
 
 

 
 

Preparing for Your Acupuncture Visit 

Thanks for your interest in our practice.  To prepare for your Acupuncture Visit, please: 

Print and complete the following forms: 

Client Profile 

Practice Policies 

Consent for Medical Services 

Consent for Acupuncture 

Acupuncture Questionnaire 

Return your forms to Wellness ReSolutions: 

Fax to:  614-707-4377          

- or - 

Scan and email to:  wellness-resolutions@myupdox.com 

- or- 

 Mail to:  Wellness ReSolutions 
 6740 Perimeter Dr  Ste 300 
 Dublin OH  43016-8063 

The day of your visit: 

Eat lightly 

Do not drink too much liquid 

Avoid alcohol 

During your visit: 

Turn off your cell phone  

Set aside the stresses of your day 

Prepare yourself mentally to enter an active state of restful alertness in which you are relaxed 
and aware of what is happening within and outside your body.  This will amplify the healing 
process and maximize the benefits you receive from your treatment. 

 

mailto:wellness-resolutions@myupdox.com
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Client Profile 
(Please Print) 

Name:      Date:  

Preferred Name: Date of Birth: 

Address:  Sex:    M      F 

City:         State:  ZIP:  

Phone:     Cell:    

Email:      

How do you prefer to be reached?   Home Phone   Cell Phone  Email 

Occupation: 

Who do you wish us to contact in an emergency? 

Name:      Relationship:  

Phone:     

Healthcare Contacts 

Primary Care Physician: 

Gynecologist (if applicable): 

Pharmacy:  Phone: 

Pharmacy Address: City: Zip: 

Compounding Pharmacy:  Phone: 

Compounding Pharmacy Address: City: Zip: 
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Practice Policies 

Our Partnership with You 

We are proud of the results our clients achieve with our services and want to help you get great results too. 

We work to determine and correct the root causes of your problems – not just mask your symptoms with medication.  This 
approach often requires more effort on your part than just taking medications.  To achieve optimal results, you may need to 
make significant lifestyle and dietary changes. 

When you are ready and willing to make the changes necessary to live a healthier life, we are here to help you. 

The following Practice Policies have been designed to help us provide you with outstanding care. 

Office Hours  

Our current office hours are as follows but are subject to change at any time: 

 Monday – Friday 9:00 am – 4:30 pm 

Appointments 

All appointments are provided on a scheduled basis only.   

Phone appointments are available for your convenience.  They are billed at the same rate as an office visit. 

Payment for Services 

We accept cash, check, and credit cards (VISA, MasterCard, Discover, and American Express). 

Missed Appointments 

We dedicate time and resources to prepare for every appointment.  If you miss or cancel your appointment without 
adequate notice, we are unable to utilize that time to provide service to other clients.   

We will charge $25 for appointments missed without 24 hours’ notice.  Exceptions to this policy will be determined on an 
individual basis.  Clients with a history of missed appointments will be required to prepay for future appointments, or may 
be dismissed from the practice. 

Initial Consultation 

It is important for us to have current information and lab results to prepare for your Initial Health Optimization Consultation. 

We must have your lab results within 4 months from your submission of necessary forms.  

Your appointment must be scheduled within 2 months of our receipt of your lab results. 

Medical Insurance 

We are not in network with any health insurance. 

We will not submit claims or communicate with any insurance company or their agents regarding your care, payment for 
your care, or prior authorization of prescriptions.   

We can provide you with a superbill which you may submit to your health plan to request reimbursement.  We will code the 
superbill accurately for your visit but cannot assure it will meet the requirements of your health plan or result in 
reimbursement for you.  We are unable to provide superbills for lab work. 

Medicare Participation 

Because Medicare does not reimburse for most services we provide, we can only provide services to Medicare Part B 
Beneficiaries who enter a Private Contract with our providers who have Opted-Out of Medicare. 

Dr. Stafford and Dr. Hall have Opted-Out of Medicare and are able to provide services to clients who are Medicare 
Beneficiaries. 
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Relationship with Primary Care Physician 

The providers of Wellness ReSolutions do not serve as primary care physicians.  It is important for you to maintain a 
relationship with a primary care physician for acute care, routine care, and age-appropriate screenings. 

Labs to Monitor Progress 

Labs are an important tool in assessing progress.  We may request clients have labs done periodically and after a medication 
is started or changed. 

Recommendations Based on Lab Results 

Reference ranges on your lab results are averages for patients of similar gender and age and vary from lab to lab.  Reference 
ranges show what is average but not necessarily optimal.   

