
 
 

Please provide the following information completely to the best of your ability so that we can provide you with the best service 
possible in all aspects of your treatment at our facility.  Thank you. 

PERSONAL INFORMATION         Date              
 
Last Name ______________________________________ M.I. ____ First Name ________________________________________ 
 
Address _____________________________________________________________________ Zip Code _____________________ 
 
Home # __________________________ Work # ____________________________ Cell # ________________________________ 
 
Email address _____________________________________ Email address #2  __________________________________________ 
 
SS # _______________________ Occupation _______________________________ Employer _____________________________ 
 
Male     Female     (circle one)  Date of Birth __________________________ Marital Status ____________________________ 
 
Spouse’s Name _______________________________________________________ Phone # _______________________________ 
 
Nearest Relative ______________________________________________________ Phone # _______________________________ 
 
Primary Dr. ________________________________________ Referred By _____________________________________________ 
 
How did you hear about us?   __________________________________________________________________________________ 
 
 

INSURANCE INFORMATION 
 
Private Insurance _________________________________ Policy # ________________________ Group # _________________              
  
Subscriber Name ________________________________________________Date of Birth_______________________________ 
 
Relationship to Patient ____________________________________________ SS# _____________________________________ 
 
********************************************************************************************************** 
 
Secondary Insurance _________________________________ Policy # ________________________ Group #_______________              
  
Subscriber Name ________________________________________________Date of Birth_______________________________ 
 
Relationship to Patient ____________________________________________ SS# _____________________________________ 
 
********************************************************************************************************** 
 
Injury Insurance _______________________________________________________________________ W/C ______ N/F ______ 
 
Address __________________________________________________________________Date of Injury _____________________ 
 
Claim # ________________________Adjuster __________________________ Phone # ______________________ Ext. ________ 
 
Attorney Name ________________________________________________ Phone # ______________________________________ 
 



 
CONSENT TO TREATMENT OF MINOR 

 
I hereby authorize Ira D. Zunin, M.D., M.P.H., and whomever he may designate to administer treatment as he so deems  
 
necessary to ____________________________________________________  Date of Birth _______________________________. 
 
SS # ________________________________________________________ Circle One-    M      F 
 
___________________________________________________________________    ____________________ 
Parent or Guardian Signature         Date 
 
 
MEDICAL INFORMATION RELEASE 
 
I hereby authorize Ira D. Zunin, M.D., M.P.H., and / or staff to release my confidential medical information to the following:  
 
Name ___________________________________ Relationship ___________________________ Phone # ____________________ 
 
 
 
MEDICATIONS DISCLOSURE 
 
I, __________________________ understand that my physician has the ability to provide me with the medications that I may need 
for my treatment.  I also understand that I will always be given the choice to receive a written prescription that I may fill at a 
pharmacy of my choosing.   
 
Name ___________________________________ Signature ___________________________ Date  ____________________ 
 
 
********************************************************************************************************** 
CHIEF COMPLAINT 
 
What is your chief complaint? _________________________________________________________________________________ 
 
Is this condition due to an: (Circle one)     Auto accident         Work injury         Other accident             Unknown cause           Illness 
 
Symptoms are (Circle one)   Improving     Getting worse     About the same     Come & go * Date symptoms appeared  ___________ 
 
Have you had these symptoms before?  If so, when? _________________________ How ? _________________________________ 
 
Circle activities that aggravate condition:     Standing     Walking     Sitting     Lying     Bending     Lifting      Twisting       Coughing 
 
Have you seen another health care practitioner for this condition?  If so, who?   
 
Name ______________________________________ Date _____________________ Diagnosis ____________________________ 
 



 
 
 
********************************************************************************************************** 
OTHER AREAS OF CONCERN/INTEREST  (“I am concerned about...” or “I would like to know more about…”) 
(Check off 1 or more areas) 
 

    Weight loss & nutrition       Fibromyalgia 
    Smoking cessation        Tension headaches 
    Chronic pain         Post stroke treatment 
    Diabetes         Post surgery treatment & general rehabilitation 
    Cancer         Sports preparation & rehabilitation 
    Stress         Depression 
    Repetitive injuries (ex. Carpel Tunnel)      Other areas:  ____________________________________ 

 
********************************************************************************************************** 
 
I understand and agree that health and accident insurance policies are in agreement between an insurance carrier and myself.  I 
authorize payment from my insurance carrier to be sent directly to this office with the understanding that all monies will be credited 
to my account upon receipt.  However I clearly understand and agree that monies rendered to me are charged directly to me and 
that I am personally responsible for payment.  I also understand that if I suspend or terminate my care that fees for my professional 
services rendered to me will be immediately due and payable.  In the event of default I promise to pay legal interest on the 
indebtedness together with any collection cost and reasonable attorney fees as may be required to effect collection.  I also 
understand that if I do not show up for a scheduled appointment I may be personally charged a $50 fee. 
 
 
Signature _____________________________________________________ Date ______________________   





 
 
 
 
 
 
 
                          
Dear patient,   
 
We would like to thank you for your confidence in and support of our clinic, and the 
emerging field of integrative healthcare.  It is your support and commitment that has 
allowed us to flourish and to provide you, and our community with the highest quality 
integrative healthcare.  We hope that Manakai O Malama will continue to be your partner 
in health for years to come.   
 
We are always looking at ways to improve our performance, and welcome your feedback 
as a way to direct our efforts. 
 
We would like to take this opportunity to review our cancellation policy.  Your scheduled 
visits are a crucial part of your treatment plan and recovery process.  Your individual 
treatment plan is also designed for your maximum benefit.  By missing an appointment or 
by arriving late and reducing your treatment time you may interrupt the healing process.  
We do understand that the unexpected happens, and that injury or illness may cause 
forgetfulness, ‘bad days’ etc.  To come for treatment may be the best antidote for those 
bad days.  We ask your consideration of the following simple guidelines: 

 
 Late Arrival – Please call if you expect to arrive more than 10 minutes late for an 

appointment.  Our practitioners will do their best to accommodate you if they can 
do so without disrupting another patients’ care.    

 
 Appointment Cancellations – If you need to cancel an appointment, please give 

us 24-48 hours notice.  This allows us to reassign that time slot, and reschedule 
your treatment as needed. 

 
 Missed Appointments – When you realize that you have missed an appointment, 

please call to reschedule right away.   If you miss 3 appointments without cause or 
notification we do reserve the right to suspend your treatment.   

 
By abiding by these guidelines you can help us maximize our efficiency and your service 
delivery.  On our part, we will continue to make every effort to stay on schedule, to 
ensure wait times are short, and to offer you the highest quality healthcare.  
 
Mahalo from all of us at Manakai O Malama   
 
 
I have read the above and agree to make every effort to abide by these guidelines in the 
future.   
 
Patient name:  __________________________   
 
Patient signature: __________________________           Date: ________________ 
 








