Thank you for coming. Please help us provide you with a complete evaluation by taking the time to fill out this questionnaire carefully. All your

Patient Intake Form

information will be confidential. If you have questions, please ask. Thank you.

Full name Sex OF UM Date

Date of birth Age Occupation

Main phone # Other phone #

E-mail address Allow email contact . [0Yes [ No
Emergency contact name & phone Marital status # of children
Address: Street City State Zip

Family physician Chiropractor

Do you have health insurance? [ Yes

[INo Ifyes, name of insurance company

Does your insurance cover acupuncture? [1Yes [JNo [0 ?

Have you ever been treated by acupuncture before?

[l Yellow Pages [ Periodicals

How did you find out about our clinic?
[ Direct mail () Location or walk by [ Website []Referred by

[J Friends/Relatives(name)

) Other (please specify)

Main problem(s):

What diagnosis, if any, have you received for this problem?

When did this problem begin?

To what extent does this problem interfere with your daily activities (work, sleep, sex, etc.)?

What are the causes of this problem?

What kind of treatment have you tried?

What makes this problem worse?

Is there anybody in your family with the same/similar problems?

What makes this problem better?

Remarks and additional information:

Medical History
Diagnosis Self | Family Diagnosis Self |Family Self | Family
‘Cancer Breathing problems Tuberculosis
Diabetes Heart disease High cholesterol
Hepatitis Digestive disorders High blood pressure
Thyroid disease 'Venereal disease Emotional disorders
Seizures ‘Alcoholism ‘Anemia
Arthritis | Depression or anxiety | (Other:
Surgeries: Hospitalization:

Significant trauma: (auto accidents, sports injuries, etc)

Allergies: (drugs, chemicals, foods, environmental):

Medicines taken within the last two months (including vitamins, OTC drugs, herbs, etc., and their dosages):




Occupation: Do you usually work Oindoors O outdoors?

Occupational stress (chemical, physical, psychological, etc):

Personal Height Weight now Weight one year ago
Weight maximum @Year
Habits Do you smoke ? (] Yes [No What? How many per day? Since when?

Please describe any use of drugs for non-medical purposes:

Do you exercise regularly 00 Yes [l No Please describe your exercise program:

How many hours do you sleep in general? When time do you usually go to bed?
Diet How much coffee do you drink? cups/day Colas number/day Tea cups/day
What kind of alcoholic beverages do you usually drink, if any? Average number of drinks/week?

How much water do you drink per day?
Are you a vegetarian? [JYes [ No [ Yes, butnot so strict Do you eat a lot of spicy food? 0 Yes [ Neo

Remarks and additional information (e.g. diet)

Morning

Afternoon

Evening

Snacks

Indicate painful or distressed areas:

Please describe your average daily diet (Please be as specific as possible):

i

Please check if you have or have had (in the last three months) any of the following diseases or conditions.
General [J Poor appetite O Poor sleep O Fatigue U Fevers [J Chills
[J Night sweats [J Sweat easily O Tremors 0 Cravings U Change in appetite

[J Poor balance [J Bleed or bruise easily [ Localized weakness [0 Weight loss [0 Weight gain

[J Peculiar tastes  [J Desire hot food O Desire cold food [J Strong thirst (cold or hot drinks)

O Sudden energy drop (What time of day) Favorite time of year Worst time of year
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