Elements of Acupuncture, PLLC
New Patient Intake Form
Information provided on this form is confidential. It is very important the information given is complete and accurate to assist you properly in your healing process. Please print clearly in ink. 

	Full Name
	Nickname
	Date

	Date of Birth                                     Gender
	Occupation
	__Full Time__ Part Time

	Marital Status  __Single __ Married 
	Email 
	 

	Home #                                                Cell #
	            Alternate #
	 

	Preferred method of contact     __Email     __Home 
	__Cell           Alternate:

	Allow messages by phone __Yes __No
	Allow contact by email __Yes __ No

	Address
	City
	Zip code

	Family Physician 
	Chiropractor
	 

	Do you have health insurance? __Yes __No
	Name of Insurance Company

	Does your insurance cover acupuncture? __Yes __No
	 Member ID #
	Group ID #

	Emergency contact Name                        
	Relationship
	Phone #

	Have you had acupuncture before? 
	Have you had Chinese herbs before?

	How did you hear about our clinic? 
	                Referred by:
	 


What are the health problems for which you are seeking treatment? ______________________________________________
____________________________________________________________________________________________________
How long have you had this condition? ____________________________________________________________________

What other forms of treatment have you sought? _____________________________________________________________
What diagnosis, if any, have you received for this condition? ______________________________________________
Physician/therapist seen for this condition _____________________________ Tel # ________________________________

What improves your condition? __________________________________________________________________________

What aggravates your condition? _________________________________________________________________________

Please list any surgeries or major health incidents (auto accidents, sports injuries etc.): _______________________________
 ____________________________________________________________________________________________________

What would you like to achieve through your treatment? ______________________________________________________
____________________________________________________________________________________________________
On a scale of 1-10 (1 = not at all, 5 = somewhat, 10 = completely) to what extent does this condition interfere with your daily activities (work, sleep, etc.) ___________
On a scale of 1-10 how willing are you to change your habits to benefit your health? ________
PAIN: please indicate on the figures below the areas of the body you experience pain:

[image: image1.emf]
How would you characterize your pain (circle all that apply):   
dull/achy    sharp/stabbing    burning    tingling    numbness    electrical    superficial    deep    shooting
The pain is (circle all that apply):  
better/worse with heat               better/worse with cold     better/worse with pressure    
better/worse with movement     better/worse with rest      worse in am/pm
MEDICINES: 
Prescriptions, over-the-counter medications



For what condition?
and supplements you are currently taking: 

_______________________________________


_______________________________

_______________________________________


_______________________________

_______________________________________


_______________________________

_______________________________________


_______________________________

_______________________________________


_______________________________
Please check all that apply: 
	Diagnosis
	Self
	Family
	Diagnosis
	Self
	Family
	Diagnosis
	Self
	Family 

	High blood pressure
	 
	 
	Cancer
	 
	 
	HIV/AIDS
	 
	 

	High cholesterol
	 
	 
	Hepatitis
	 
	 
	Tuberculosis
	 
	 

	Heart Disease
	 
	 
	Thyroid Disease
	 
	 
	Arthritis 
	 
	 

	Anemia
	 
	 
	Seizures
	 
	 
	Anxiety 
	 
	 

	Diabetes
	 
	 
	Allergies
	 
	 
	Depression
	 
	 


Exercise, Diet & Energy:

On a scale of 1-10 please rate your energy level. _________
What time of day is your energy:   Highest? _________________ Lowest? _________________
Do you fatigue easily? ___________________________________________________________________________
Please list some of your favorite foods: _____________________________________________________________

Circle all the foods/flavors you enjoy and eat often:  spicy    sweet    salty    bitter    sour     raw    fruit    vegetables    soy products     dairy    canned foods    frozen foods/microwave meals   fast food    sodas    juice     tea     coffee     
red meat    white meat    seafood    BBQ/grilled food     steamed food     stewed food     stir fried    deep fried
Do you drink alcohol? 􀂅 No     􀂅 Yes ______________per day, for _________years

Do you drink coffee/caffeine? 􀂅 No     􀂅 Yes ______________per day, for _________years
How often do you exercise? ______________________________________________________________________

