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    Dr. Kate Kokoski BA.,ND  
     Doctor of Naturopathic Medicine 

 
                                                                                                    768-500 Country Hills Blvd NE  

                                                                                                                Calgary, AB T3K4Y7         
 
 

 
Acupuncture Intake Form Date: ______________ 
 
Name: _____________________________     Sex: M  F      Date of Birth: ______________  
Address: ________________________________________________________________ 
Telephone number (home): _____________________  (work): _____________________  
Email address: ____________________________________________________________ 
May we leave messages regarding your visits? ____________________________________  
Emergency contact name: ____________________________ Relation: _______________ 
Emergency contact number (work and home): ___________________________________ 
 
How did you hear about acupuncture at our office?  
_________________________________________________________________________ 
 
Chief Concern(s):  

1. __________________________________________________________________  
2. __________________________________________________________________  

3. __________________________________________________________________  

4. __________________________________________________________________  
 
Name of Medical Doctor: ________________________ Phone: ________________ 

Please list all current and past prescription medications, including dose: 
1. ________________________________ 2. __________________________________ 

3. ________________________________ 4. __________________________________ 
 
Please list all current and past non- prescription medications, such as herbs, supplements, 

vitamins, and homeopathics, including dose:  
1. ________________________________ 2. __________________________________ 
3. ________________________________ 4. __________________________________ 
 
Please list serious conditions, illnesses, injuries, surgeries, hospitalizations, and dates:  
_________________________________________________________________________  
_________________________________________________________________________ 
 
Please list any allergies: ______________________________________________________ 
 
Is there any chance you are currently pregnant or are you trying to conceive?  Y   N 
 
How would you rate your level of stress out of 10, 10 being the highest? _________________ 

 

What are your sources of stress and how do you cope?  
_________________________________________________________________________  
_________________________________________________________________________ 
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Informed Consent for Acupuncture Treatment 

I understand that although I am receiving acupuncture from a Naturopathic Doctor, I am not receiving a 

full Naturopathic assessment because I have requested acupuncture only. A full medical history will not 

be taken, and my health concerns will be addressed by acupuncture alone because Dr. Kokoski cannot 

make additional health recommendations without a properly integrated health history. A Naturopathic 

medical diagnosis will not be made. I will be told what health conditions cannot be treated adequately 

with acupuncture alone so that I can make an informative decision on whether to pursue another form of 

treatment in addition to acupuncture.  

It is very important to inform Dr. Kokoski of any disease/illness you currently have or have had in the 

past, as well as current and past medications, as well as if you are currently or there is any chance you are 

pregnant or breast-feeding. Also inform Dr. Kokoski of any allergies or suspected allergies at the first 

visit. 

By signing this consent form, you agree that you understand that;  

 Treatment results are variable for each individual and cannot be guaranteed.  

 Treatment plans and lengths are guidelines only and are subject to change according to individual 

progress. 

 You are free to consult with any other licensed health care provider as you chose and the 

acupuncture treatment Dr. Kokoski provides is not exclusive, but it is important that she is 

informed of any other treatment you are receiving in order to avoid negative interactions/side 

effects. 

 You understand the fee schedule and agree to pay for all costs of visits.  

 You understand that Dr. Kokoski is not an acupuncturist and it is your responsibility to ensure 

that acupuncture performed by a Naturopathic Doctor will be covered under your insurance plan.  

 The treatment you receive from Dr. Kokoski when requested without a chiropractic assessment is 

separate and distinct from the practice of the Doctors of Chiropractic, and you hereby waive all 

liability towards the aforementioned Doctors for any outcomes of acupuncture treatment.  

 

Pain, bruising, fainting or injury may occur with acupuncture. Puncturing of an organ is a rare possibility. 

You may experience a temporary exacerbation of symptoms, and may experience fatigue after your 

acupuncture treatments. You are encouraged to discuss your concerns with Dr. Kokoski. 

 

By signing this consent form, I agree that I have read and understand all of the above, including the 

potential risks and side effects of treatment, and thereby authorize my informed consent to acupuncture 

treatment by Dr. Kate Kokoski, Doctor of Naturopathic Medicine.  

 

 

 

_______________________                       _______________________                      ________________ 

Name of patient (please print)                     Signature of patient                                     Date 

 

_______________________                       _______________________                      ________________ 

Name of witness (please print)                    Signature of witness                                    Date 

 


