
 
 
 
 

Welcome to Greenfield Community Acupuncture! 
 
We’re happy you chose us for your health care, and we will give you our very best. 
 
There are two parts to this document that are important for you to read (the rest is important to us, 
and to your care).  The first is the page that’s titled ‘Treatment Planning’.  Because acupuncture 
treats the entirety of you, the person, it can take time and frequent treatments to help you regain 
your optimum health.  ‘Treatment Planning’ will help you understand the best course of treatment 
for you.   Please read it carefully, and ask questions if needed. 
 

 
The second piece that is important for you to know is that 

we are a Fragrance Free community. 
 

 
We have patients who have chemical sensitivities, and scented products can cause them real physical 
distress and harm.  We know you would never intentionally hurt another, but we’ve found that 
people don’t always know what scents can cause problems.   
 
Almost all of fragrances on the market today are not made from natural products, but from 
chemicals.  This includes the following the fragrances in: 

 Soaps 

 Shampoos and conditioners 

 Skin care products, including cosmetics 

 Deodorants – men’s and women’s 
 Perfume and aftershave 

 Laundry detergents 

 Fabric softeners 

 Dryer sheets 

 Air fresheners 

 Essential oils can cause difficulties for some, even though these are (usually) natural oils. 
 
If you are wearing any of these chemicals, they travel through the air and also get into our sheets, 
blankets and chairs.   
 
When people react to these chemicals, they can experience difficulty breathing, headaches, dizziness, 
nausea, worsening asthma symptoms, sneezing, itchy eyes, runny or stuffy nose or rashes.   Some 
people can end up in the hospital. 
 

 
 
 



Please do not have any scented anything with you or on you when you come.  It’s a pain, we know, 
but we suggest, if you like to use fabric softener or wear perfume, have a set of acupuncture clothes 
that you can change into here, and put the perfume on after your treatment (but not in our 
bathroom, because the chemicals will linger). 
 
If you work someplace like Yankee Candle, we understand those scents pretty much sink into 
everything (which might give you pause), so please double check when you make an appointment, so 
we can make sure you and the patient with chemical sensitivities don’t have treatment at the same 
time. 
 
If you have any questions about this, please ask us. 
 
Thank you so much for helping to make GCA a safe, welcoming place for everyone who comes here. 

 

 



 3 Bank Row, 2S 
 Greenfield, MA 01301 
 
 413-772-0077 
 www.tryGCA.com 
 
 Entrance on Main St. 
 

 
 

REGISTRATION FORM 
 

Please print your information to the best of your ability. 

D.O.B.        /        / 

 

Gender:        M        F 

 

Name: 

 

Street: Apt #: 

 

City: State: Zip; 

 

Tel (Home)                                   (Work)                                 (Cell) 

 

Email: 

 

Occupation: 

 

Emergency contact: Relationship: 

 

     Address: 

 

     Tel (Home)                                (Work)                                (Cell) 

 

Primary Care Physician: Tel: 

 

 

How did you learn about GCA? 

 

 

Please let us know if someone referred you – we’d like to thank them! 

 

 

 

 

Signature:                                                                                    Date:          /          / 
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NAME:_____________________ 
 

HEALTH HISTORY 
 

What are your 3 main reasons for seeking 

treatment? 

Check symptoms you have or have had in the 

last year: 

 Depression 

 Difficulty in focusing 

 Dizziness 

 Easily startled 

 Excessive worry 

 Excessive anger 
 Excessive fear 
 Fatigue/tiredness 

 Headaches 

 Loss of sleep/poor sleep 

 Unusual loss of weight 
 Unusual gain of weight 
 Nervousness/irritability 

 Overwhelmed by life 

 

 

1. 

 

Date problem began: 

 

Rate on a scale of 1 (mild) to 10 (unbearable) 

 

 

 

2. 

 

Date problem began: 

 

Rate on a scale of 1 (mild) to 10 (unbearable) 

 

 List serious illnesses, accidents, surgeries – 
w/dates: 

 

 

 

 

3. 

