
Lotus Path, LLC  
5848 Old Hendersonville Hwy 

Pisgah Forest, NC 28768 

 

      Health Information and Privacy Use & Disclosure 
  
Dear Valued Patient,  

 

This notice describes this office’s policy for how medical information about you may be used and disclosed, how 

you can get access to this information, and how your privacy is being protected.  

      In order to maintain the level of service that you expect from this office, we may need to share limited 

personal medical and financial information with your insurance company, with Worker’s Compensation (and your 

employer as well in this instance), or with other medical practitioners that you authorize. 

           **I consent to such uses as permitted by law:  Please initial ___________  

 

Safeguards in place at this office include:  

 Limited access to where information is stored.  

 Policies and procedures for handling information.  

 Requirements for third parties to contractually comply with privacy laws.  

 All medical files and records are kept on permanent file 

Types of information that we gather and use:  

In administering your health care, we gather and maintain information that may include nonpublic personal information:  

 About your financial transactions with us (billing transactions).  

 From your medical history, treatment notes, all test results, and any letters,  

faxes, emails or telephone conversations to or from other health care  

practitioners.  

  From health care providers, insurance companies, workman’s comp and other third part administrators (e.g. 

requests for medical records, claim payment information).  
 

 

I request the following restrictions to the use or disclosure of my health information: 

 

_______________________________________________________________________ 

 

Please identify the name(s) of individuals we may discuss your health information with: 

 

_______________________________________________________________________ 

(Doctor, family member, other practitioners, etc.) 

 

 May we leave a message on your cell, work and/or home # using practitioner’s name:   yes no 
 

 

***I fully understand and accept or decline (circle one) the information of this consent. 

 

___________________________________________   _______________________ 

Signature        Date 



Lotus Path 
 

Pediatric Intake Form 

 
Date: _____________ 

 

Child’s name: _______________________________________  DOB: _______________________ 

 

Diagnosis if applicable:_______________________ 

 

Parent/Guardian Information: 

 

Name: ___________________________________      Relationship to child: ___________________________ 

 

Home #: ____________________     Work #: __________________________ 

 

Home Address:  ___________________________________________  Cell #:___________________________ 

    

 ___________________________________________ Email: ___________________________ 

 

 

 

Pediatrician’s Name:___________________________________    Phone #: ______________________________ 

 

Please list current medications/precautions: ______________________________________________________________ 

   

Please list known allergies: ___________________________________________________________________________ 

 

Brief history of pregnancy, labor and delivery:____________________________________________________________ 

 

 _________________________________________________________________________________________________ 

 

Brief history of medical conditions since birth: ____________________________________________________________ 

 

__________________________________________________________________________________________________ 

 

Brief History of Development: _________________________________________________________________________ 

 

__________________________________________________________________________________________________ 

 

Vaccinations received (and any adverse reactions/complications):_____________________________________________ 

 

_________________________________________________________________________________________________ 

 

Is your child currently receiving therapeutic intervention (OT, PT, Speech, Massage Therapy Services, etc.- if  

 

yes, where):________________________________________________________________________________________ 

 

How did you hear about this service (referred, advertisement, etc.): ____________________________________________ 

 

Please use this line and back of paper to expand on any information?__________________________________________ 



 

Lotus Path, LLC  
 

Consent to Treatment Form  
 

By signing below, I do hereby voluntarily consent to be treated with acupuncture, herbal and nutritional supplements and 

other complementary therapies listed below: 

 

Acupuncture/Moxibustion/Gua Sha/Cupping/Tui Na: I understand that acupuncture is performed by the insertion of  

sterilized single use needles through the skin or by the application of heat to the skin (or both) at certain points on or near 

the surface of the body in an attempt to treat bodily dysfunction or diseases, to modify or prevent pain perception, and to 

normalize the body’s physiological functions. I am aware that certain adverse side effects may result. These could include, 

but are not limited to: local bruising, minor bleeding, fainting, pain or discomfort, and the possible aggravation of 

symptoms existing prior to acupuncture treatment. I understand that no guarantees concerning its use and effects are given 

to me and that I am free to stop acupuncture treatment at any time.  I also understand that if I receive Moxibustion as part 

of therapy, there is a possible risk of burning or scarring from its use.   Gua Sha and Cupping may cause skin bruising 

and/or irritation and some individuals may request that no herbal liniments be used with these treatments due to sensitive 

skin.   I understand that I may refuse any of these therapies at any time.  

