New Patient Intake Form

Name: Date: Social Security #:

Date of Birth: Age: Email:

Address: City, State, Zip

Home Phone #: Work: Cell:

Occupation: |:| Please check here if we can email you updates and a newsletter.

Marital Statuss OM OS OW OD Height: Weight: Allergies:

Emergency Contact Name: Phone: Relationship:

Physician: (Name) (Phone)

General Questions: PLEASE MARK YOUR AREA OF PAIN

Have you had acupuncture before? (JYes (] No =) In|

Chief Complaint: : 0.

How long have you had this condition? EDUDEI
O \

Is it getting worse? [ [Yes [INo Does it bother your: (JSleep [JWork []Other ':,!:“EEF"‘;

What seemed to be the initial cause? oo

What seems to make it better? EI \"DN |:|.;I ki

What seems to make it worse? o

Are you experiencing pain right now? (JYes [] No ‘IIII‘EI

Describe your pain: (0Dull C0Sharp O Stabbing [COShooting C0Burning [1Other /n,

What makes your pain better? [(JHeat [Pressure [JMovement [JCold [[Massage

Family Medical History:

|:| Arteriosclerosis []JcCancer [IDiabetes [Jseizures [JAsthma [JHeart Disease [IStroke

[CJAlcoholism |:|High Blood Pressure [CJOther:

Are you currently on any medications? [No {IYes If Yes, Please List:

Do you take any vitamins/supplements? [INo [JYes If Yes, Please List:

Lifestyle:
[CJAlcohol # per day I:IStress [Marijuana [JRegular Exercise:
Type Frequency
Type Frequency
[ JTobacco # per day [IDrugs [ ]Occupational Hazards

Your Past Medical History: (Check any of the following conditions you currently have, or have had in the
past. Please also check if you feel any of the following are a significant part of your medical history)

|:| AIDs/HIV ] Diabetes [] Measles O Thyroid Disorders |:| Major Trauma:

[ Alcoholism [C] Emphysema ] Mumps O Tuberculosis

[ Allergies [ Epilepsy [] Pacemaker [0 Thyroid Fever

[ Appendicitis [ Goiter [ Pneumonia O Ulcers

[ Arteriosclerosis [ Gout [ Polio [0 Venereal Disease

[ Asthma [J Heart Disease [0 Rheumatic [J Whooping Cough ] other:
Fever

[ Birth Trauma [J High Blood O Scarlet Fever [ Surgery (Please List All)

(your own birth) Pressure
[ Cancer O Herpes [ Seizures
[] Chicken Pox ] Hepatitis O Stroke
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General Symptoms: (Please check all that apply)

LPoor appetite

[CIChills

[Dream-Disturbed
Sleep

EIFatigue

DFGVGI'

QAsthma/wheezing

[CIDifficulty breathing
when lying down

Ebough: If yes, is it
(OWet OR [Dry
OThick OR [IThin

[IDiarrhea

[INausea

[CJPain on urination

gHeavy appetite

[]Cold hands or feet

[Jinsomnia

DVertigo or
dizziness

[CJGlaucoma

[Nose bleeds
[JShortness of breath

Eboughing Blood
DTachycardia
[Fainting
DConstipation
JAcid regurgitation
[OBlood in urine

[(JLymph Nodes
Removed

Ocraves cold drinks

[JPoor circulation

ClHeavy Sleep

[OJBlurred vision

[JSinus problems

[[JHeadaches
OTight Chest

[CIPneumonia
[IBlood clots
[CISeizures
[Cintestinal Pain
COVomiting
OFrequent urination

Oinfectious Diseases:

[CICraves hot drinks

[CINight sweats

ClAnxiety
DDepression

CIRecent weight
loss/gain

CJEczema
[Hives
CIMigraines

CINumbness
[JHigh blood

pressure
DIrregular Heartbeat

[Bloody Stools

[Jtmpotence

[IBleed or bruise
easily

Osweat easily(describe):

[ Facial pain

Clpoor Memory

OREasily Stressed
OHair Loss

[CIChange in
hair/skin texture

[CIChest Pain

[Low blood pressure
[OHeart Palpitations
ODifficulty Breathing

[Bowel Movements:
Frequency per day

Musculoskeletal: (Please check all that apply)

ONeck/shoulder pain

[[IMuscle pain

DUpper Back Pain
[CJLow Back Pain

DJ oint Pain
[JRib Pain

[CLimited Range of Motion [_JOther:
CMuscle Spasm

Woman Only: Gynecology

Are you pregnant? OyesONo

Vaginal Discharge (Color)

Duration of flow

|:|Vaginal Sores

Length of cycle (Day 1 to Day 1) # Pregnancies

|:|Irregular Periods OPainful Periods
[aginal Odor [IClots
# Live Births Premature Births

CpMs

Date Last Period began

Age at Menopause

Please List Any Other Pertinent Information:

I agree that the information I provided on this intake is true. It is my responsibility to inform the Acupuncturist at
any point of my course of treatments if any information has changed.

Signature of Patient

Date
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