 

Date problem began: 

 

Rate on a scale of 1 (mild) to 10 (unbearable) 

 

 

What do you eat for: 

Breakfast 

 

 

Lunch 

 

 

Dinner 

 

 

Snacks 

 

 

When was your last complete medical exam? 
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Check symptoms you have or have had in the last year: 

 

MUSCLE/JOINT/BONES 
 Tremors 
 Cramps 
 Swollen joints 

Pain/weakness/numbness in: 
 Arms 
 Hips 
 Legs 
 Back 
 Feet 
 Hands 
 Neck 
 Shoulders 
 Herniated disks 
 Other: ____________________________ 

 
EYES/EARS/NOSE/THROAT/HEAD 

 Sinus problems 
 Earache 
 Loss of hearing 
 Ringing in the ears 
 Hoarseness 
 Dry throat 
 Enlarged glands 
 Eye pain 
 Blurred or failing vision 
 Floaters  
 Gum trouble 
 Nose bleeds 
 Recurrent headache 
 Jaw tightness/TMJ 
 Grinding teeth 
 Migraines 
 Other: _____________________________ 

 
RESPIRATORY 

 Asthma/wheezing 
 Bronchitis 
 Tuberculosis  
 Difficulty breathing 
 Frequent colds 
 Persistent cough 
 Hay fever  
 Are currently a smoker 
 Smoked in the past 

 
SKIN 

 Bruise easily 
 Dry skin 
 Itching/rash 
 Sensitive skin 
 Sore that won’t heal 
 Boils 
 Excessive sweating 
 Eczema 
 Flush easily infectious skin disease 
 psoriasis 

 

GENITO/URINARY 

 Blood/pus in the urine, dark urine 
 Frequent urination 
 Painful urination 
 Inability to control urine 
 Kidney infection/stones 
 Lowered libido 
 Frequent UTIs 
 STDs 
 Other: ___________________________ 

 
CARDIOVASCULAR 

 High or low blood pressure 
 Chest pain 
 Hardening of the arteries 
 Pain over the heart 
 Poor circulation 
 Previous heart  attack 
 Rapid/irregular heartbeat 
 Swelling of ankles 
 Stroke  
 High cholesterol 
 Blood thinning medications 
 Anemia 
 Cold hands and/or feet 

 
 
 

 

 

 

 

 



 
GASTROINTESTINAL 

 Belching/gas/bloating/heartburn 
 Colon trouble 
 Constipation 
 Diarrhea 
 Difficulty swallowing 
 Distention of abdomen 
 Excessive hunger 
 Gall bladder trouble 
 Hemorrhoids (piles) 
 Indigestion 
 Nausea 
 Pain over the stomach 
 Poor appetite 
 Vomiting 
 Food sensitivities/intolerances 
 Type I diabetes 
 Type II diabetes 
 Ulcers 
 Eating disorder 
 Cravings 
 Frequent thirst 

 
SLEEP 

 Trouble falling asleep 
 Snoring 
 Wake during the night 

How often? ___________________ 
 Sleep apnea 
 Restless sleep 
 Groggy in the morning 

Number of hours of sleep: ______________ 
 
MENTAL AND EMOTIONAL 

 Drug abuse 
 Alcohol abuse 
 Anxiety 
 Depression 
 Easily sad 
 Irritability 
 Panic attacks 
 Withdrawn/unmotivated 
 Short temper 
 Poor memory 
 Suicide attempts 
 Easily worried 
 High stress 
 Other: 

 

FOR WOMEN ONLY 
Age of first period: _____________________ 
Length of periods: ______________________ 
Date of last period: _____________________ 
Age at menopause: _____________________ 
# pregnancies: ____________ 
# live births: _____________ 
# miscarriages/abortions: ____________ 
What kind of birth control do you practice, if 
any: _________________________________ 
Is it possible that your are pregnant: ________ 
Do you plan to become pregnant in the next 3 
months: _____________ 

 Endometriosis 
 Vaginal discharge 
 Painful menstruation 
 PMS 
 Hysterectomy 
 Breast lumps 
 Heavy menstruation 
 Difficult pregnancy/childbirth 
 Recurrent yeast infections 
 Polycystic ovarian disease 
 Light menstruation 
 Missed periods (not due to pregnancy) 
 Bleeding between periods/irregular cycle 
 Extreme menstrual pain 

 
FOR MEN ONLY 

 Erectile dysfunction 
 Prostate disease/enlarged prostate 
 Penis discharge 
 Premature ejaculation 
 Testicular masses/pain 
 Hernia  
 Vasectomy  

 
OTHER CONDITIONS 

 Multiple Sclerosis 
 Cancer 
 Autoimmune disorder 
 Hepatitis/Liver disorder 
 Implanted device/metal plate 
 Other: _________________________ 

 



 

Name of Medication Date Began 

Taking 

Dose and 

Frequency 

Reason for 

Taking 

Side Effects for 

you, if any 

     

     

     

     

List serious illnesses, accidents or surgeries, with dates: 

 
 
 
 
 
 
 

Is there anything else you would like us to know? 

 

 
 
 
 
 
 
 
 
 
 
 

SIGNATURE 

 
The information on this form is correct to the best of my knowledge. 
 
