Acupuncture Form

Patient Name: Date:

Address: City: State: Zip:
Phone: Home: Cell: Work:

Date of Birth: Age: Email:

Marital Status: OM O S O WO D Occupation:

Emergency Contact’s Name: Phone:

Physician’s Name: Phone:

Height: Weight: Allergies: (To Medications):

Insurance Carrier: Policy #:

Telephone number: 0O Insured [ Family member policy#:

1. Acupuncture before? [ Yes [ No Have you eaten today? [ Yes [J No : time of last meal?
2. What is the problem that brought you here today?
3.Was there a Physician’s Diagnosis:
4. Has there been anything that has ever been able to change your problem in any way? [ Yes [ No

a. If yes, please describe.
5. When did this problem first appear?

6. Is it constant or does it come and go?
7. If applicable, does the problem ever move? (For example, pain or spasms that occur in different joints or muscles at

different times) [J Yes [J No 4 " R —— -
8. Do you have a history of chronic pain? 0 Yes ] No kbl et - il e

9. Type of Pain: ODull OAching [Stabbing (1 Throbbing
10. Are you experiencing pain right now? 03 Yes [J No
11. If yes, what number best describes your pain?

0-10 Pain Intensity Numeric Rating Scale (NRS)

0 1 2 3 4 5 6 7 8 9 10
S S N S t
None  Mid Moderate Severe

12. What is the frequency of the pain? [ ] Continuous [_] Infermittent

13. What makes your pain better? Please check all that apply: CJHeat OCold CJPressure CJRest
OMovement COMassage COOther:

14. Is your illness affected by seasonal changes? Please describe.

15. Are there other problems you would like addressed?

16. Have you had any surgeries? If yes, what type of surgery and when did you have it done?

17. History of Significant Illness: Self: (Please include all past accidents, Childhood illnesses, and the date that they
occurred, History of Vaccinations: Any reactions that you remember? Any unusual vaccinations?):

18. Do you have any infectious diseases? [ ]Yes [ | No If Yes, Please List:
19.General Health (pleases check all that apply): CJPoor Appetite [1Disturbed Sleep CJinsomnia JFatigue C1Poor
Coordination [JWeight Gain C1Cold Hands and Feet CINight Sweats [1Cold Abdomen O Tremors CJLarge Appetite
OJLocalized Weakness [IStrong Thirst JWeight Loss [CIFevers [Poor Balance [1Bruise/Bleed Easily (JSweat Easily
Cravings (explain below) OChills C1Sudden Energy Drop [JSoft/Brittle Nails [JCatch Colds Easily CJOther (please

specify):
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20.Skin and Hair (please check all that apply):Rashes Oltching CDandruff JUIcerations [1Redness [1Eczema
CIPsoriasis CHair Loss CIHives CPimples [JRecent Moles [Other (please specify)

21.Head, Eyes, Ears, Nose, Throat (please check all that apply): [C1Dizziness [JEye Pain [Blurred Vision [JFloaters
OSpots in Eyes ONight Blindness CIRinging in Ears CPoor Hearing C1Earaches r1Headaches CiMigraines [Recurrent
Sore Throats OSores on Lips orTongue ODry Mouth/Throat [1Bleeding Gums C1Nosebleeds mFacial Pain mJaw
Clicking COToothaches [Other (please specify) :

22.Cardiovascular (please check all that apply): CDizziness [1Low Blood Pressure CHigh Blood Pressure [irregular
Blood pressure Olrregular Heart Beat [JFainting CCold Hands/Feet C1Chest Pain C1Swelling of Hands/Feet mBlood
Clots ODifficulty Breathing CPalpitations C1Other (please specify) :

23.Respiratory (please check all that apply): C1Cough TICoughing Blood CJAsthma CIBronchitis CIPneumonia
OCoughing Phlegm CPain with deep breath CJShortness of Breath [INasal Congestion CIDifficulty breathing when lying
down [QOOther (please specify) :
24.Gastrointestinal/Abdominal issues (please check all that apply): CiNausea [JVomiting [IDiarrhea [Constipation
OGas OBloating CBelching OAbdominal Pain/Cramps [Jindigestion [Heartburn/Reflux [JRetention of Food in
Stomach CLack of Appetite [IExcessive Appetite CIRectal Pain [1Black Stools [1Blood in Stool CIHemorrhoids r1Bad
Breath CSensitive Abdomen [IChronic Laxative Use C1Other (please

specify):
25.Urinary and Genital (please check all that apply): CIPain on Urination CJFrequent Urination mIBlood in Urine
OUrgency to Urinate Unable to Hold Urine [IKidney Stones mDecrease in Urine Flow [Jlmpotence [1Sores on
Genitals [JWaking at Night to Urinate (how many times) [7Other (please specify):

