NEW PATIENT INTAKE FORM  Today's Date / /

Name S84 Birthdate / /
Marital Status Age

Address AMAF Ht Wi

Email

City, State, Zip Occupation

Home Phone Work Cell

Emergency Contact’s Name & Phone

Referred by

Reason for visit today Have you had acupuncture Chinese herbal medicine?
before? 0 Yes O No - OYes ONe

How long have you had this condition?

Is it getting worse? Does it bother your 0O Sleep O Work [ Other (specify)

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? Yes [1No  Ifyes, for what?

Physician’s name Physician’s phone

Other concurrent therapies

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
1 Allergies {listy [ Arteriosclernsis O Cancer {type) O Mabetes {Type: J 2 Semres
[ Asthma O Heart disease  Stroke
I3 Alcohalism LI Depression O High blood pressure

Your Past Medical History

{Check any of the following conditions you corrently have, or have had in the past, Mlease abso check if you feel any of the fallowing are a slgnkfleant part of vour medicsl histary.)

[ AIDsHIV o Iviabetes {Type: ) Ll Mulktiple Sclernsis O Surgery (list) U Teberculasis
J Aleoholism O Emphysems U Muomps O Typhoid fever
3 Allergics O Epitepsy O Paccmaker (Trate: } O Uleers
I Appendicitis O Goiter O Plewrisy U Vencreal discase
3 Arierlnselernsis LV 63t O Preunionia | Thymoiil disorders J Wheoping cough
2 Asthma b Heart disease 1 Palin b Mujor tramms L xther (Specify)
O Birth trauma L) Hepatitis {Type: ] O Rbenmatic fever {Car, fall, clos=list)
(your ewn birth) (] Herpes (Type: ¥ ) Searled fever
O Cancer [ High blood pressure [ Seizures
1 Chicken pox O Measles O Stroke -
Your Diet
Appetite [ Low o CofferTea Protein Intake L Law Ld Artificial i Sugar Thirst for water:
L1 tigh o Soft Drinks/Frokt Julees I High Sweeleners 2 Saley fonds # placies per day:

Average Daily Menu

Marning Snack Noon Snack Evening snack

Pharmaceatieals faken in the last 2 months:
Yilaminssupplements (aken in the last T months:
LR

Practitioner Use Only



Your Lifestyle

I Alcohal O Marijuana I Stress Regular Exercise
L Tohacen [ Drugs [ Gecopational bazards Type Frequency
Type Frequeacy
General Symptoms
[ Poor appetite O Panr sleep O Bodlly heaviness U Chins [ Rieed or hruise vasily
I Heavy apperite  Meavy sleep O Cold hands or feet LI Night wwents - Peculiar maste (Describe)
J Stronply like eold drinks U Drreamedistorhed steep O Poor clreulation L1 Sweat easily
I Strongly like hot drinks U Fatigue [ Shariness of breath U Muscle cramps
' Recent welght lnas'galn U Lack of strength 0 Fever O Vertigo or dizziness

Head, Eyes, Ears,

Nose, Throat

U Glasses (What spe: ) O Night blindness I Gum problems O Recurrent sore throat [d tieadaches
I Exe strain 1 Muvnpia ar Prexhyapia I Sores on lips or tongue 0 Swaolien glands U Migraines
|J Eye pain I Glauscoma 3 Dy mourh O Lumps In theoat U Concussions
I Red eves O Cutwrncts = Excessive saliva O Enlarged thyrakd Other hend nr neck proldenis
O lehy eves O Teeth problems b Slnus problems O Naxebleeds
I Spots in eyes [ Grinding tecth Ll Excessive phleam o Ringging in ears {High or Low?)
3 Posr vision [ B Calor: L Panc hearing
o Blurred vislon [ Facinl pain [ Enruches
Respiratory
 Diffieulty breathing when 1 Tight chest O Cough Color of phlegm = Coophing up bleod
Iying nown 1 Asthma'wheezing Wet ar Diry? = 2 Prevmanla
O Shortness of hreath 1 Difficult inhatation? exhalation? Thick or thin?
Cardiovascular
) High blond pressure [ Low blood pressure O Chest puin J Tachycardia O Phiehiria
LI Binoal cinds O Fainting [ Bifficulty breathing 2 Heart palpitations L1 Irrepular heartlsear
Gastrointestinal )
U Manses i Diarrbea  Intestinal pain or cramping Bawel movements:
U Vomiting O Canstipation ] Burninp anus
U Acid regurgitation I3 Black stosls O Rectal pain Fresuency. Texture/farm_
U iGas 2 Blaody stoals [ Anal fissures
L Hicengp O Mucous in stonls O Laxative ose Calar, Odar
O Bloating O Hemorrhpid What kind?
O Bad breath O nichy unas How offen?
Musculoskeletal
) Neck/shoobler pain O Upper back pain LY Fnint pain O Limubted range of motion Other (Describe)
O Muscle pain O Low back pain [ Rik pain I Limlted nse
Skin and Hair
O Raches [ Ecrema U Miandrmff O Change in balr/skln texture Dther hair or skin problcms
O Hives 2 Peoriasis I Tiching a Fungal infectlons
3 Ulcerations O Acoe L Hair lass
Neuropsychological
[ Seirures O Poor memory J Wrritabilicy [ Considerediatiempted Other (Speciiy)
[ Mumbness O Depression J Easily siressed swicide
2 Ties O Anxiety 2 Abuse survivor 1 Beeing a therapist
Genitourinary
IJ Pain on nrination [ Blaml in orine d Venereal discase J Incresset libida O Impotence
O Frequent urination O tinable ta hatd urine U Bedwetting ' Drecreased libido |1 Premature ejsculation
O Urpent urination 1 tngomplete urination o Walke o urinaie d Hidunoy stone I MNoctwrnal emission
Gynecology
[ Ape menses began ] Bruration of flnw O vapinal discharge O Breast lumps Drate of last PAP
{colar) i Pregmancies
Length of eyele (day 1 to day 1) J Irrepular perinds Ol Waginal sures ¥ Live birihs
o Painfol periods O ¥apinal odor # Premature births Date lasi perbod began
JPMS O Clets Afre uf mEnopalEe

Other
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