BALANCE POINT HEALTH
4495 HALE PARKWAY, SUITE 310 WWW.BALANCEPOINTDENVER.COM
DENVER, CO 80220 303-668-1229

NEW PATIENT INTAKE FORM
General Information

Name (First, Middle, Last) Date
Address (Street No., City, State, Zip) Date of Birth (mm/dd/yyyy)
Age

Phone (Home) Phone (Work) Phone (Cell)

Email Marital Status (Single, Married, Divorced, Number & Ages of Children
Widowed)

Gender (Male / Female) Height Weight Occupation/Employer

Student U Full-time U Part-time Would you like to receive our email newsletter?  Yes UNo

Emergency Contact (Please indicate who to notify in case of emergency)

Name Relationship

Address Phone

Who is your medical doctor? Date of last visit Reason

Have you received acupuncture/Chinese hetbs in the past? W Acupuncture WHerbs

Name of acupuncturist Date of last visit Reason

List any health care practitioners you are seeing (including alternative such as Naturopath, Chiropractor, etc.) and the condition for which you
are being treated

Who should we thank for referring you?

Major Complaint
What is your primary health concern for this visit?

Have you ever received treatment for this condition? If yes, when and by whom?

What was the diagnosis?

Did the treatment help? UNotatall Somewhat WVery effective  UNotsure ~ WOther
How long have you had this condition? Is it getting worse?

What do you think caused it? Is the cause still present?

Does this condition bother your: ~ USleep Eating UWork  WOther (specify)

Did your symptoms develop UGradually USuddenly UHow long do symptoms last?

What causes your symptoms?

What makes them worse?

What makes them better?

Severity: (Please mark the scales below)

How severe is your problem right now?

| | |
No problem Moderate Worst Imaginable

What’s the most severe level you have endured within the last week?

I I |
No problem Moderate Worst Imaginable
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Affecting your Life: (Please mark the scales below)
How does this affect your ability to work (employment & volunteer)?

| | |
No problem Moderate Worst Imaginable

How much does this affect your lifestyle (family, fun activities, hobbies, eating, sleeping, etc.)?

No problem Moderate Worst Imaginable

Do you have specific questions you would like to discuss today?

Personal Medical History
List current health conditions (Diabetes, lupus, IBS, Chronic Fatigue, etc.)

List any surgeries, traumas (auto accidents, falls, etc.) setious illnesses, hospitalizations, broken bones, scars, etc.

Dates of surgeries, hospital stays, etc.

Do you have any reason to believe you may be pregnant? QYes WNo  If so, how far along are you?
Do you have any infectious (contagious) diseases? WHIV+UAIDS WHepatitis A,B,C WVenereal Disease UHerpes UOther
Do you have any of the following?: WSevere Bleeding Disorder WPacemaker WMetal Implants Electrical Implants W Other

Allergies: Are you allergic or hypersensitive to any of the following? What is your reaction level: UMild UModerate USevere WAnaphylaxis
WDrugs/Medicines/Hetbs/Supplements
WFoods

UEnvironments/Seasons U Chemicals
U Animal UOther

Please indicate any of the following conditions that apply to your health history:

QAIDS/HIV UDiabetes W Antibiotic use UMultiple Sclerosis U Allergies
UTuberculosis (TB) UAlcoholism UEmphysema UCandida/Yeast infections UBirth Trauma
WUTyphoid Fever WEpilepsy UKidney Disease WUlcers USmall Pox

U Appendicitis Goiter UPleurisy dVenereal Disease/STD’s Malaria

WHigh Cholesterol UGout UPneumonia UThyroid Disorder WUHepatitis
UMental Disorders UWhooping Cough UAsthma UHeart Disease UMumps

UWPolio WUMajor trauma UMeasles UBruise easily URheumatic Fever
UDrug addiction WHerpes UScarlet Fever UCancer

