
Four Seasons Acupuncture, Inc. 
 

Patient Confidential Information Form 
    

First Name: ________________ Middle: ______ Last Name ___________________ 
 
Date of Birth: _____________________ Age: ____   Sex:  Male / Female (circle one) 
 
Address: _____________________________________________________________  
 
City__________________________ State____________ Zip: ___________________ 
 
Home Ph: ___________________ Cell Ph: ___________________ 
 
Email Address: ________________________________________________________ 
 
SS# (last four): ____________ Occupation: ____________________________ 
 
 
 
 
Emergency Contact: ____________________________ Phone #: ________________ 
 
Relationship of Contact: __________________________________________________ 
 
Number you prefer to be called regarding appointments/information:     C – W – H     
(circle) 
 
Referred by: ______________________Phone: _____________________________ 
 
 
 
 
 
I have read the above information and certify that it is true and correct to the best of 
my knowledge and herby authorize Four Seasons Acupuncture Treatments, Inc. to do 
what is necessary, in accordance with the state statutes, for the care and management 
of the complaint noted. 
 
 
 
Patient Signature: _______________________________ Date: ________________  


