Patient Intake Form
Date ________________

Full Name __________________________________  Sex  ⁭ F    ⁭  M

Address______________________________________________________________

Primary phone number _______________________   Alternate __________________ 

Email address _____________________ Date of Birth  _____________    Age _____

Marital Status ⁭S  ⁭M   ⁭D   ⁭W    # of children ________

Occupation ____________________________________

Emergency contact ________________________
Phone number _________________

Family Physician _________________________
Chiropractor __________________

Have you ever been treated with acupuncture before?  __________

___________________________________________________________________
Main Problem
Main problem(s) you would like us to help you with ____________________________

When did this problem begin? ___________________________

What are the precipitation factors? __________________________________________

Have you been given a diagnosis for this? If so, what? __________________________

To what extent does this problem interfere with your daily activities (work, sleep, sex, etc.?) _________________________________________________________________

What treatment(s) have you tried? ____________________________________________

What makes it worse? ______________________ Better? ________________________

Is there anyone in your family with the same/similar problem? ____________________
Past Medical History (please indicate the month/year when the diagnosis was established)

Cancer

Diabetes
Hepatitis
Thyroid Disease
Seizures


Fibromyalgia
Arthritis
Tuberculosis
Hypertension

Emotional Imbalance

Anemia
Breathing Problems

Heart Disease

Digestive Disorders

HIV/AIDS Positive

Venereal Disease 


Other:

