
PALM SPRINGS ACUPUNCTURE

Patient Name: _________________________________________________________________ 

Address: _____________________________________________________________________ 

City, State, Zip: ________________________________________________________________ 

Phone: __________________                                                  Cell: ________________________ 

E-mail Address: _______________________________________________________________ 

Emergency Contact: ________________________ Phone: _____________________________ 

How did you hear about us? (Circle) Yelp / Google / Internet     Referred by: _______________________       

Height: ___________Weight: ______________ Age: ________Gender: ___________________ 

Date of Birth: ___________________ Occupation: ____________________________________ 

Main Complaints: ______________________________________________________________  

_______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Other Physicians of practitioners who are treating you and for what conditions: 

_____________________________________________________________________________

_____________________________________________________________________________ 

Medications/drugs/herbs/supplements you are taking: __________________________________

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Surgeries/Hospitalization:________________________________________________________

_____________________________________________________________________________  

Allergies:______________________________________________________________________ 

_____________________________________________________________________________



Additional Information you would like to add:



Print Name:

Form 914-10



Form 914-11



Telehealth / Herb Consultation Policies 

New Patient Intake Forms: 
Please download and print the new patient forms from our website. Fill them out and email or fax them 
back to us at least 1 day prior to your appointment time.  


Email:  info@palmspringsacupuncture.com

Fax:     760-699-7493


We will email you a link to log in for your appointment.


Please log in at least 5 minutes before your appointment time.  You will wait in our virtual waiting room 
and the doctor will be informed that you are there. He will initiate the visit at the scheduled time.


Payment: 
Payment is due prior to the time of service.  We will take your credit card information when you book 
your appointment.  The consultation fee will be charged at that time. The cost of herbs and shipping will 
be charged when we ship them.


Fees: 
New patient visit is $150 for the consultation (up to 20 minutes) + cost of herbs and shipping.  


Established patient visit is $100 for follow up appointments to check on progress and / or modify their 
formula (up to 15 minutes) + cost of herbs and shipping


Established patient visit for a new condition (up to 20 minutes) is $150 + cost of herbs and shipping.


There is no consultation fee for refills, just the cost for herbs and shipping.


150 grams of granulated extract for your custom herbal formula is $100 + shipping (2-4 weeks supply, 
dependent on dosage) 


Topicals, Lozenges, Syrups, Capsules, Chinese patent medications and Plasters - prices vary.


Cancellation Policy: 
We understand that, on occasion, circumstances arise which may prevent you from attending a 
scheduled appointment. To avoid being charged, our policy requires that you give us 24 hours notice 
that you are canceling your appointment or you will be charged in full for that appointment.  

Telehealth:  


I understand that Telehealth is the use of electronic information and communication to deliver services to 
an individual when they are located in a different site than the provider; and hereby consent to Palm 
Springs Acupuncture Center and Michael Boyer, L.Ac. to provide services to me via Telehealth. 


I understand that I am responsible for my own choices about my health and any treatment 
recommended by Palm Springs Acupuncture Center and Michael Boyer, L.Ac. 


I agree to all of the above:


Signed:  ____________________________________________________________________


Name:   _____________________________________________________________________


Date:   ______________________________________________________________________
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