Signature: ____________________________________________  Date: _____________________ 
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PROTECTING YOUR CONFIDENTIAL HEALTH INFORMATION 
 

Your health information in this office will not be shared with anyone who does not require it.  We will use 
and communicate your health information only for the purpose of providing treatment, obtaining payment, 
and conducting health care operations.  Your personal information will not be used for any other purposes, 
unless we have asked for and been given your written permission. 
 
Your health information will be used to: 

 Provide treatment.  We will use your health information within our office to provide you with the 
best health care possible.  This may include administrative and clinical office procedures designed 
to optimize scheduling and coordination of care between therapist and office staff.  We may share 
your health information, when appropriate, with referring physicians, clinical and pathology 
laboratories, or other health care personnel providing treatment to you, with your written 
permission. 

 
You have the right to: 

 Inspect and copy your health care information.  You may read, review and copy your health 
information, including your chart and billing records.  If you would like a copy of your health 
information, please let us know.  We may need to charge you a small fee to duplicate and assemble 
your copy. 

 Amend your health information.  You may ask us to update or modify your records if you 
believe that they are incorrect or incomplete.  We will accommodate your request as long as our 
office maintains this information.  Please make your request in writing, and inform us of the reason 
for the change, in detail.  Your request may be denied if the health information requested was not 
created by our office, is not part of our records or if the records pertaining to your health 
information are determined to be accurate and complete. 

 Receive documentation of your health information.  You may ask for a description of how and 
where your health information was used by our office for any reason other than treatment or 
payment or healthcare operations.  We will be able to provide this information as long as it is not 
older than seven years. 

 Request a paper copy of this notice.  You may obtain a copy of this privacy policy notice for 
your records at any time. 

 

Patient acknowledgement: 

 

 

Signature: __________________________________________ Date: _________________ 
 
Office initials and date: _______________________ 

http://www.trygca.com/
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Please sign the form below.  Acupuncture treatment will not be performed without your signed consent. 
 

 

CONSENT FORM FOR ACUPUNCTURE TREATMENTS 
 

I, the undersigned, hereby authorize Emily Hildebrand, Lic Ac, Dipl Ac and/or  John Freitas  Lic Ac, Dipl 
Ac and/or Deb Tyler, Lic Ac, Dipl Ac and/or Ben Walker, Lic Ac, Dipl Ac to perform the following 
specific procedures on me (or on the patient listed below, for whom I am legally responsible): 
 

Acupuncture: insertion of special sterilized needles through the skin into the underlying tissues at 
specific points on the surface of the body. 
 

Cupping: the use of vacuum cups on acupuncture points. 
 

Gua sha: scraping of the muscles. 
 

I understand that acupuncture is a generally safe method of treatment, but may have some side effects as 
described below. 
 

Potential benefits: drugless relief of presenting symptoms and improved balance of bodily 
energies which may lead to prevention or elimination of the presenting problem. 
 

Potential risks: discomfort, pain, infection and blistering at the site of procedure, temporary 
discoloration of aggravation of symptoms existing prior to the acupuncture treatment.  Unusual 
risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including 
lung puncture (pneumothorax).  Infection is another possible risk, although the clinic uses sterile 
disposable needles and maintains a clean and safe environment.  Bruising is a potential side effect 
of gua sha and cupping.  I understand that while this document describes the major risks of 
treatment, other side effects and risks may occur. 
 

Pregnancy: Acupuncture can be very beneficial in the treatment of symptoms during pregnancy.  I 
will notify my acupuncturist should I become pregnant or if I am in the process of trying to get 
pregnant so that my practitioner can avoid points that could induce premature labor or miscarriage. 
 

Acupuncture treatment is not a replacement for diagnostic medical procedures.  An acupuncturist does 

not diagnose according to standard medical practice, nor should a ‘Chinese diagnosis’ be considered a 
replacement for standard medical evaluation or testing.  If you have any concerns about what may be 

causing your symptoms, you must see a medical doctor. 
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In case of accidental exposure to body fluids through a needle stick injury, I consent to having a test for 
HIV and Hepatitis. I understand that the results of this test will be kept confidential. I do grant permission 
to release the results of these tests to the acupuncturist who received the needle puncture. 
 

With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been 
given to me by Emily Hildebrand, Lic Ac, Dipl Ac and/or  John Freitas  Lic Ac, Dipl Ac and/or Deb 
Tyler, Lic Ac, Dipl Ac and/or Ben Walker, Lic Ac, Dipl Ac regarding cure or improvement of my 
condition. 
 

