MCLEAN CENTER FOR COMPLEMENTARY
     CLINICAL TREATMENT FORM
AND ALTERNATIVE MEDICINE, PLC

8214 Old Courthouse Road, Vienna, VA 22182     Phone: (703) 499 4428   E-mail: ArthurFan@ChineseMedicineDoctor.US

Patient Name: _____________________, _____________________ 
Sex: M / F  
 Birth date: ____________ 

Last
                           First




(mm/dd/yyyy)

Marriage status: ( Single,  ( Married,  ( Divorced,  ( Other,    SSN: ____________________
  ( Worked related?





( Auto related?

Health Plan:

      ( Primary, ( Secondary
Plan ID: _________________  
Group#: ____________________Employer: _____________________________                  
PCP Referral required? ( Yes  ( No If yes, referred by (Name of Doctor) _______________ Phone#: ____________

	Patient Mailing Address and Phone Number
	

	Address:  _______________________________________
	Subscriber’s Name: ______________________________

	City/State/Zip:___________________________________
	Birth Date (mm/dd/yyyy)  _________________________

	Email:   ________________________________________ 
	Emergency Contact: ____________,Phone:___________

	Cellular phone:    _________________________________
	Patient’s Other Phone: ____________________________

	Above information is complete and accurate to best of my knowledge. Signature:________________, Date:_____________


	Condition Treated/Western Diagnosis
ICD-9 Code
	Eastern Diagnosis

	1. ______________________________
____________
	1._____________________________________________

	2. ______________________________
____________
	2._____________________________________________

	3. ______________________________
____________
	3._____________________________________________

	4. ______________________________
____________
	(New Condition, (Acute Condition, (Chronic Condition

	Treatment/ Services Submitted
	

	Date: From: _______________ Through: ______________
	( Acupuncture
( Home Care Advice
( Diet

	Total # Office Visits/Acupuncture: ___________________
	( Electrostimulation
( GuaSha

( Herbs

	( Established Patient Exam: ________________________
	( Maxibustion

( Acupressure/TuiNa
( Cupping

	Other Services: ___________________________________
	( Cold/ Heat Pad
( Infrared/Heat Lamp
( Qigong

	Estimated Date of Release: _________________________
	( Nutritional Supplements ( Rehab Exercise    ( Other


PATIENT’S CURRENT MAIN COMPLAINT, MECHANISM OF INJURY/ONSET AND PHYSICAL EXAM: 

CURRENT TREATMENTS: 





Signature of treating provider:  _________________________________ Date: __________________________________
Special Notes:______________________________________________________________________________________
