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Name: ________________________________________________________________________ 
Address: ______________________________________________________________________ 
City: __________________________________ST: ________________ZIP:______________
Home Phone: (       ) ___________________Business/Cell Phone: (       ) __________________ 
Birth date:   ____________________Age:  __________Occupation:   ______________________ 
Social security #:   ______________________________________________________________ 
Marital Status: S M D W__________ Spouse’s Name:___________________# of Children: __________ 
E-Mail: _______________________________  Referred by:  ___________________________________ 
Nearest Relative ___________________________________  Phone: (       ) _______________________
Have you been treated by Acupuncture?  No   Yes:____ /_____ /_______
 HEALTH INFORMATION: 
Main Concerns
	1. 
	2.

	When did this start?
	When did this start?

	Heat makes it:

	Better
	Worse 
	No Change
	Heat makes it:

	Better
	Worse 
	No Change

	Cold makes it:

	Better
	Worse 
	No Change
	Cold makes it:

	Better
	Worse 
	No Change

	Damp weather:

	Better
	Worse 
	No Change
	Damp weather:

	Better
	Worse 
	No Change

	Exercise/Activity:

	Better
	Worse 
	No Change
	Exercise/Activity:

	Better
	Worse 
	No Change

	1|---------------------------------5|----------------------|10
	1|----------------------------------5|---------------------|10


Please write in your top 3 health complaints/concerns in order of importance.  Circle the items that make it better or worse and mark on the scale from 1-10 the severity of the condition. ( 1 = no symptoms, 10 = worst )
 
What are your major symptoms (complaints) in priority? _____________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________ Other doctors who have treated these conditions? (Please include approx. dates) _________________ __________________________________________________________________________________________________________________________________________________________________________ 
Please List any surgeries & dates: _________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________
Have you ever experienced a personal injury (automobile, fall) & date: _____________________________________________________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________
I am taking Coumadidn / Warfarin:   Yes    No 
I have a pacemaker:   Yes     No 
LIFESTYLE: 
Are you vegetarian or vegan?  □ Yes   □ No 
How would you rate the following areas of your health in the past month: 
Energy:          □ Great □ Good □ Fair □ Poor  Comments:   _______________________________________
Digestion:     □ Great □ Good □ Fair □ Poor  Comments:  _______________________________________
Urination:     □ Great □ Good □ Fair □ Poor  Comments:  _______________________________________ 
Sleep:            □ Great □ Good □ Fair □ Poor  Comments:  _______________________________________ 
Appetite:      □ Great □ Good □ Fair □ Poor  Comments:  _______________________________________
 Diet:              □ Great □ Good □ Fair □ Poor  Comments:  _______________________________________
Exercise:        □ Great □ Good □ Fair □ Poor  Comments:  _______________________________________
Immunity:     □ Great □ Good □ Fair □ Poor  Comments:  _______________________________________ 
 How do you feel about the following areas of your life in the past month:
Significant Other:      □ Great □ Good □ Fair □ Poor  N/A   Comments:  __________________________ 
Family:                         □ Great □ Good □ Fair □ Poor  N/A Comments:  ___________________________
Sex Life:      	         □ Great □ Good □ Fair □ Poor  N/A Comments:  ___________________________ 
Self:     		         □ Great □ Good □ Fair □ Poor  N/A Comments:  ___________________________ 
Work:     	         □ Great □ Good □ Fair □ Poor  N/A Comments:  ___________________________ 
How would you rate your current stress level?    □ Extreme   □ Very High  □ High  □ Moderate  □ Low
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