I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions 
about its content, and by signing below I agree to the above-named procedures.  I intend this consent form 
to cover the entire course of treatment for my present condition and for any future condition(s) for which I 
seek treatment. 
 

I understand that I am free to withdraw my consent and to discontinue participation in these procedures at 
any time. 
 

I hereby release Emily Hildebrand, Lic Ac, Dipl Ac and/or  John Freitas  Lic Ac, Dipl Ac and/or Deb 
Tyler, Lic Ac, Dipl Ac and/or Ben Walker, Lic Ac, Dipl Ac from any and all liability which may occur in 
connection with the above mentioned procedures, except for failure to perform the procedures with 
appropriate medical care. 
 

 

 

Patient or Patient Representative Signature     Date 
 

 

         Relationship to patient 
 

 

 

 

Office Signature         Date 
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SPECIAL PRIVACY NOTICE FOR GROUP TREATMENT 
(COMMUNITY ACUPUNCTURE) 

 

Because patients are so close to each other during treatment, it is very important that we all make an effort 
to respect one another’s privacy.  We can do this by keeping our voices to a whisper, and by not speaking 
about what we have seen or heard about another’s treatment to anyone else. 
 

Privacy Consent for Group Treatment 

I consent to receive acupuncture treatment from Emily Hildebrand, Lic Ac, Dipl Ac and/or  John Freitas  
Lic Ac, Dipl Ac and/or Deb Tyler, Lic Ac, Dipl Ac and/or Ben Walker, Lic Ac, Dipl Ac in a group 
setting.  I understand that it is more difficult to maintain complete privacy in this setting, and that it is 
possible that other people will overhear conversations between me and my acupuncturist.  I understand 
that I can choose not to mention, or have my acupuncturist not mention, any sensitive health information 
in the group treatment room.  This sensitive information can be addressed in writing or in private.  I 
understand that my written health record will remain confidential regardless of the setting in which I am 
treated. 
 

 

Signature: ______________________________________________  Date: ___________________- 
 

 

Office initials and date: ________________________ 
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Financial Policy 
 

Payment is due at the time of treatment.  We accept checks, cash, debit cards, flex cards or Visa or 
MasterCard. 
 

Please make checks out to:  Greenfield Community Acupuncture. 
 

We make every attempt to make acupuncture available to as many people as possible at the most 
affordable rates.  In respect for this, we ask for 24 hours notice in advance of an appointment if it is 
necessary to cancel or reschedule an appointment. 
 

All appointments that are rescheduled with less than 24 hours advance notice, and appointments missed 
without notice, will be charged $15 for that appointment.  (The charge is $10 for a missed appointment on 
Tuesdays.) 
 

We do not accept/process insurance.  However, if your health insurance, auto insurance or worker’s 
compensation covers acupuncture treatments, we are happy to provide you with a detailed receipt to 
submit for reimbursement.  Acupuncture is also considered a qualified medical expense under Flexible 
Spending Account and Health Savings Account plans. 
 

Thank you for your understanding. 
 

I agree to the above policy. 
 

 

Signature: _____________________________________________  Date: ____________________ 
 

 

 

Office initials and date: _________________ 
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Treatment Planning 
 
Acupuncture works by stimulating your body’s innate ability to heal. Because effects are cumulative, we 
recommend frequent treatments at the beginning of any new issue. Most people progress through 3 
stages of treatment: relief, resolution, and staying well.  Rate your pain on a scale of 0 (no pain) to 10 
(excruciating).   The guide below will let you know what we recommend for your care. 
 
Please do not let money interfere with your care.  You can always talk to us to arrange a payment 
plan that works for you. 
 

Relief  
During this stage we focus on reducing your symptoms to get 
you out of acute distress. Treatments are frequent, even 
every other day or daily, until you start to feel better. 
Which means: if your pain = 10, you should come every day 
until the pain decreases significantly. 
 
If you rate your pain as 8 or higher, you should come every 
day for 5 days, and then we’ll re-evaluate. 
 
If your pain is less intense but still troublesome, a 3 – 8, you 
should come 2 – 3 times a week. 
 
If your pain is less than 3 and still troublesome, you should 
come once a week. 
 
NOTE: This is not forever.  We expect to see significant 
change in 2 – 4 weeks. 
 

  

Resolution  
Here we begin to focus on treating what got you in trouble in 
the first place, not just symptoms, but the cause of symptoms. 
Treatments are 1-2 times a week. 
 

  

Staying Well Come in once or twice a month for a tune-up. This will catch 
any minor issues before they turn into something and provide 
immune support and relief from everyday stress. 
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