
Patient History and Intake Form 
Name: _​_____________________________  Gender: M  F  Age: ______  Date:  ___________
Mailing Address: _______________________________________________________________
Phones/preference: (cell) _______(home)_______(work)_________   Date of Birth:___/___/___    
Height________   Weight________  Relationship status______________  No. of children_____
Please provide name of person who referred you to this office ____________________________
Have you received acupuncture before? Please explain__________________________________
List in order of importance reason(s) for which you are seeking treatment: ​
1. _______________________ 2._______________________ 3._______________________

Primary care physician? Please name: _____________________________________________

I am receiving current healthcare and/or medical treatment(s) for:_______________________ 
Please describe nature of treatments, approximate dates and whether or not it was helpful:
______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

Please list any Western medical tests such as x-rays, MRI’s, blood tests, etc. and the results for the above complaints.  __________________________________________________
                         (Please bring copies of pertinent lab reports to next visit).

Do you have any known allergies:
Food:______________________________________     MSG: _________________________

Medications: ________________________________     Chemicals: _____________________
Pollens: ____________________________________     Radiation: ______________________

Pet: _______________________________________      Other: _________________________
List All Childhood Diseases and Vaccinations/Approximate Dates: ______________________________________     _____________________________________ 

______________________________________     _____________________________________

______________________________________     _____________________________________

List All Surgeries/Hospitalizations/Approximate Dates/Results:___________________________

__________________________    __________________________    ______________________

__________________________    __________________________    ______________________

__________________________    __________________________    ______________________

List All Accidents/Falls/Injuries/Approximate Dates:___________________________________

_________________________    _______________________    _________________________

_________________________    _______________________    _________________________

List All Current Medications, Supplements and Dosages:

__________________________    _______________________    _________________________

__________________________    _______________________    _________________________

__________________________    _______________________    _________________________

__________________________    _______________________    _________________________
List Exercise, Activities, Habits or Work that may be contributing to the problem:

_____________________________________________________________________________

_____________________________________________________________________________

Do you experience fatigue or low energy on a regular basis?      YES    NO

Describe stresses in your life and how you respond to those stresses:_______________________
______________________________________________________________________________
______________________________________________________________________________

PLEASE ANSWER THE FOLLOWING TO THE BEST OF YOUR ABILITY.
THIS HISTORY WILL BE DISCUSSED DURING YOUR INITIAL INTERVIEW.
Following are lists of symptoms of diseases that you may have had in the past or are currently experiencing. Place a check mark IN FRONT OF the symptoms that apply. Circle a choice when two are presented.
Immune System
Do you have any concerns about your immune system?    YES     NO

Do you have any chronic illness?     YES      NO

Do you have or have you ever had any contagious infectious diseases?   YES    NO

​​

___HIV
___AIDS
___Hepatitis

___Mononucleosis

___Epstein-Barr virus

___Chronic fatigue

___Lyme Disease
___Chronic recurring  

       infections  
___Lupus (SLE)
___Sore throats ___Autoimmune thyroiditis ___Swollen lymph ___Myasthenia gravis   
___Candida

___Malaria 

___Enlarged spleen

___Cancer
___Shingles 
___STDs (explain under               

                  reproductive)

Other________________________________________________________________________________

Childhood Diseases
___Chicken pox ___Mononucleosis ___Whooping cough ___Asthma 
___German measles
___Mumps (Pertussis) 

___Atopic eczema (Rubella) ___Rh fever

___Bronchitis
___Measles
___Tonsillitis 
Other________________________________________________________________________________

Family History

Has anyone in your immediate family had any of the following?
___Cancer

___High/Low blood pressure

___Diabetes 
___Heart problems

___Stroke

___Psychological illnesses
Are you concerned about your hereditary health factors?    
Skin

___Acne
___Impetigo
___Scars 
___Boils                           ___Itchy                                  ___ Bruise easily          
 ___Skin tags           ___Dry/Oily hair           ___Slow healing wounds  ___Dry/Oily skin     ___Varicose veins  ___Eczema/psoriasis      ___Hair loss                    ___Rashes                        ___Skin ulcers                   ___Warts               

___ Brown spots              ___Rough scaling skin
Metabolism
Body Temperature? H(Hot) or (C)Cold    Location?__________________________________________
High point and low point of your daily energy levels?_________________________________________ 

Recent changes? Cause?________________________________________________________________
Thyroid problems (hypo/hyper)?__________________________________________________________
Diabetes?____________________________________________________________________________
Hypo/Hyperglycemia?__________________________________________________________________
Recreational Drug Use _________________________________________________________________
Do you feel this causes a health concern?

Digestion
Pain?  YES   NO   Where and When?_______________________________________________________
Recent Weight Loss or Gain? ___________________________________________________________
General diet:
Breakfast_____________________________________________________________________________
Lunch_______________________________________________________________________________
Dinner_______________________________________________________________________________
Snacks_______________________________________________________________________________
Daily Water Consumption: _______ounces (include caffeine-free tea, soups, etc.)

Frequency of Elimination?______________Smell?________________Consistency__________________
___Constipation 

___Diarrhea or loose stool
___Crohn’s disease
___Nausea/Vomiting
___Ulcerative colitis  

___Ulcer
___Bloating   
___Heartburn  
___Hemorrhoids  
___Diverticulitis 
___Indigestion 

___Celiac Disease 
___Loss of appetite

___Difficulty swallowing

___Bad breath

___Food Cravings

___Heartburn

___Indigestion 

___Gas, bloating, belching

___Tender or painful    

      abdomen

___Symptoms relieved by 
      eating

___Symptoms worsened by 
      eating 

___Alternating 
      diarrhea/constipation

___Light colored or greasy 
      stools

___Dark stools

___Blood in stools

___Undigested food in stools
___Foul odor of stools

___Hemorrhoids

___Avoid certain foods 

___Gallbladder stones

___Pain under ribs

Other_________________________________________________________________________
Food cravings__________________________________________________________________

Taste or Temperature Preferences
__________________    __________________    __________________    __________________

Eating Disorder? ______________________________________________________________________

Other_______________________________________________________________________________
Mental and Emotional 
___Angry
___Anxious
___Bi-polar
___Depressed 
___Defensive 
___Obsessive 

___Fearful 

___Forgetful 
___Irritable 

___Joyful 
___Inspired 
___Lethargic
___Manic 

___Nervous
___Sad
___Worry a lot  
___Talk out of nervousness
___Narcissistic 
___Obsessive Compulsive 

      Disorder
___Anti-social

___Multiple Personality 

      Disorder
___Schizophrenia
___Post Traumatic Stress 

      Disorder
___Attention Deficit  

      Hyperactive Disorder
___Panic attacks
Other________________________________________________________________________________
How is your long-term memory?________________________Short-term memory?__________________
Musculoskeletal
___Muscle pain

___Swollen, painful, stiff joints

___Bone pain

___Tendon pain

___Loss of strength

___Broken bones

___Muscle atrophy

___Hernia

___Tremors/spasms
Other________________________________________________________________________________

Headache/Migraine

How long have you had them? ___________________________________________________________
Location?______________ ______________________________________________________________
Trigger and type_______________________________________________________________________
_____________________________________________________________________________________

Eyes
___Blurred vision
___Dry eyes 
___Burning
___ Itching eyes
___ Bloodshot
___ Red eyes 
___Puffy
___Floaters
Other________________________________________________________________________________

Ears 

___Ear infections
___Earaches
___Hearing loss 
___Ear ringing 
___Excess wax 
___Discharges
Other_______________________________________________________________________  
_____________________________________________________________________________________
Nose, Throat, Mouth
___Sinusitis

___Hay fever

___Runny nose

___Nosebleeds

___Dry lips

___Dry mouth

___Sore throat

___Clear throat frequently

___Mouth or tongue sores

___Cold sores, herpes

___Inability to smell or taste

___Bleeding gums

___Teeth pain or problems

Other________________________________________________________________________________
Urinary Tract
___Bloating 

___Kidney/bladder stones

___Urinary tract 

___Blood in urine

___Kidney pain/infections 

___Kidney stones

___Burning urination  

___Water retention 

___Incomplete urination or 
      dribbling

___Bladder infection/pain

___Bedwetting

___Frequent urination at 
      night 

___Strong smelling urine

___Urethritis

___Incomplete 

___Difficult urination

___Low back pain

Other________________________________________________________________________________
Male Reproductive
___Benign Prostatic 
      Hypertrophy(BPH) 
___High/Low libido
___Painful ejaculation 

