LISA YOUNG NTP, ACN
1137 WEST AVE M-14 SUITE 102  PALMDALE, CA 93551 661-274-7952 PHONE  661-274-7957 FAX
OFFICE.LISAYOUNGNTP@GMAIL.COM

PLEASE PRINT

PERSONAL INFORMATION

NAME_______________________________________________   DATE___________________________________

ADDRESS_____________________________________CITY________________ STATE_______ZIP___________

PHONE______________________SOC. SEC. NO.____________________ DATE OF BIRTH____________________

EMAIL ADDRESS ________________________________________________________________________________

MARITAL STATUS___________SEX__________AGE_________NUMBER OF CHILDREN_____________________

OCCUPATION______________________________EMPLOYER__________________________________________

ADDRESS_________________________CITY/ZIP___________________TELEPHONE_______________________

NAME OF SPOUSE/PARENT_________________________________________________ 

SPOUSE/PARENT TELEPHONE_________________________________
EMERGENCY NOTIFICATION

NAME _____________________________________________________________________

ADDRESS_________________________CITY/ZIP___________________TELEPHONE_______________________

REFERRED BY___________________________________________________________________________________
FINANCIAL AGREEMENT

I understand that all services are rendered on a cash, check, or credit card basis.  Unless other arrangements have been made and approved, I agree to pay for each session at the time of the session.  I also agree to the $20 returned check charge in the event that my check is returned.

Date________________ Patient's Signature______________________________________________

FEES AND CANCELLATION POLICY
At the time of booking your initial appointment, a credit card will be necessary to hold your appointment.  New patient appointments, as well as return visit appointments, can be changed or cancelled at no charge before 48 business hours of the initial appointment; or 24 business hours for return visits.  If you miss your appointment or cancel within the 24/48 business hours prior to your appointment, your credit card will be charged for the missed appointment.  The fee is the same as the appointment fee.  
Credit card number: ____________________________________________  Exp: ___________________ CVV: ____________
Date____________________________   Patient’s Signature ______________________________________________________________

CURRENT HEALTH CONDITION

PRESENT/CURRENT COMPLAINT_______________________________________________________________________
TODAYS CONDITION STARTED WHEN?__________________________________________________________________
WHAT ACTIVITIES AGGRAVATE YOUR CONDITION?_____________________________________________________
WHAT ACTIVITIES LESSEN YOUR CONDITION?__________________________________________________________
IS CONDITION WORSE DURING CERTAIN TIMES OF THE DAY?____________________________________________
IS THIS CONDITION INTERFERING WITH WORK?______ SLEEP?______ ROUTINE? ________
OTHER DOCTORS SEEN FOR THIS CONDITION____________________________________________________________
FAMILY HISTORY- PLEASE LIST ANY AILMENTS _________________________________________________________

_______________________________________________________________________________________________________