26.Musculoskeletal (please check all that apply): CINeck Pain CBack Pain C1Knee Pain CIMuscle Pain [JFoot/Ankle

Pain OOShoulder Pain [OHip Pain JHand/Wrist Pain [JSciatica CIMuscle Weakness [1Other Joint/Bone Problems
(please specify):
27.Psychological and Neurological (please check all that apply): CISeizures MDizziness [JLoss of Balance CAreas of
Numbness C1Poor Memory CLack of Coordination [IConcussion [I1Depression [JAnxiety C1Bad Temper [Easily
Stressed OJAttempted Suicide CJEmotional Problems [1O0ther (please specify)

28. Autoimmune and inflammatory conditions: [ hashimoto’s disease (thyroid) [ rheumatism
0O systemic lupus erthematosus [J colitis [ crohn’s 7 alopecia (baldness) [ allergy [ food allergy
O atopic dermatitis O neurodermatitis (3 cellulitis CIsinus allergy 03 vulvitis Cother:
29. Allergies: [J Yes O No (Check Type: [JAnimal products/gelatin 3 Citrus [JHoney [JPollen [JFermented products
OShellfish] Soy M Tale OWheat [Grass [IOther (Please Describe):

30.Family Medical History: (check all which apply and specify which blood relative-father, mother, grandparents.

brothers, or sisters): C1Cancer (List below:type/family member) CJHigh Blood Pressure [JHepatitis Rheumatic Fever
Olnfectious Disease CDiabetes CHeart Disease [JSeizures [1Emotional Disorder [ Tuberculosis CJOther (please
specify)
31.Sleep: COCan't fall asleep, but once asleep stays asleep CWakes easily[Jtossing and turning, excessive
dreaming/easily awakened, irritability CJGrinds teeth in sleep [IRestless sleep [Dream disturbed sleep [1Sleep Apnea
OViolent dreams [JDreamless sleep CIAfter eating Lethargy or sleepiness [IFatigue after eating [JOther sleep issues:

Number of hours per Do you awake very early and are [7 Yes (7 No
night that you sleep: then unable to go back to sleep?
Do you have trouble OYes [ No Do you wake up frequently? 7 Yes 7 No
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[ falling to sleep? | [ 1f so when? | | '
32. Beverage intake/Smoking/Recreational: [1Coffee CBlack Tea CCaffeinated Beverages (CIRecreational Drug:

O Yes 0J No) (OTobacco 03 yes O No [0 Ever Smoked? ClYesO No Ifyes, when
Quit: a. If smoking, how many cigarettes do you smoke daily?
daily? DAlcohol : 1 yes O No (Amount per day? # per week? C1Exercise (please specify type,

how often, and length of time):
33. Lifestyle: (rest, stress, emotions, tendencies, balance between work and play): Check all that apply: CJAnxiety
OMania CJPanic Attacks CIMood Swings C1Depression [JSeasonal Affective Disorder
OOther:
Hobbies? CYesCONo [If No: Why? (Type):
Do you feel you maintain a healthy balance between work and relaxation? OYesNo Oif No, Explain:

b. How many of packs do you smoke

Travel: Places visited within the past year: (any out of country travel)?
Working environment: [JGood [, Bad Explain:
Living Conditions: (Home situation): _[JGood [J, Bad Explain:
34. (Female): Gynecological (please fill in where necessary): If Applicable:

Are you Pregnant: mYes CONo Trying to conceive: OYes INo  Problems with conception: OYes ONo

Age of 1st Period Age at menopause # of Pregnancies #of Live Births
# of Premature Births # of Miscarriages/Abortions # of days between periods
# of days of flow Color of blood: (light/dark)/(thick or thin) CIClots: O YesJ No (Color: )

CIPainful Menses Olrregular Menses [JPremenstrual Symptoms CJStrong Menstrual Odor
[Vaginal Discharge CVaginal Odor [Vaginal Dryness [Fibroids [JBreast Lumps/Swellings
C1Endometriosis CJOvarian Cysts Sexually Transmitted Disease CJUrinary Tract Infection
CHot Flashes [1Decreased Sex Drive [JOther (please specify):

35. (Male): Issues: (Reproductive issues, Sexual function) If Applicable: Please Explain:

36. Do you have any scars? [JYes[INo (Note location of all operation or injury scars, even minor ones below):

Any additional comments/concerns not covered listed in the above intake:

The information that I have documented on this form is accurate and I will advise the practitioner of any changes
in my health or changes in my medications, nutritional supplements and dietary habits.

Signature of Patient: Date:

Signature of Practitioner: Date:
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