___Painful to urinate
___Blood in semen 
___Frequent urination 
___Penis pain
___Blood in urine
___Impotence 
___Prostate pain
___Interrupted flow of urine 
___Testicle pain upon  

       urination 
___Vitality low 

___Dribbling 
___Erectile dysfunction

___Orchitis 
___STDs (List)_______________________________________________________________________
Other_______________________________________________________________________________
Female Reproductive

Date of last pap smear________________ Results____________________________________________

Date of last mammogram______________

___Hot flashes
___Known hormone   

      imbalances

___Unusual PAP 
___Cervical dysplasia

___Cysts

___Painful intercourse
___Vaginal discharge 
___Vaginal dryness 
___Endometriosis disease 
      (PID)
___Vaginal infections
___Fibroids
___Vaginitis 
___Infertility 
___HPV 
___Tumors 
___Lumps in breast

___Discharge from breasts

___ High/Low libido      
___STDs (List)______________________________________ 
Abortion(s)________                    Miscarriages_________                    Live Births________
Other _______________________________________________________________________________

Menstruation 
Age of onset______ Date of Last Cycle________Cycle Length___________Frequency_______________

Irregularities__________________________________________________________________________

PMS (List)____________________________________________________________________________
Pain? Describe:__________________________. ___Prior to cycle  ___During cycle ___After cycle ends
___Breast pain
___Bright red flow
___Heavy flow
___Red brown flow
___Clots 
___Profuse flow 
___Scanty flow 
___Anemia
___Dark colored flow
___Red flow 
___Slow flowing
___Mucus 

Spotting and color:_____________. ___Before cycle begins  ___During cycle  ___After cycle ends 

Contraception Method(s)________________    ________________    ________________

_____________________________________________________________________________________

Menopause 

Are you currently in pre, peri or post menopause?    YES    NO
___Vaginal dryness 

___Hot flashes 
___Osteoporosis
___Mood swings 
___Sore muscles 

___Painful intercourse
___Night sweats
___HRT or BHRT
___High/Low libido
Other________________________________________________________________________________

Cardiovascular 
Blood pressure____________   Resting Pulse_____    
Cholesterol_________    LDL__________    HDL__________    Triglycerides__________

___Angina 
___Chest pains/tightness 
___Cardiac arrest 
___Palpitations 
___Arrhythmias
___Dizziness 
___Myocardial infarction 
___Pericarditis 
___Congestive heart failure
___Tendency toward anemia
___Heart flutter
___Poor circulation
___Cold hands or feet 
___Arteriosclerosis

___Rheumatic fever
___Mitral valve prolapse
___Heart murmur 
___Fast/Slow heart beat 

___Edema
___Bleed easily
___Fast heart beat 
___Ischemia
___Stroke 

___High/Low blood pressure
___Varicose veins
___Swollen feet, ankles or 

       legs
Other________________________________________________________________________________

Nervous System  

Nervous System Disorders_____________________________________________________
___Numbness
___Tingling_
___Seizures
___Head Injury
___Spinal Nerve Problems
Other _______________________________________________________________________________

Sleep Patterns
Describe sleep patterns___________________________________________________________

______________________________________________________________________________ 

Sleep needed to feel rested?________________________________________________________

Dream?_______________________________________________________________________

Respiratory 
___Asthma 
___SOB
___Bronchitis 
___Laryngitis 
___Difficulty breathing
___Cough 

___Chest pain or tightness
___Pleuritis
___Pneumonia
___Respiratory inflammation 
___ Wheezing 

___TB
___Coughing of blood

___Colds
___Flu (influenza) 
___Sneezing 
___Fluid in lungs 
___Stuffy nose 

Describe Phlegm_______________________________________________________________

Other________________________________________________________________________

Habits

Cigarettes or tobacco_____per day

Alcohol_____drinks per week or _____per month

Marijuana or other recreational drugs ______ times per week

Coffee or black tea _____ cups per day

Soda _____per day

Exercise type and frequency______________________________________________________________

_____________________________________________________________________________________

Interests or hobbies_____________________________________________________________________
_____________________________________________________________________________________
Thank You!                                                                                                                    
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