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MARIN L. KOKIN, L.Ac. 
KOKIN HEALING CENTER 
23603 Park Sorrento, Suite 101 
Calabasas, CA 91302 
Phone 818.456.4393 Fax 818.456.4345 

Dear New Patient:

Please find attached the patient information packet.

We look forward to seeing you at our Calabasas office.

We are located at 23603 Park Sorrento, Suite 101.  The nearest cross street 
is Park Granada.  There is complimentary valet parking in the Park Sorrento 
lot and the office is just through the archway on the right.

Directions: 

From the East/Los Angeles, exit 101 West at Valley Circle Blvd. and make 
a LEFT. Make a RIGHT on Calabasas Road.   Left on Park Granada.  LEFT 
on Park Sorrento. Parking lot entrance is on your immediate LEFT. 

From the West/Agoura, exit 101 East at Parkway Calabasas, and immediate 
LEFT onto Calabasas Road.  Make a RIGHT on Park Granada. LEFT on 
Park Sorrento. Parking lot entrance is on your immediate LEFT. 

Please remember to bring your paperwork and wear loose clothing.  

We look forward to meeting you!  

If you have any questions, please feel free to call (818) 456-4393. 

Please call 24 hours in advance to reschedule or cancel your appointment. 

ACUPUNCTURE • CHINESE MEDICINE • NUTRITION
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PATIENT REGISTRATION 

WELCOME TO OUR OFFICE!  PLEASE DO NOT HESITATE TO ASK US ANY QUESTIONS! 

Date: ___________________________  E-Mail: __________________________________ 

Patient:____________________________________________________________________ 
Last Name     First Name       MI 

Street Address:______________________________________________________________ 

City:_________________________________ State:______________ Zip:______________ 

Home Phone:___________________________ Work Phone:_________________________ 

Cell Phone:________________________ Cell Phone Carrier:_________________________ 

Birth Date:________________ Age:________ Sex: Male / Female   # of children:_________ 

Marital Status (please circle):   Single       Married       Divorced      Separated      Widow 

Social Security:_______________________ I.D. / Driver’s License:____________________ 

Employed:   Full Time    Part Time   Retired   None                Student:   Full Time   Part Time 

Emergency Contact Name: ____________________________ Relation: ________________ 

Emergency Phone: ___________________________________________________________ 

Whom may we thank for the referral? ____________________________________________ 

Patient Signature: ____________________________________________________________ 

INSURANCE INFORMATION 

Relationship to Insured:      Self      Spouse       Child      Other / Describe_______________ 
Insured’s Name:____________________________________________________________ 

   Last Name     First Name       MI 
Birth Date:________________ Age:_______  SSN#:________________Sex:  Male / Female 
Employer Name: ____________________________________________________________ 
Employer Address:___________________________________________________________ 
Insurance Company:________________________________________________________ 
Address:___________________________________________________________________ 
Phone:____________________________________________________________________ 
ID#:______________________________________________________________________ 
Is your condition related to employment (past or current)   Yes      No   Worker’s Comp?    Yes     No 
Is your condition related to an auto accident/personal injury?      Yes         No 

If you’ve answered “yes” to one of the above, please ask for work comp/personal injury 
form. 
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PATIENT CONDITION 

Patient Name:__________________________________________    Date:___________________ 

Reason for visit: __________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Have you seen any other doctor about this condition? __________ If yes, when? ____________ 
Doctor’s name:___________________________________________________________________ 
Doctor’s phone number: ________________________ Address? ___________________________ 

When was your last medical examination?______________________________________________ 
Who is your regular doctor?_________________________________________________________ 
Doctor’s phone number: ________________________ Address? ___________________________ 

Please answer the following: (please circle your answer) 
Females: Are you pregnant? Yes            No Due Date: ________________ 
Are you hungry?  Yes            No 
Are you HIV positive?  Yes            No 
Do you have hepatitis?  Yes            No 
Do you have a pacemaker? Yes            No 

List any prescribed medication that you are presently taking: 

MEDICATION   DOSAGE REASON 

1. ______________________________________________________________________________
2. ______________________________________________________________________________
3. ______________________________________________________________________________
4. ______________________________________________________________________________

What vitamins, herbs, and/or supplements do you regularly take? 

MEDICATION  DOSAGE   REASON 

1. ______________________________________________________________________________
2. ______________________________________________________________________________
3. ______________________________________________________________________________
4. ______________________________________________________________________________

FOR MINORS: List both Parents’ Names, Addresses and Phone Numbers (work, home and cell) 
Mother: __________________________________________________________________________ 
Father: __________________________________________________________________________ 
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MARI   MARIN L. KOKIN, L.Ac. 

KOKIN HEALING CENTER 
23603 Park Sorrento, Suite 101 
Calabasas, CA 91302 
Phone 818.456.4393 Fax 818.456.4345 

        Patient Signature Date 

_____________________________________ 
 Patient Name (print) 

ACUPUNCTURE        • CHINESE MEDICINE • NUTRITION

CANCELLATION POLICY 

Due to excessive “cancellations and “no-shows”, we are left with no 
choice but to reinstate our 24 hour cancellation policy.  We have reserved 
the time and room to accommodate your schedule.  If you are unable to 
keep your appointment, it is your responsibility to provide us 24 hours 
notice. 

IF LESS THAN 24 HOURS IS GIVEN A FEE OF $90.00 FOR 
ACUPUNCTURE / $100.00 FOR MASSAGE WILL BE YOUR 
FINANCIAL LIABILITY.  PLEASE KEEP IN MIND THAT YOUR 
INSURANCE COMPANY DOES NOT COVER THIS FEE.  

CANCELLATIONS FOR MONDAY APPOINTMENTS MUST 
BE DONE ON SATURDAY TO AVOID A LATE FEE.

We understand an emergency may arise from time to time, 
preventing you from keeping your appointment.  Re-scheduling your 
appointment in a timely manner may avoid such fee. 

I have read and understood the policy.  I am aware that I will be 
personally responsible for any cancellation fees.  I feel this is a fair 
policy for everyone in need of acupuncture / massage treatment:

___________________________________________________
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