Our recommendations indicate what is optimal for you and may differ from lab reference ranges. 

Communication via Patient Portal 

We maintain your medical records in an electronic health records system from Hello Health.  This system includes a Patient 
Portal which allows you to see copies of your labs and medical records, and to communicate securely with us. 

For the security of your personal health information and to receive more timely responses, please use the Hello Health 
Patient Portal to communicate with us regarding any medical issues.   

If you need help using the Patient Portal, please contact Hello Health support at 866-779-1526. 

Follow-up Questions 

Our staff will respond to simple questions sent via the Patient Portal.  We may ask you to schedule a follow-up appointment 
to discuss more complex concerns. 

If you have a concern that a new symptom is a side effect of a new medication or supplement we have recommended, 
discontinue using the new medication/supplement and contact our office immediately. 

Remaining Active 

To remain “active” for prescription refills and practitioner support via the Patient Portal, you must: 

 Have an office or phone visit with one of our providers every 6 months, and 
 Be seen in person by one of our providers every 12 months, and 
 Have a full set of labs and an annual consultation with one of our providers every 12 months. 

Prescriptions  

Prescriptions will only be written for “active” clients.  Prescriptions will be written for no more than 6 months.  No early 
refills will be given for controlled substances (e.g. testosterone).  Please allow 72 hours for your refill request to be 
processed. 

Compounded Prescriptions 

Compounded pharmaceuticals must be made with appropriate ingredients and properly prepared to produce consistent 
results.   To assure best outcomes for you, we send prescriptions for compounded pharmaceuticals only to pharmacies 
whose products we have found to provide consistent and reliable results. 

Supplements 

We offer preferred pricing to our clients on high quality supplements from Fullscript, Emerson Ecologics, MD Prescriptives, 
and Designs for Health.  These supplements are available for purchase in our office, or directly from these vendors via links 
on our website.  You may purchase supplements from our office during normal business hours or we can ship them to you 
for a shipping fee of $8.95. 

Client Signature: Date: 

 



 
 

Consent – Medical Services 7/17 

Consent for Medical Services 

I, the undersigned, hereby request and consent to the services provided within the scope of practice afforded by licensed 
health care professionals and clinical staff members of Wellness ReSolutions, LLC (“Wellness ReSolutions”). 

I understand any recommendations and care received at Wellness ReSolutions are supportive only, and do not substitute 
for regular medical care.  I understand I must continue to see my regular treating health care providers as directed by them 
and take my regular medications as prescribed. 

I hereby acknowledge and agree as follows: 
1. I acknowledge and agree this agreement has been entered into before Wellness ReSolutions has provided the services 

specified herein to me. 
2. I acknowledge and agree this agreement has not been entered into at a time when I am facing an emergency or an urgent 

health care situation. 
3. The services provided to me may include:  

a. Evaluation of my medical history, lifestyle, laboratory and other test results;  
b. Physical examination and diagnostic tests;  
c. Medical recommendations and management for disease prevention and healthy aging, which may include: 

nutrition, nutritional supplementation, exercise, lifestyle behaviors, stress management, hormone replacement 
therapy, and other interventions as indicated by medical history, physical examination and laboratory 
parameters; 

d. Cosmetic procedures utilizing neuromodulators and/or dermal fillers. 
4. I understand I have the right to question any therapy proposed and/or provided by Wellness ReSolutions, and that all my 

questions will be answered prior to receiving such treatment.  I understand I have not been and will not be given a 
guarantee of beneficial or specific results.  I affirm I have and will always, to the best of my ability, disclose my complete 
current and past medical history to Wellness ReSolutions.  I understand this history is essential for Wellness ReSolutions 
to assess and provide competent care to me.  I understand the treatment I receive from Wellness ReSolutions and its 
health care professionals is in large part based upon my disclosures to them. 

5. I give permission to Wellness ReSolutions providers to obtain my medication history from my pharmacies, health plans, 
and other healthcare providers. 

6. I have the right to revoke this Consent in writing, at any time, except to the extent Wellness ReSolutions has taken action 
in reliance on this Consent. 

7. I understand I am responsible for full payment of services when they are rendered.   
8. I understand health care professionals of Wellness ReSolutions are not participating in any health insurance plans and 

that Wellness ReSolutions cannot assure me that my insurance company or tax-deductible health plan will reimburse for 
services provided. 

9. I understand that if I am eligible or will become eligible for Medicare Part B Benefits within the next two years, I will need 
to enter into a Medicare Opt-Out Private Contract before receiving services. 

