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Patient name: ____________________________________DOB: ______________

Today’s Date:_______________

By completing this document, I acknowledge and consent to:

___
receiving acupuncture and learning more about the full benefits of Chinese medicine

Address: ____________________________________________________________

City, State Zip: _______________________________________________________

Email address: _______________________________________________________

Cell phone: __________________Home phone: ________________________  Work phone: _____________________

Emergency contact (name/number):__________________________________

Where are you originally from?_________________________________________

Languages spoken:____________________________________________________

Occupation:___________________________________________________________
Company:_____________________________________________________________

How long have you been in your field? __________________________________
Marital status:_______________________ Number of children:_______________

Kindly let us know who referred you to our clinic: _________________________

Have you had acupuncture before? Y/N
Who was your acupuncturist: ___________________________________________

What were you treated for?_____________________________________________

Have you had Balance Method acupuncture before? (circle one) Y/N
If “yes,” who was your acupuncturist? __________________________________

What are your chief complaints? _______________________________________

When was the onset? __________________________________________________

How did the pain happen?_____________________________________________

Pain level (1-10)_____Sharp/Dull (Circle one)

Is the pain constant or intermittent? 

Please describe the pain you are experiencing, including the limitations of your daily life:  _________________________________________________________ ________________________________________________________________________________________________________________________________________________

Are you currently seeing a western physician and taking prescription medications? Y/N 
Name of MD: _______________________Place of practice: _________________

Please list your medications: ____________________________________________ ________________________________________________________________________

What surgeries have you had? __________________________________________ ________________________________________________________________________

Do you smoke?  Y/N  How many cigarettes a day? ___________________

How long have you been smoking? _____________________________________

Do you enjoy smoking or are you interested to quit? _____________________                             

What types of recreational drugs are part of your lifestyle? _______________

In the past: _____________________________________________

How many times a week do you drink alcohol? _____________________

Do you consider yourself to be an alcoholic? Y/N 

Were you ever addicted to alcohol? Y/N  

Please describe your relationship with alcohol: __________________________
Are there any alcoholics in your family?  Y/N
If so, what is your relationship with them? _______________________________                      

Please explain in detail your medical history:                                 _______________________________________________________________________

Have you ever been verbally/physically/sexually abused?  Y/N
If so, by whom and what is your relationship with them? __________________
Are you pregnant? Y/N If so, how many weeks are you? _________________                            

Is this your first pregnancy? Y/N  If no, please describe the history of your pregnancies and deliveries: ___________________________________________

______________________________________________________________________                     

Are you currently taking any prescribed herbal prescriptions? Y/N
If yes, please list: _______________________________________________________              What are your goals in having Chinese medicine be a part of your lifestyle?  ______________________________________________________________

Please use this space to expand upon your thoughts and health history. 

How many treatments do you realistically think you plan on coming in for and how aggressive would you like for me to take care of your chief complaints: ______________________________________________________        Do you have other health issues besides the chief complaints that you would like for me to address:

_______________________________________________________________________

Please state here any concerns that you may have regarding our work together:


