
New Patient Intake Form

Name: Date:_ Social Security #:
Date of Birth: Email:
Address: City, State, Zip
llome Phone #: Work: Cell:
Occupation: Please check here if we can email you updates and a newsletter.

Maritalstatus: IM f S il W I n Height: Weight: Allergies:
Emergency Contact Name: Phone: Relationship:
Physician: (Name) (Phone)

General Questions: PLEASE MARK YOUR AREA OF PAIN

Have you had acupuncture before? i-Yes I No
Chief Complaint:
How long have you had this condition?

Isitgettingworse? Iyes [No Doesitbotheryour: f Sleep lWork lother
What seemed to be the initial cause?
What seems to make it better?
What seems to make it worse?

Are you experiencing pain right now? I lYes il No

Describeyourpain: IDutt lSharp lStabbing lshooting lBurning lOther
What makes your pain better? IHeat [Pressure f Movement ICold

Family Medical History:

lMassage t

llArteriosclerosis lCancer lDiabetes ! Seizures

l-lOther:

FAsthma IHeart Disease *-lStroke

i- lAlcoholism lHigh Blood Pressure

Are you cunently on any medications? LlNo lYes If Yes, Please List:

Do you take any vitamins/supplements? -lNo [-Yes If Yes, Please List:

I

Res

tl
l,l
ri

t-

Lifustyle:
I Alcohol # oer dav I Stress LMarijuana IRegu

Type
lar Exercise:

Type

]Tobacco#perday-lDrugsIoccupationa1Hazards

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)

I RIoslHry
_-l 

Alcoholism

I Allergies

I Appendicitis

I Diabetes I Measles

f Emphysema I Mumps

I Thyroid Disorders

]'l Tuberculosis

I ThyroidFever

I i Ulcers

Ll Venereal Disease

I Whooping Cough

tl Surgery (Please List All)

Freouencv
Freouencv

J Major Trauma:

I other:
f l Arteriosclerosis l l Gout

il Asthma

, I Birth Trauma
(your own birth)

f Cancer

I Chicken Pox

ll

I Heart Disease I Rheumatic
Fever

I epilepsy

ll coiter

f-l Pacemaker

I i Pneumonia

I Polio

[] Scarlet Fever

I Seizures

! Stroke

l
t-

High Blood
Pressure

Herpes

Hepatitis
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General Symptoms.' (Please check all that apply)

IlPoor appetite lHeavy appetite lCraves cold drinks f Craves hot drinks lBleed or bruise
easily

ICnlts [CotO hands or feet lPoor circulation [Nigtrt sweats f Sweat easily(describe):

llDream-Disturbed lllnsomnia iTHeavy Sleep l-Anxiety L. Facial pain

Sleep lDepression

lFatigue lVertigo or lBlurred vision lRecent weight lPoorMemory
dizziness loss/gain

IFever lGlaucoma lsinus problems lEczema f Easily Stressed

IHives I ,Hair Loss

IAsthma/wheezing lNose bleeds lHeadaches lMigraines f Change in
hair/skin texture

IOifficulty breathing Ishortness of breath lTight Chest lNumbness lChest Pain

when lying down

ICough: If yes, is it lCoughing Blood lPneumonia lHign btooO [Low blood pressure

IWet OR IDry lTachycardia JBloodclots pressure lHeartPalpitations

f ttrict oR lThin lFainting ]seizures f kregular Heartbeat lniriculty Breathing

IDiarrhea [Constipation ilntestinal Pain letoody Stools f Bowel Movements:

INausea lecio regurgitation lvomiting Frequency per day

IPain on urination lBlood in urine lFrequent urination Ilmpotence

lConsidered/affempted lll-ymphNodes f-llnfectiousDiseases:
Suicide Removed

Musculoskeletal: (Please check all that apply)

INeck/shoulder pain lUpper Back Pain lJoint Pain llimited Range of Motion [Other:

IMuscle pain f Low Back Pain IRiU pain lMuscle Spasm

Woman Only: Gynecology
Are you pregnant? LlYes tlNo Duration of flow [kregular Periods ilPainful Periods IPMS

Vaginal Discharge (Color) f Vaginal Sores [Vaginal Odor ]Clots Date Last Period began

Length of cycle (Day 1 to Day 1) # Pregnancies # Live Births Premature Births Age at Menopause

Please List Any Other Pertinent Information:

Signature of Patient Date
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