NEwW PATIENT INTAKE FORM

Todav’s Date

Name SS#H
Marital Status
Address AMOAF
Email
City, State, Zip Occupation
Home Phone Work
Emergency Contact’s Name & Phone
Referred by
Reason for visit today Have you had acupuncture

before? JYes (I No

How long have you had this condition?
Is it getting worse?
What seemed to be the initial cause?

What seems to make it better?

What seems to make it worse?

Are you under the care of a physician now? (JYes [JNo
Physician’s name

Other concurrent therapies

If yes, for what?

Age

Ht Wt

Cell

Chinese herbal medicine?
dYes No

Does it bother your 1 Sleep 1 Work ) Other (specify)

Physician’s phone

Health Insurance Info:

Insurance Co. Name Policy #
Address Phone
City, State, Zip
Medicare Info:
Insurance Co. Name Policy #
Address Phone
City, State, Zip
Family Medical History
) Allergies (L) 2 Arterinsclerasis ) Cancer type) U Dinbetes (Type: i O Seirures
I Asthma ) U Hleart disease J Stroke
J Alcoholism = Depression 1 High blaod pressare

Your Past Medical History

{Check any of the following conditions yon currently have, ar have had in the past. Please alse check if you feel any of the fallowing are & significant part of your medical history.

O A=y ) Diabetes (Type: I O Mushtiple Sclerosis O Sargery (list) 1 Tubercalasis
IJ Aleohalizm J Emphysems J Mumps i e O Typhoid fever
J ARergies U Epilepsy O Pacemaker {Dute: ) O Uleers
1 Appendicitis 3 Gaiter J Pleurisy = O Venereal discase
O Arterinscherasis J Goaut ) Poromania I Thyrnid dissrders A Whooping ceugh
J Asthma 2 Heart disease ) Palin 1 Major trauma 1 Ovther {Specify)
J Birth tranma < Hepatitis (Type: | J Rheamatic fever {Car, fall, ete—list)
{vemr swn birth) O Herpes  [Type: b J Scarlet fever

O Camcer J High hlsod pressure Ol Seirnres
O Chicken pax I Measles J Sirake N
Your Diet
Appetite [ Low O CalfesTea Proicin Intake ) Low L Artificial U Segar Thirst for water:

O High [ Saft Drinks/Fruit Juices 0 High Sweeleners O Salty faods # glasses per day:
Average Daily Menu
Marming Snack TNy Snack Evening Snack

Fharmaceuticals taken in the st I moaths:
Vitamins/supplements taken in the kst 1 manths;

Practitioner Use Only




Your Lifestyle

1 Adcnhal A Marijuans J Stress Regular Exercise
U Tebaces U Dirugs U Dcrupational hazards Type Frequency
Type Frequency
General Symptoms
I Paor appetite 2 Poor sheep 1 Badily hesviness O Ohills  Bleed or brmise easily
J Heavy appetite ) Heavy dleep O Caldl hands ar fect 1 Night sweats o Peculiar ste {Describe)
(3 Strnngty like ool drinks J Dresm-disturhed slecp J Peor circulation L Sweat easily
L Strongly like hot drinks - Fatigne ) Shortmess of hresth 1 Muscle cramps
I Recent weight loss/zain  Lack of stremgih ) Fever I Vertign ar dizziness N
Head, Eyes, Ears Nose, Throat
[} Glasses (What age: I Night blindaes= I G problems I Recurrent sare throat 1 Headuches
(I Eve strain [ Mynpis sr Preshyapia [ Sares min lips or (angoe J Swallen glands 1 Migraines
) Eye pain O Glaseoms O Dry mamth ) Lamps in thraat J Concussisns
Red eves J Cataracis ) Excessive saliva ) Enlarped thyrsid (ber head ar meck problems
Ol tichy eves I Teeth problems U Sinus prablems d Nasehleeds
Ll Spals in eyes [ Grinding teeth ) Excessive phlegin [l Rimging in ears {High or LowT)
ll Pear vision aT™) Calor: 1 Poar hearing
) Biurred vision ) Facial pain [ Esraches
Respiratory
[ Dafficulty breathing when I Tight chess J Cough Calor of phlcgm A Coughing ap bleod
bying down J Asthma/wheering Wet or Dry?  Presmonis
() Shortness of breath I Difficult inkalstion® exhalation®  Thick or thinT
Cardiovascular
(1 High bined pressare d Low blosd pressare [ Chest paiin I Tachyeardia 1 Phiehitis
. Bload clats I Fainting [ Diffirwity breathing J Heart palpitstions J Irregular beartheat
Gastrointestinal
 Nauses ' Dimrrhes | Intestinal pain or cramping Powel movements:
I Vamiting I Crastipation O Borning anns
J Acud regurpitation ) Black steals 0 Rectal pain Frequency Textarefarm
O Gas [ Blonady stonds 1 Anal fissares
J Hiccop I Mucons im staals O Laxative use Ciabar Odar
0 Blaating [ Hemvorrhsid What kind *
I Bl hreath i Tchy sows How aften?
Musculoskeletal
L Neckishoulder paim 3 Upper back pain Ol Jnimt pain ) Limited range of mation Oxther (Thescribe)
J Mimscle pain ) Low back pain 0O Rib paiim ) Limited use
Skin and Hair
O Rashes  Ecrema [ Dandrufl 0 Chesmge in hairfshin fevmure Other hair ar skim problems
U Hives 2 Peoriasis [ Ichimg ' Fungal infrctinas
d Ulcerations J Acne |J Hair loss
Neumpsvchuluglcal
 Poor memary 0 Drritahility J Considered attempied Orither {Specily )
:I\'-nheu 2 Depression [ Easily stressed caicide
O Tics J Anxiety [ Abmse smrvivor ) Seving a therapist
Genitourinary
L) Pain on urination ) Binnd in wrine O Veneresl disease i Increased lihida J Impatence
1 Frequent urinatisn J Unable ta hald srine [ ] i L Decreased lilide I Premamre ejscubation
) Urgent wrination J Incomplete wrination 1 Wake s urinaie 1 Kidney sinne J Necturnal emission
Gynecology
J Age menses began ) Duration of flow ) Vaginal discharge U Breast lumps Date of last PAP
{eabor) # Pregoanch
Length of cycle {day 1 tn day 1) O trregular perieds ) Vagimal sares # Live births.
I Painful perinds I Vapinal sdar € Premature births Dhate last peried began
drms O Clots Age ot mennpanse

Other
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