 

Chinese Herbs/Tinctures/Other Nutritional Supplements: I understand that these may be recommended to me to assist 

in the treatment of  bodily dysfunction or disease, to modify / decrease pain perception, and to normalize the body’s 

physiological functions. I understand that I am not required to take these substances but must follow the directions for 

administration and dosage if I do decide to take them. I am aware that certain adverse side effects may result from taking 

these substances. These could include, but are not limited to: changes in bowel movement, abdominal pain or discomfort, 

and the possible aggravation of symptoms existing prior to herbal treatment. Should I experience any problems, which I 

associate with these substances, I should suspend taking them and call the office as soon as possible.  

 

Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered with the acupuncture. I 

am aware that certain adverse side effects may result. These may include, but are not limited to: electrical shock, pain or 

discomfort, and the possible aggravation of symptoms existing prior to treatment. I understand that it is my obligation to 

let this therapist know if I have a pacemaker or suffer from any type of seizure disorder.  I understand that I may refuse 

this treatment at any time.  

 

CranioSacral/Lymphatic Drainage/Visceral Manipulation/Neurolink Integration (NIS) /NAET/Touch for 

Health/NET:  I understand that these treatment approaches are gentle, non-invasive methods of evaluating body function 

that are used to support body wellness.  I understand that these treatment approaches are not to be considered a substitute 

for medical treatment or medications.  I am also aware that these modalities do not diagnose or cure disease and upon 

assessment or during future sessions it may be necessary for this practitioner to refer me to a physician, psychologist, 

chiropractor, etc. for further evaluation.  I understand that I may refuse any of these treatments at any time. 

 

 

I understand that there may be other treatment alternatives that may be appropriate in the future and that the treating 

practitioner will discuss them with me prior to their use.   

 

I have carefully read and understand all of the above information and am fully aware of what I am signing. I understand 

that I may ask my practitioner for a more detailed explanation. I give my permission and consent to treatment.  

 

 

 

Signature: ______________________________________________ Date:________________________  

 

Printed Name:___________________________________________ 

 

 



 

Lotus Path, LLC 

 
Policies & Fees for Treatments 

 

 

1.) Client/Parent/Guardian must complete a health history form and update as necessary (it is the 

client/parent responsibility to let the practitioner know of any medical or contact information changes).  

 

 

2.) Clients are responsible for payment by cash, check or credit card
1
 at the time treatment is rendered 

unless otherwise discussed. 
 

1 
when choosing to use credit card please note there would be a 2.4% discount off your total transaction for opting to use  

 cash/check payment instead.  
 

 

3.) There is a $15.00 fee for returned checks.                        
 

 

At Time of Service fees are as follows: 

 

 

            New Consult/Evaluation with Kelley:  $250.00 

             

Follow up Treatment Sessions with:         Kelley Toms, LAc, OTR/L       

 

50 minute                                 $175.00       

 30 minute                                 $ 125.00    

 15 minute                                 $ 65.00  

 ReBalance                                            $ 50.00    

 

 

4.) If cancellation is necessary, please give at least 24 hour notice so the space can be filled.  If 24 hour 

notice is not provided, the session will be billed at the regular fee 

 

 

*** I understand and agree with the policies and fees outlined within.  I agree to be fully responsible 

for payment of services provided at the time of treatment session.    

 

 

 

____________  ________________________________________________ 

            Date     Signature of Client/Parent 
 

 
 

 

________________________________________________________________________________________________________________________ 
 

Lotus Path, LLC  5848 Old Hendersonville Hwy  Pisgah Forest, NC 28768  828-384-0390 