10. By voluntarily signing below, I affirm I have read or have had read to me, and fully understand the information contained 
in this agreement.  I have been advised of the risks and benefits of the services provided to me, and I have had the 
opportunity to ask questions regarding services.  I understand this Consent covers the entire course of treatment 
provided by Wellness ReSolutions. 

Client Signature: Date: 

Client Name (print): 
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Consent for Acupuncture 

Acupuncture is an art of healing involving the stimulation of specific points of the body to treat disease and relieve pain.  It 
works by increasing the body's energy and helping the energy to flow better.  When energy does not flow well, we may suffer 
from illnesses.  Acupuncture treatments will strengthen your body and your immune system.  

Potential Risks  

The possible risks, which I understand and accept, include, but are not limited to, fainting, infection, bleeding, lung puncture, 
other organ puncture, nerve damage, including spinal cord trauma, local bleeding, swelling and broken needles.  I recognize 
that significant sickness or even death could occur as a very remote but real possibility of this therapy, which places needles 
through the skin and uses either manual or electrical stimulation.  

I am also aware that acupuncture may mask an underlying condition or delay a more exact diagnosis where a different therapy 
may be known to be indicated.  

What We Should Know to Make Treatment Safer  

Contraindications for acupuncture include a history of a bleeding disorder or current anticoagulant therapy, implanted 
pacemaker or prosthetic valve, pregnancy, or seizure disorder.  I understand and have informed or will inform my physician 
acupuncturist if any of these conditions exist.  

Although acupuncture has been used in Asia for thousands of years and in Europe as an authentic therapeutic modality, 
acceptance by the U.S. medical community is developing slowly.  While it is still considered complementary or alternative by 
many, the National Institutes of Health (NIH) has recognized acupuncture as a reasonable clinical option for postoperative pain 
as well as myofascial pain and lower back pain.  NIH has also recognized positive clinical reports for treatment of addiction, 
stroke rehabilitation, carpal tunnel syndrome, osteoarthritis, and headache.  Acupuncture is used to treat a much wider variety 
of conditions, and I am informed that the scientific evidence for its efficacy for my condition may not have been established.  

Certain medications or social habits are known to lessen the potential results of acupuncture.  These include alcohol, tobacco, 
steroids, and narcotics.  I understand and have informed or will inform my acupuncturist of any substances taken by me 
included in this list.  

Informed Consent to Receive Treatment  

I hereby consent to acupuncture and release the practitioner from any and all claims of damages for injury which may result 
from such treatment.  I have had the opportunity to ask questions, which have been answered to my satisfaction, and I have 
carefully read and understand this consent form.  I understand the hazards and potential dangers involved in treatment by 
means of acupuncture.  The nature and consequences of acupuncture have been fully explained to me, and I am convinced that 
the treatment is in my best interest.  I confirm that no guarantee of results have been made to me.  I represent that I am 
seeking acupuncture in order to further my own health and for no other reason.  I am aware that I may withdraw this consent 
and stop treatment at any time.  

Client Signature: Date: 

Client Name (print): 

Patricia A. Stafford, MD: Date: 
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Acupuncture Questionnaire 

Date Name  D.O.B  

Instructions: 

Fill out this form by circling or checking the boxes that apply to you at least 80% of the time.  Do this fairly quickly without 
thinking about it too much.  Be nonjudgmental with your answers. Leave blank any boxes that do not apply to you or of which 
you are uncertain.  There are no correct answers.  Your honesty will result in a better treatment. 

List in order of importance (1 being the most important) the reasons you wish to see the doctor 

1. 

2. 

3. 

4. 

Circle one answer for each of the following questions. 

Five Phase 
questions Wood Fire Water Earth Metal 

My favorite season Spring Summer Winter Harvest (late 
summer) Autumn 

My favorite color Blue-Green 
(turquoise) Red Dark Blue or Black Yellow (earth 

tones) White 

My favorite flavor Sour, citrus, acidic Bitter, roasted Salty Sweetness Spicy, flavorful 

My predominant 
emotional tendency 

I tend to get 
angry. I am excitable. I get scared. I tend to worry. I tend to feel sad. 

My predominant 
psychological 
characteristic 

I tend to be 
anxious and 

irritable. 

I am joyful and 
creative. 

I am willful and 
ambitious. 

I often find myself 
in deep thought. 

I tend to get 
depressed. 

My usual reaction 
to stress 

I clench. My 
muscles get tight. I tend to cry. I tremble. My 

body feels shaky. 
My stomach feels 

upset. 
My chest feels 

tight. 