What kind of exercise do you do? __________________________________________________________________

Do you sweat when active?​​​​​​​​​​​​​​​ __________________ Sweat when inactive?___________ Night sweats?____________
Height _____________ Weight ___________ Weight 1 year ago ______________ Highest Weight _____________
Emotions & Sleep:

Do you have (circle all that apply):  panic/anxiety attacks    bad/short temper    nervousness    sadness    crying spells tendency to worry    poor short-term memory   poor long-term memory    difficult concentration
Briefly describe a typical night of sleep for you. ______________________________________________________

How long do you normally sleep? _____hours per night      Do you take naps? _______ How often? _________

I have difficulties with (circle all that apply):  falling asleep    staying asleep    dream-disturbed sleep
Do you often experience waking up and not being able to fall asleep again?  􀂅 No     􀂅 Yes, usually at_____ am/pm 
Number of times per night you get up to use the restroom ___________
On a scale of 1-10 please rate your stress level____________________
How do you hold stress? ________________________________________________________________________

How do you relax? _____________________________________________________________________________

How do you feel about your work? ________________________________________________________________
Are you in a relationship? ______ How do you feel about your relationship? _______________________________
What is your most predominant emotion? ___________________________________________________________
Eyes, Ears, Nose, Throat, & Head:

Do you smoke? 􀂅 No     􀂅 Yes ______________per day, for _________years

I have (circle all that apply):  frequent colds    chronic runny nose    frequent sore throat    chronic cough    
cough blood    cough mucous    pain inhaling    shortness of breath on exertion/at rest    asthma    nose bleeds    painful/red eyes    dry eyes    poor vision    see spots/floaters    dizziness    vertigo    cold sores    bleeding gums    dry mouth    ear pain    ringing in ears    clogged/popping ears    poor hearing    frequent headaches/migraines    Please describe  headaches/migraines. ______________________________________________________________ 
Cardiovascular:

I have (circle all that apply):  chest pain    palpitations    varicose veins    phlebitis    cold hands and feet
irregular heart beat    poor circulation    Other ________________________________________________________

Skin & Hair:

I have or often have (circle all that apply):  dry skin    skin rashes    itching    acne    eczema    psoriasis    hives    hair loss/thinning    premature graying    Other_______________________________________________________
Gastrointestinal:
I have (circle all that apply):  belching    nausea    vomiting    vomiting of blood    ulcers    gas    bloating
acid regurgitation    heartburn    hernia    indigestion    severe stomach pain    gallstones
Bowel movements: How often? _________time(s)/day _________days/week

I have (circle all that apply):  irregular bowel movements    constipation    diarrhea    burning sensation    itchiness hemorrhoids    undigested food in stool    loose stool    hard stool    blood in stool    painful bowel movements
Other ________________________________________________________________________________________

Urinary:

Urination:  How often? ______times per day      
Color (please circle):  clear    pale yellow    dark yellow/orange    cloudy
I have or had (circle all that apply):  trouble starting stream     frequent urination    incontinence    pain    burning    dribbling when sneezing    blood in urine    kidney stones    urinary tract infections
Other_________________________________________________________________________________________
Women:

At what age did you start menstruating? _____________ Number of days between cycles: ______________

Number of days of flow: ____________   Date of last menstruation: ____________________________

Color (please circle):  pale red/pink    bright red    dark red/purple    brown
Number of pregnancies ______    Number of births ______    

I have or had (circle all that apply):  irregular menstruation    heavy flow    light flow    no flow    clots
vaginal itching/burning    spotting between periods    discomfort/pain before period     discomfort/pain during period

vaginal dryness    low sex drive    vaginal/vulvar pain    breast tenderness    vaginal discharge (color_____________)
Other_________________________________________________________________________________________
Men:

I have (circle all that apply):  prostatitis    impotence/erectile dysfunction    blood/mucous discharge from penis    low sex drive    coldness in genital region    numbness    premature ejaculation    penis/testicular pain
Other ________________________________________________________________________________________
If there are any other health issues you would like to discuss please use this section:

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 


