Patient Information and Health History Questionnaire
Name: ____________________________ Date of birth: ________________ Birth time:________
Phone: (Home): ____________________________ (Cell): _______________________________
May we communicate with you via text message? ______ E-Mail:

_________________________________

Employer: ____________________________ Occupation: _______________________________
Address: ______________________________ City/State/Zip: ____________________________
If you are under the care of a physician, indicate name, specialty, and phone #:
_______________________________________________________________________________
In case of emergency, who can we contact? Name: ________________________________________

Relationship: __________________________ Phone: ______________________________
Referred by: ________________________ Have you received acupuncture or Chinese herbs before? ______
What is your primary reason for seeking treatment? _____________________________________
_______________________________________________________________________________
When and how did this condition begin? _______________________________________________
_______________________________________________________________________________
To what extent does this problem interfere with your daily activities? ________________________
_______________________________________________________________________________
What makes it better? _____________________________________________________________
What makes it worse? _____________________________________________________________
What other treatment have you received for this condition? ________________________________
_______________________________________________________________________________
Write down any diagnoses you have received from a physician: ____________________________
_______________________________________________________________________________
List any medicines, herbs, or supplements you are currently taking: _________________________
_______________________________________________________________________________
_______________________________________________________________________________

Check conditions you have now or have had in
the past:
q
q
q
q
q
q
q
q
q
q
q
q
q
q
q
q
q
q
q
q
q
q

Anemia
Arrhythmia
Arthritis
Asthma
Autoimmune disorder: ___________________
Bipolar disorder
Bleeding disorder
Cancer: what kind? _____________________
Concussion
COPD
Depression
Diabetes
Drug or Alcohol Addiction
Heart Disease
Hepatitis
High Blood Pressure
HIV
Kidney Disease
Pacemaker
Seizures
Stroke
Thyroid Disorders

Family History: check the conditions found in

Habits/Lifestyle:
Do you get regular exercise? Yes No
Type(s):__________________________
How Often?________________________
Do you get sufficient sleep? Yes no
How many hours sleep per night? ______
If you partake of any of the following things, check
the box and write how often:
q Alcohol: _____drinks per______
q

Coffee:

_____ cups per _____

q

Soda:

_____ sodas per _____

q

Tobacco: ____cigarettes per____

q

Vaping:

q

Marijuana: _____times per_____

Diet: Describe your average daily diet
Breakfast:

Asthma
Cancer: what kind? _____________________
Depression
Diabetes
Heart Disease
High Blood Pressure
Kidney Disease
Seizures
Stroke
Other: _______________________________

___________________________
___________________________

your close relatives:
q
q
q
q
q
q
q
q
q
q

_____ times per _____

Lunch:

___________________________
___________________________

Dinner:

___________________________
___________________________

Please list any dietary restrictions:
____________________________________

Please list major illnesses, injuries, or surgeries
and the year they occurred:
__________________________________________
__________________________________________

____________________________________
Please list any food sensitivities:
____________________________________
____________________________________

__________________________________________
__________________________________________

Please list any medications, foods, or other
substances you are allergic to:

Female health history questions:
Are you possibly pregnant? _________
Date of last period: _______________
Number of pregnancies: _____

__________________________________________
__________________________________________
__________________________________________

Number of live births: _____
If you use birth control, what type and for how long?
_________________________________________

CONSENT TO RECEIVE TREATMENT
I hereby request and consent to the performance of acupuncture treatments and other procedures within the
scope of the practice of acupuncture on me (or on the patients named below, for whom I am legally
responsible) by the acupuncturist named below and/or other licensed acupuncturists who now or in the future
treat me while employed by, working or associated with or serving as back-up for the acupuncturist below,
including those working at the clinic or office listed below or any other office or clinic, whether signatories to
this form or not.
I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping,
electrical stimulation, Tui-Na (Oriental massage), Oriental herbal medicine, and nutritional counseling. I
understand that the herbs may need to be prepared and the teas consumed according to the instructions
provided orally and in writing. The herbs may be an unpleasant smell or taste. I will immediately notify a
member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the
herbs.
I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side
effects, including bruising, numbness or tingling near the needling sites that may last a few days, and dizziness
or fainting. Bruising is a common side effect of cupping. Unusual risks of acupuncture include spontaneous
miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax). Infection is another
possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment.
Burns and/or scarring are a potential risk of moxibustion and cupping.
I understand that while this document describes the major risks of the treatment, other side effect and risks
may occur. The herbs and nutritional supplements (which are from plant, animal and mineral sources) that
have been recommended are traditionally considered safe in the practice of Oriental Medicine, although some
may be toxic in large doses. I understand that some herbs may be inappropriate during pregnancy. Some
possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes,
hives, and tingling of the tongue. I will notify a clinical staff member who is caring for me if I am or become
pregnant.
I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of
treatment, and I wish to rely on the clinical staff to exercise judgment during the course of treatment which the
clinical staff thinks at the time, based upon the facts then know is in my best interest. I understand that results
are not guaranteed. I understand the clinical and administrative staff may review my patient records and lab
reports, but all my records will be kept confidential and will not be released without my written consent.
By voluntarily signing below, I show that I have read, or have had read to me, the above consent to treatment,
have been told about the risks and benefits of acupuncture and other procedures, and have had an opportunity
to ask questions. I intend this consent form to cover the entire course of treatment for my present condition
and for any future condition(s) for which I seek treatment.
Patient Signature:
_______________________________________________

Date:______________________

(Or Patient Representative--Indicate relationship if signing for patient: ____________________________________)

Office Signature:
_________________________________________________

Date:______________________

