be used in conjunction with acupuncture, such as those listed below, the acupuncturist will
discuss them with me before my treatment begins. | understand that they may be beneficial in my treatment, but that
there is a particular risk to their use. | have read the information below and agree to the acupuncturist’'s use of this
treatment (if indicated).

e Traditional Chinese Herbal Supplements. The supplements recommended are traditionally considered safe.
However, | understand that some patients may experience gastro-intestinal upset or other reactions to the herbs.
I will inform the acupuncturist immediately if | experience any side effects. | understand that some herbs may be
inappropriate during pregnancy. Recognizing these risks, | accept full responsibility to inform the acupuncturist of
a suspected or confirmed pregnancy, or if | am a nursing mother.

¢ Indirect Moxibustion. This technique involves burning/smoldering an herbal material near the skin or on an
acupuncture needle. Every precaution is taken to prevent skin contact, but the possibility of skin contact and burn
exists.

e Cupping. This technique involves a localized suction produced by heating a small glass cup. Local bruising may
result from the suction and can last a few days. There is also a minimal possibility of burning or blistering due to
the heat involved in the technique.

e Electrical Stimulation/TENS. This form of therapy uses microcurrent electricity to stimulate acupuncture points.
A mild sensation of electric tingling or slight ‘pins and needles’ will be felt.

e Treatment Using Control Points Ren 1/Du 1. In very rare cases, the acupuncturist may recommend treatment
using acupuncture points near the genital organs. If this is necessary, the acupuncturist will notify me and will
provide alternative treatments if | am uncomfortable with treatment using these points.

e Treatment of Pediatric Patients <3 years. | understand that treatment of young children has some risk and
should be coordinated with the child’s pediatrician.

| have read, or have had read to me, the above consent, and have also had the opportunity to ask questions and
discuss this with the acupuncturist. By signing below | agree to acupuncture treatment, including the above named
procedures for treatment of my present condition and any future condition(s) for which | seek treatment. | have the
right to refuse or discontinue any treatment at any time and understand that this refusal may effect the expected
results.

Signature of Patient (or guardian) Patient's Name (please print) Date





