element

natural healing arts

Acupuncture Patient Information

Name: Tel. No. (h): (w): ():

Email: Address: Apt: City:

State: Zip Code: DOB:___ /| Age: Sex: Ht: Wit
Marital Status: No. of Children:

Occupation; Employer:

Primary Physician: Physician Phone:

Emergency Contact Name: Phone: Relationship to You:

How did you hear about us?/Referred by:
Would you like to receive emails about specials and classes from Element Natural Healing Arts? [ Yes [ No

Insurance Information:

Insurance Company Name: Address:
Policy No: Policy Holder's Name: Policy Holder's Phone:
Policy Holder's Address: City: State: Zip:

Policy Holder's DOB: ___/_/ Insurance Company Phone No. for Providers:
Present History
Main concern you would like me to help you with:
Other relevant complaints:
Is this the result of an accident or injury? ___Yes __ No Explanation of accident
When was the first time you were aware of the condition, when and how did it start?

Have you been given a diagnosis for this condition? If so, what?
What kind of treatment(s) have you tried for this condition?

What makes it better? What makes it worse?
Have you had acupuncture before? If so, for what?

Medical History

Current medicinals/ supplements:
Previous surgeries:
Have you ever been advised to have a surgery that was not done?
Have you ever been hospitalized? If so, explain:
Allergic to any medications? Other known allergies?
Are you currently pregnant? ___Yes __ No (How far along? )Date of last menstrual cycle?
(Please inform your acupuncturist if at any time you think you may be pregnant.)

Have you ever had or do you currently have:

OAnemia OArthritis OJAIDS [OCancer [Carpal Tunnel
[Convulsions [ODiabetes [1Digestive disorders [JEpilepsy [JEpstein-Barr
[OFibromyalgia [JGerman Measels [JHeart Trouble [JHepatitis A/B/C OHIv
[Lupus [OMultiple Sclerosis [JPacemaker [OParkinson's Disease [JPCOS
[OPolio [OJRheumatic Fever [OScarlet Fever [OThyroid condition [OTuberculosis
Other:

Family History - Has anyone in your immediate family ever had.:
[JAlcoholism [JAllergies [CArthritis [JAsthma [JCancer
[ODiabetes [ODrug Problem [JEpilepsy [JGlaucoma [JHeart Trouble
[OHigh Blood Pressure  [JKidney Disease [JMental Disorder [OScoliosis [JStroke
[OTuberculosis OUlcers Other:

If you are experiencing pain, mark the area of your pain with the associated symbols:

++++++ Sharp and Stabbing VVVV Achy
000000 Pins and Needles M1 Numbness

Patient's Signature:

Date:
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Patient Information:

Lifestyle
OAlcohol

General Symptoms
[JPoor appetite
CNumbness

[JPoor sleep

OFever

[JVertigo/ dizziness

OTobacco

element

natural healing arts
Patient Name:
[OMarijuana [Drugs [OJStress [OExercise Type
Type
[Big appetite [JRecent weight gain/loss  [JFatigue after eating
[JLack of strength [OBody feels heavy [dStrongly like cold drinks
[OHeavy sleep [OJCold hands or feet [Poor circulation
OcChills [ONight sweats [JSweat easily

[IBleed, bruise easily

Head, Eyes, Ears, Nose, Throat

[Headaches
[CJEye pain
OGlaucoma
[OFacial pain
[Sinus problems
[JPoor hearing
[OLoss of smell

[JHead or neck problems (explain)

Respiratory
[dShortness of breath

[JPeculiar taste (describe)

Frequency
Frequency

[General fatigue
[JStrongly like hot drinks
[JShortness of breath
[Muscle cramps

[JEye strain

[CNight blindness
OTMd

[Sores on lips on tongue
[Nose bleeds
OConcussions

[OMigraines [OPoor vision [OGlasses
[JRed Eyes Oltchy eyes [OBlurred vision
[OCataracts [OTeeth problems [OGrinding teeth
[OGum problems [Dry mouth [OExcessive saliva
[JRecurrent sore throat  [JSwollen glands [JEnlarged thyroid
[JEar ringing [JEar popping [JEaraches
[JChange in taste
[JExcessive phlegm (color)

[OJAsthma/wheezing [Tight chest [JPneumonia

[JCough recurrent? wet/dry thick/thin

[IDifficulty breathing when lying down

Cardiovascular
[JHigh blood pressure

[Low blood pressure

[JChest pain

[JTachycardia

[JCoughing blood
phlegm/color.

[JHeart palpitations

[OBlood clots [JFainting [IDifficulty breathing OPhlebitis [lrregular heartbeat
Gastrointestinal

[ONausea [OVomiting [JAcid regurgitation OGas [OBad breath
[JHiccup [1Bloating [ODiarrhea [JConstipation [OLaxative use
[OBlack stools [Bloody stools [ltchy anus [JRectal pain OHemorrhoid
[JAnal fissures [OJMucous in stools intestinal pain or cramping

Bowel Movements: frequency texture/form color odor
Musculoskeletal

[CINeck/shoulder pain [JJoint pain [JLow back pain [JUpper back pain [IMuscle pain
[JSpinal curvature [OWalking problems [JRib pain [OMuscular Atrophy

[JOther (explain)

Skin and Hair

[JRashes [JEczema [JAcne [JHives [JPsoriasis
[JDandruff [Ulcerations [ltching [J0ozing lesions [JHair loss

[JFungal infections

Neuropsychological
[Seizures

[JEasily stressed
[JSeeing a therapist

Genito-urinary
[JPain with urination
[JIncomplete urination
[increased libido

Gynecology
Age menses began

[OPMS

# of pregnancies

Other

[JOther hair or skin problems

[IDepression
[OTics
[OOther

[OHistory of abuse
Olrritability

[JFrequent urination
[JVenereal disease
[ODecreased libido

Date of last period
[Vaginal discharge (color)

[JVaginal odor

# of miscarriages

[JUrgent urination
[IBedwetting
[Jimpotence

Length of cycle
Date of last PAP
[JVaginal sores

# of abortions

[JAnxiety
[JPoor memory

[OBlood in urine
[OWake to urinate
[CJPremature ejaculation

Duration of flow
lrregular periods
[Clots

# of premature births

[Considered/attempted suicide
[JObsessive/compulsive behavior

[Unable to hold urine
[JKidney stone
[ONocturnal emission

Color of blood
[OPainful periods
[JBreast Lumps

Onset of menopause (age)
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