Toni Hoelting, L. Ac   Dipl. Ac

Client Contact Information

Please list the family members or other persons, if any, whom we may inform about your health condition and your treatment.

Please list the family members or other persons, if any, whom we may inform about your health condition, ONLY IN AN EMERGENCY.

Name:____________________________________________ Phone#_______________

Name:_____________________________________________Phone#_______________

Please print the address of where you would like any correspondence from our office to be sent IF OTHER THAN YOUR HOME.
Please indicate if you want all correspondence from our office sent in a sealed envelope marked CONFIDENTIAL.    ___________YES             ________NO

Please print the phone number(s) where you want to receive calls about your appointments or other health care information,  IF OTHER THAN YOUR HOME NUMBER. __________________________________________________________

Can we leave confidential messages (i.e appointment reminders) on your telephone answering machine or voice mail?  _________Yes        _________No

__________________________________


_______________________

Patient Name






Date Signed

