
 
     Confidential Health Information  

 

Focus of Treatment 
 
What health concerns/goals brought you into the clinic?  
 
____________________________________________________________________________ 

____________________________________________________________________________ 
 

Have you found anything that improves or aggravates your condition(s)? If so, please describe. 

improves:________________________                 makes worse:_________________________ 
 

How does this issue affect your daily life (e.g. in relation to sleep, work, emotions)? 

_______________________________________________________________________________ 

 

Name:  Date of birth:  

Nickname:  Preferred pronoun:  

Address: 

Phone:  Email: 

Is it OK to text?   

Emergency contact (name, phone #, and relationship to you): 
 
 

Have you had acupuncture before?                       Where? 

How did you hear about us? 



Are you under a physician’s care for any of your health concerns? If so, please describe.  

_______________________________________________________________________________ 
 

Have you sought any other treatment(s) for any of your health concerns? If so, please describe.  

_______________________________________________________________________________ 
 

Have you had any blood tests, X-rays, CT scans, MRIs, EKGs, or other tests related to your 
health concerns within the past year? Please list and describe the results to the best of your 
knowledge and/or memory: 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

 

 
Please list all medications, herbs, vitamins, and any other supplements you take.  Use the back of 
this form if you run out of space. 

Medication/herb/vitamin/supplement How often? Purpose? 

   
   
   
   
   
   
   
   

Check symptoms you have or have 
had in last year: 

¨ Depression 
¨ Difficulty in focusing 
¨ Easily startled 
¨ Easily worried 
¨ Easily angered 
¨ Easily fearful 
¨ Fatigue/tiredness 
¨ Loss of sleep/poor sleep 
¨ Loss or gain of weight 
¨ Nervousness/irritability 
¨ Overwhelmed by life 

 

Check conditions you have or have had 
in the past: 

¨ Anemia 
¨ Bleeding disorders 
¨ Breast lump or other growths  
¨ Cancer -- Type: ____________ 
¨ Diabetes 
¨ Heart Condition or pacemaker 
¨ Hepatitis  
¨ HIV/AIDS 
¨ Alcoholism 
¨ Stroke 
¨ Tuberculosis 

  



Daily Life Activities 

Profession(s):_____________________________________________________________ 

Please describe a typical day of eating/drinking:   

breakfast:  

lunch:  

dinner:  

snacks:  
 

 

Circle one of the following: I prefer to drink hot/room temperature/cold beverages. 

 

On a weekly basis, do you find time for physical activity/exercise routines?   If so, please describe:  

_______________________________________________________________________________ 

Do you have any hobbies?  _________________________________________________________ 

How would you rate your overall stress level on a scale of 1-10?  ________ 
 (1=no stress; 10=extremely stressed)?  
 
 
Past Issues 
 
Were there any unusual circumstances surrounding your birth?  
 
_______________________________________________________________________________ 

 
Did you have any childhood/adolescent surgeries/accidents/hospitalizations?  If so, please describe 
below:  
 
_______________________________________________________________________________ 

 
As a child/teen, did you have any recurring illnesses (stomach flu? bronchitis? ear infections?) 
 
_______________________________________________________________________________ 

As an adult, have you had any major surgeries/accidents/hospitalizations?   If so, please describe 
below: 
_______________________________________________________________________________ 

_______________________________________________________________________________ 


