New Patient Intake Form

Name Date

Birthday / / Age Male / Female (please circle) Ht/Wt /
Address City, Zip

Home Phone Work Phone Occupation
Emergency Contact Phone Number

Referred by

Reason for visit today/Chief complaint

Have you had acupuncture, chiropractic or complementary medicine before? [Yes [INo

How long have you had this condition? Does it bother your:Sleep OWork [O0ther
What seems to make it better? Worse?
Are you under the care of a Physician? mYes ONo Physician’s Name

Other current Therapies/Medications

Famin Medical History (please check those that apply)

DAllergies DOArthritis OAsthma OAlcoholism OCancer
O Diabetes ODrug Abuse O Epilepsy O High Blood Pressure
CHeart Disease OKidney Disease OStroke

Your Past Medical HiStOI’Y (please check any of the conditions you currently have or have had in the past)

OAIDS/HIV OAlcoholism DAllergies CJAnemia DOAppendicitis
OAsthma O Cancer O Chicken Pox O Diabetes O Emphysema
C1Epilepsy C1Goiter OGout CHeart Disease CHepatitis
CHigh Blood Pressure [ Herpes Measles CIMultiple Sclerosis CMumps
ONephritis O Pacemaker CIPneumonia ORheumatic Fever O Scarlet Fever
OStroke OThyroid Dysfunction 3@Tuberculosis OUlcers OGI Disorders
OSurgery

Injuries

[Broken Bones O Concussion or Head Injury OISprains OLoss of Consciousness

Please explain

Lifestyle
OAlcohol O Tobacco ODrugs C1Stress O Occupational Hazards
O Caffeine- cups/day CORegular Exercise

Type
Frequency




General Symptoms

C1Poor appetite OPoor sleep O Chills OBodily heaviness OBleed or bruise easily
CHeavy appetite CHeavy sleep CNight sweats m1Cold hands/feet C1Peculiar taste (describe)
CPoor circulation O Fatigue OlLack of strength O Dream disturbed sleep

OShortness of breath OWeight loss/gain OFever O Muscle cramps OVertigo or dizziness
Head, Eyes, Ears, Nose, Throat

CGlasses CEye strain IRed eyes CItchy eyes C1Poor vision

CNight blindness COGlaucoma CBlurred vision O Cataracts CLight sensitivity

O Teeth problems OGrinding teeth 0OTM) OFacial pain OGum problems

O Dry mouth

COLumps in throat

CHeadaches
OSinus
CEntire head
MBack of head
O Forehead
O Temples
CMigraine

CExcessive saliva
OEnlarged thyroid
CIMigraines

C1Sinus problems
CNose bleeds
COMemory loss

O Excessive phlegm
ORinging in ears
O Fainting

CRecurring sore throat
CPoor hearing
OEaraches

Respiratory

OTight chest
OAsthma/wheezing

OCough
OOPneumonia

0O Coughing blood

CIShortness of breath

O Difficulty breathing
when lying down

Cardiovascular

CHigh blood pressure [JLow blood pressure  [Heart palpitations OIrregular heartbeat  [@Blood clots
C1Chest pain C1Pain around ribs CIRecent stroke CRecent Heart Attack

Gastrointestinal

CONausea O Vomiting DAcid reflux OGas CHiccups
OBloating OBad breath O Diarrhea O Constipation OlLaxative use
OBlack stool OBloody stool OMucus in stool OItchy anus OIntestinal pain/cramps
CIHemorrhoids C1Bowel movements: Frequency Color Consistency
Musculoskeletal

CONeck/shoulder pain  TILow back pain O Upper back pain CMuscle pain CRib pain

Joint pain OArthritis CLimited use OLimited Range of motion

O Other- describe

Skin and Hair

JRashes C1Eczema mODandruff CChanges in hair/skin Psoriasis
CIHives O UIcerations O Itching O Hair loss CFungal infection
Neuropsychological

C1Seizures ONumbness OTics CPoor memory C1Depression
DOAnxiety OIrritability OEasily stressed DAbuse survivor CSuicide attempts
CSeeking a therapist OOther

Genito-Urinary

OPainful urination
OFrequent urination
OUrgent urination

OBlood in urine
CUnable to hold urine
OIncomplete urination

CVenereal disease
O Bedwetting
CIWake to urinate

OIncreased libido
OImpotence
OKidney stone

O Decreased libido
CPremature ejaculation
O Prostate enlargement

Gynecology

OAge menses began

] Duration of flow

O Hysterectomy

Menopause

DAre you or do you think you are pregnant

O Vaginal Sores
Olrregular periods
O Tumors

OVaginal ulcers
O Cramping
OPregnancy.

OBreast lumps
OPMS
OInfertility