My fingernails can 
be characterized as Elongated Long and narrow Crescent moon Triangular Rectangular 
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On the anatomical figures below, mark the area or areas where you have pain or other problems.  Please be as accurate as 
possible about the locations. 

 

JUE YIN/ SHAO YANG 
Pain Assessment 
Location: 
 
Onset: 
 
 
Makes Better: 
 
 
Makes Worse: 
 
 
Associated Symptoms: 
 
 
Quality: 

•constant 
•sharp 
•pressure 

•intermittent 
•dull 
•burning 

Severity: 

1   2    3   4   5   6   7   8   9   10 
 

SHAO YIN / TAI YANG 
Pain Assessment 

Location: 
 
Onset: 
 
 
Makes Better: 
 
 
Makes Worse: 
 
 
Associated Symptoms: 
 
 
Quality: 

•constant 
•sharp 
•pressure 

•intermittent 
•dull 
•burning 

Severity: 

1   2    3   4   5   6   7   8   9   10 
 

TAI YIN/ YANG MING 
Pain Assessment 

Location: 
 
Onset: 
 
 
Makes Better: 
 
 
Makes Worse: 
 
 
Associated Symptoms: 
 
 
Quality: 

•constant 
•sharp 
•pressure 

•intermittent 
•dull 
•burning 

Severity: 

1   2    3   4   5   6   7   8   9   10 
 

Treatments I have tried:    

 Physical therapy      Chiropractic      Injections         _________ 



3 

Acupuncture - Questionnaire 4/12 

 

 Check any statements that apply to you: 

JUE YIN / SHAO YANG 

Fire 

MH 
Master of the 

Heart 
 

(KM) 

  I can be characterized as irritable, anxious, nervous and emotionally unstable at times. 
  I tend to harbor grudges and have explosive anger. 
  I tend to get tension or headaches or stress-related headaches. 
  I have insomnia. 
  I prefer dark chocolate. 
  I tend to find problems in any situation. 
  I experience premature ejaculation. 
  I tend to repeat certain activities to relieve anxiety. 
  I tend to obsess about things, including sex. 

TH 
Triple Heater 

 
(KT) 

  I can be characterized as clear thinking and decisive. 
  I get agitated and this results in insomnia. 
  I tend to grind my teeth and have tight jaws. 
  I tend to have great self-confidence. 
  I have muscular aches and cramps. 
  I tend to be well muscled, well built, and need to stretch. 
  I generally speak rapidly. 
  I experience hot flashes. 
  I have ringing in my ears. 
  I tend to tap my fingers and fidget. 

Wood 

GB Gallbladder 
 

(CR) 

  I can be characterized as indecisive, well built and/or having dark circles under my eyes. 
  I lack self-confidence. 
  I am sensitive to ridicule. 
  I develop insomnia when I am insecure and sleep poorly, waking up between 11 pm and 3 am. 
  I have neck and shoulder problems. 
  I do not enjoy new challenges. 
  I tend to have lateral or side hip pain. 
  I tend to have recurrent muscle injuries. 
  My stool tends to float and smells putrid 
  I like silence. 

LR 
Liver 

 
(AM) 

 

  I can be characterized as timid, concealing myself or hiding behind walls. 
  I am reluctant to face challenges. 
  I prefer chocolate. 
  I am sensitive to caffeine and I need it as a pick-me-up. 
  I started wearing glasses as a young child. 
  I have eye problems like cataracts, glaucoma, or recurrent infections. 
  I have tension in my neck and upper back. 
  I get migraine headaches. 
  I tend to have itchy skin or coarse brittle hair. 
  My palms tend to be sweaty requiring a handkerchief. 
  I wait for others to open doors for me. 
  I tend towards anger and irritability. 
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SHAO YIN / TAI YANG 

Fire 

HT 
Heart 

 
(LRF) 

  I can be characterized as flamboyant, passionate, and dramatic. I am often the life of the party. 
  I frequently exude heat, I feel flushed, sweaty, and angry. 
  I tend towards sexual hyperactivity. 
  I tend to suffer from chest pain, palpitation, and I have been diagnosed with hypertension. 
  I have had one or more of the following problems: arm pain, cold feet, stiff joints, and puffy eyes. 
  I tend to be talkative or noisy. 
  I tend to be creative and impulsive. 
  I cannot sleep when I am nervous. 
  I tend to like a lot of colors, especially red. 
  I tend to worry repeatedly about the same thing. 

SI 
Small 

Intestine 
 

(CGN) 

  I can be characterized as energetic, competitive, imposing and impatient. 
  I tend to be nervous and touchy. 
  I experience migrating aches and pains, including occasional headaches. 
  I am in reasonable shape and well muscled. 
  I have lower back spasms. 
  I tend to have light menstrual periods. 
  I often have cold hands. 
  I tend to have low blood pressure. 
  I am often tired and lightheaded. 

Water 

BL 
Bladder 

 
(BAA) 

  I can be characterized as intelligent and hyperanalytical, but often indecisive or fearful. 
  I have a history of recurrent: urinary tract infections, urethritis, incontinence, and kidney problems. 
  I am capable of paranoia or psychotic immobility. 
  I tend to go on binges and suffer from digestive problems. 
  I have lower back pain. 
  I tend to get a stiff neck. 
  I become mentally incoherent when I am tired. 

KI 
Kidney 

 
(SB) 

 

  I can be characterized as a perpetual student, inhibited, passive, fearful, hesitant, private, and 
secretive.  I prefer to be alone. 

  I have problems with will, motivation, and self-discipline. 
  I am sexually egocentric and have a low activity level. 
  I tend to have recurrent sore throats, tonsillitis, kidney infections, or kidney stones. 
  The front of my neck feels sensitive. 
  I have frequent urination, especially when I am cold or stressed. 
  I am prematurely gray or balding. 
  I tend to be suspicious, wary, and keep secrets. 
  I have an affinity for water and salt, but I dislike cold. 
  I tend to be chilly with cold hands and feet. 
  I experience lower back pain, nontraumatic knee pain and joint aches when I am tired. 
  I have problems with my hearing and/or balance. 
  I am sensitive to noise and music. 
  I tend not to communicate well. 
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TAI YIN / YANG MING 

Earth 

SP 
Spleen 

 
(DW) 

  I can be characterized as round and fleshy with full lips, calm, and peaceful. 
  I have a history of abdominal bloating and diarrhea. 
  I have had anemia or recurrent infections. 
  I often feel heaviness in my thighs and calves. 
  I tend to have little hair, dry mouth, or cracked lips. 
  I have varicose veins or cold feet. 
  I am affected by dampness. 
  I tend to like sweets. 
  I have had menstrual or fertility problems, PMS, or uterine prolapse. 
  I lack ambition, I will not exert myself ever, and if I could I would lie around in bed all day. 
  I get upset by changes. 
  I tend to be sensitive to flavors and odors. 
  I tend to be absent-minded or obsessive. 

LU 
Lung 

 
(NC) 

  I can be characterized as having long thin features, narrow chest, slight shoulders, often sighing 
with occasional shortness of breath. 

  I have a history of respiratory problems such as a bronchitis, pneumonia or asthma, or COPD with 
cough and phlegm. 

  I have had problems quitting smoking. 
  I have skin disorders like eczema or psoriasis. 
  I tend to have respiratory allergies. 
  I am affected by dryness and/or sweat a lot. 
  I have a history of constipation alternating with diarrhea. 
  I have been diagnosed with Irritable Bowel Syndrome (IBS) 
  I tend to be organized and methodical. 
  I tend to have low appetite. 
  I am honest, meticulous, stingy, and righteous. 
  I tend toward depression, especially in winter. 

Metal 

LI 
Large 

Intestine 
 

(FG) 

  I can be characterized as gaunt, thin, often in a bad mood, and preoccupied with bowel habits. 
  I have a history of recurrent sinusitis, colds, and/or cough. 
  I often have bad breath, a variable appetite, and a coated tongue. 
  I have poor digestion or experience intestinal disturbances like colic, constipation, and occasional 

diarrhea. 
  I find it difficult to be in a good mood or have positive thoughts and feelings. 
  I have been diagnosed with bipolar disorder. 
  I have a strong belief in honor, duty, responsibility, and have a healthy respect for the law. 
  I tend to feel tired, worn out, and melancholy. 

ST 
Stomach 

 
(EWP) 

 

  I can be characterized as a gourmet and gain weight easily.  I enjoy life & am a pleasure seeker. 
  I have an aversion to noise or loud sounds. 
  I have been diagnosed with heartburn, gastroesophageal reflux disease (GERD), or peptic ulcer 

disease (PUD). 
  I have tennis elbow. 
  I have dental disease, gum problems, or sores in my mouth. 
  I have been diagnosed with an eating disorder. 
  I tend to get tired in the late afternoon. 
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