

PATIENT INTAKE FORM

Please fill in as much information as you can provide.
PERSONAL INFORMATION 						 Today’s Date _________________
Name ____________________________________________________ Date of Birth _________/_________/_________
 Gender:       M     F        Age ________       Height ___________      Weight ____________
Telephone # (H)________________________________ (Cell)____________________________________ 
Mailing Address___________________________________________City_______________State________Zip__________ 
Email Address _______________________________________________________________________ 
Name of the emergency contact person _____________________Telephone number ____________________ 
Text message for appointment reminders: Yes, I would like to communicate via Text      No                
Are you seeking other health care professional’s help for your current condition?     Yes    No 
If yes, please list their names _____________________________________Specialties ______________________ 
Have you had acupuncture treatment before? _________________________ Referred by __________________

CONSULTATION HISTORY
Major Complaint(s), in order of significance to you:
1._____________________________________________________________________________________________________ 
[bookmark: _Hlk52186587][bookmark: _Hlk52186300]Severe      Moderate      Slightly normal

2. _____________________________________________________________________________________________________ 
Severe      Moderate      Slightly normal

Additional complaints: ___________________________________________________________________________________

How long have you been suffering from these problems?
_______________________________________________________________________________________________________________

Do these conditions impair your daily activities?
_______________________________________________________________________________________________________________ 

Have you sought any other help for these conditions? _____________________________________________________________________________________________________________

Medication/Supplements currently taking: ______________________________________________________________________________________________________________ 



Name: ______________________________________ 
Check symptoms you have or have had in the past 6 months: 
	□ Depression
	□ Excessive worry
	□ Headaches

	□ Overwhelmed by life

	□ Difficulty in focusing
	□ Excessive anger
	□ Poor sleep
	

	□ Dizziness
	□ Excessive fear
	□ Loss or gain of weight
	

	□ Easily startled
	□Fatigue/tiredness
	□Nervousness/irritability 
	


Check conditions you have or have had in the past year:  
□ Allergies
□ Anemia □ Arthritis □ Bleeding disorders □ Cancer □ Diabetes □ Immune System disorder/disease
How long has it been since you have had a complete medical exam? _____________________________

MUSCLE/JOINT/BONES
Pain, weakness, numbness in: □ Arms
□ Hands □ Hips □Legs □Feet □ Neck □ Shoulders □ Other__________________

EYES/EAR/NOSE/THROAT/RESPIRATORY
□ Asthma/wheezing □ Blurred or failing vision □ Difficulty breathing □ Earache □ Enlarged glands □ Eye pain □ Frequent colds □ Hay fever □ Hoarseness □ Gum trouble □ Nose bleeds □
Loss of hearing □Persistent cough □ Ringing in ears □ Sinus problems.
SKIN
□ Boils □ Bruise easily □ Dry skin □ Itching/rash □ Sensitive skin □ Sore will not heal □ Sweats

GENITO/URINARY
□ Blood/pus in urine □ Frequent urination □ Inability to control urine □ Kidney infection/stones
□ Lowered libido

CARDIOVASCULAR
□ Chest pain □ Hardening of arteries □ High or low blood pressure □ Pain over heart □ Poor circulation □ Heart attack □ Rapid/irregular heartbeat □Swelling of ankles
GASTROINTESTINAL
□ Belching, gas or bloating □ Colon trouble □ Constipation □ Diarrhea
□ Difficulty swallowing □ Distention of abdomen □ Excessive hunger □ Gall bladder trouble        
□ Hemorrhoids □ Indigestion □ Nausea □ Pain over stomach □ Poor appetite
□ Vomiting

FOR MEN ONLY
□ Erection difficulties □ Penis discharge □ Prostate trouble Other__________________________
FOR WOMEN ONLY
□ Bleeding between periods □ Clots in menses □ Excessive menstrual flow □ Extreme menstrual pain □ Irregular cycle
□ Menopausal symptoms □ PMS □ Previous miscarriage □ Scanty menstrual flow Other______________________________________________________________
Could you be pregnant? ____________

The information on this form is correct to the best of my knowledge. 

Signature___________________________________________________________________Date ______________________

Acupuncture informed consent to treat. 

I understand that I am the decision maker for my health care. Part of this office’s role is to provide me with information to assist me in making informed choices. This process is often referred to as “informed consent” and involves my understanding and agreement regarding the care recommended, the benefits and risks associated with the care, alternatives, and the potential effect on my health if I choose not to receive the care. Acupuncture is not intended to substitute for diagnosis or treatment by medical doctors or to be used as an alternative to necessary medical care. It is expected that you are under the care of a primary care physician or medical specialist, that pregnant patients are being managed by an appropriate healthcare professional, and that patients seeking adjunctive cancer support are under the care of an oncologist. 

I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist indicated below and/or other licensed acupuncturists who now or in the future treat me while employed by, working or associated with, or serving as back-up for the acupuncturist named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not. I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling. I understand that the herbs may need to be prepared and the teas consumed according to the instructions provided orally and in writing. The herbs may have an unpleasant smell or taste. I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

 I appreciate that it is not possible to consider every possible complication to care. I have been informed that acupuncture is a generally safe method of treatment, but, as with all types of healthcare interventions, there are some risks to care, including, but not limited to: bruising; numbness or tingling near the needling sites that may last a few days; and dizziness or fainting. Burns and/or scarring are a potential risk of moxibustion and cupping, or when treatment involves the use of heat lamps. Bruising is a common side effect of cupping. Unusual risks of acupuncture include nerve damage and organ puncture, including lung puncture (pneumothorax). Infection is another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment. 

I understand that while this document describes the major risks of treatment, other side effects and risks may occur. The herbs and nutritional supplements (which are from plant, animal, and mineral sources) that have been recommended are traditionally considered safe in the practice of Chinese Medicine, although some may be toxic in large doses. I understand that some herbs may be inappropriate during pregnancy. I will notify a clinical staff member who is caring for me if I am, or become, pregnant or if I am nursing. Should I become pregnant, I will discontinue all herbs and supplements until I have consulted and received advice from my acupuncturist and/or obstetrician. Some possible side effects of taking herbs are nausea; gas; stomachache; vomiting; liver or kidney damage; headache; diarrhea; rashes; hives; and tingling of the tongue. 

While I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, I wish to rely on the clinical staff to exercise judgment during treatment which the clinical staff thinks at the time, based upon the facts then known, is in my best interest. I understand that, as with all healthcare approaches, results are not guaranteed, and there is no promise to cure. 

I understand that I must inform, and continue to fully inform, this office of any medical history, family history, medications, and/or supplements being taken currently (prescription and over the counter). I understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept confidential and will not be released without my written consent. 

I understand that there are treatment options available for my condition other than acupuncture procedures. These options may include, but are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest, medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, I understand that I have the right to a second opinion and to secure other options about my circumstances and healthcare as I see fit. 

By voluntarily signing below, I confirm that I have read, or have had read to me, the above consent to treatment, have been told about the risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. I agree with the current or future recommendations for care. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

ACUPUNCTURIST NAME:      Christian Disla        Thoa Ho 	Other:  _____________________                                                                                                                 
PATIENT NAME : _________________________________________________________
PATIENT SIGNATURE___________________________________________________ Date : _____________
                                (Or Patient Representative-- Indicate relationship if signing for patient)




















End of New Patient forms