WHigh Blood Pressure USeizures UChicken Pox UStroke

UGlaucoma WJaundice WShingles W Vascular Disease

UAnemia UNight sweats UBleed easily WChronic colds/flu (Frequent viral/bacterial infections)
UAutoimmune Disease ~ WLiver Disease WEating Disorder WOther (Specify)

ULow Blood Pressure U Arteriosclerosis W Unusual Childhood illnesses
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Please list any medications (prescribed and over-the-counter) you are currently taking and for the condition being treated:

1. 4.
2. 5.
3. 6.
Please list any herbs, vitamins, supplements and homeopathic remedies you are currently taking:
1. 4.
2. 5.
3. 6.

Check the immunizations you have received:

UChicken Pox UMeasles/Mumps/Rubella UHepatitis A, B UPolio UForeign travel
UDiptheria/Pertussis/ Tetanus Ulnfluenza UTetanus only UHib UOther
List the Date and Results of last medical test:
Date | Test Result Date | Test Result

Cholesterol Pap Smear

Hepatitis Physical

HIV test PSA (prostate)

Mammography Stool

Other: Other:
X-Rays/CAT Scans/MRI’s/Ultrasounds/Special Studies:
Date: Reason:
Date: Reason:
Date: Reason:
Family Medical History
UAllergies UHigh Cholesterol UCancer UKidney Disease UMigraines
UDiabetes USeizures UAsthma UHeart Disease UGlaucoma
UStroke U Alcoholism UDrug addiction ULiver Disease O Arthritis
UMental Disordets UTuberculosis (IB) UHigh / Low Blood Pressure USpinal problems UThyroid Disease
UUlcers USinus problems UEye Disease U Arthritis UGall Stones
UEpilepsy UBleed easily U Arteriosclerosis U Autoimmune Disease
Father ULiving — Age Health Status

UDeceased — Age at death Cause
Mother ULiving — Age Health Status
UDeceased — Age at death Cause

Brother(s) UHealth Status
Sister(s) UHealth Status
Children UBoy(s) # UGirl(s) # Health Status
Patient Birth History:
UProlonged labor UForceps delivery UC-Section UOther
Notes:

Childhood and Teenage Health:
Physical:

Emotional:
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Lifestyle

UExercise WEnergy drinks USalty food UMarijuana

WSedentary WCoffee USugar URecreational drugs

UFad dieting UBlack Tea U Artificial sweeteners WPharmaceutical dependency
OFast food UGreen Tea U Alcohol OStress

Soft drinks Caffeine WCigarettes/Nicotine/Tobacco W Occupational hazards
WChips/Crackets dCookies/Sweets JAddictions dOther

Diet (typical foods):

UBeef WPoultry UFish WUPork UTofu UEggs WCheese WUMilk WUYogurt WButter WUMargarine UGrains WBread WSoy
WVegetables Salads WEnergy Bars Wlce Cream WUSweets WHot Spicy Food WFried Food WOther
UEat three meals per day WEat at regular time every day (Eat breakfast (Other eating habits:
Typical Food Intake:

Breakfast:

Lunch:
Dinnet:
Snacks:

Treats:
Appetite:
UGood UWFair UPoor WAbsent WHungty a lot/Excessive UUp and down Loss of taste U Cravings

Exercise:
WDaily (5-7 times per week J2-4 times per week WOnce per week Less than once per week UNever
Type of exercise:

Recreational/Work Activities:

URunning WOrganized sports WComputer work WSitting WDriving
USkiing U Weight training ULifting /Bending WStanding for long petiods UPhone
Martial Arts URock climbing

Interests/Hobbies:

Emotions:

WHappy UEasily irritable WDifficulty making decisions WAngry WCry easily UEasily Stressed WHutry to do things WDepression
URestless WNetrvousness WMood swings  Sadness ”Head trash” UWAnxiety UBad temper Loss of control WParanoia
WViolence potential W Abuse survivor WAttempted suicide Seecing a therapist WHistory of treatment for emotional problems:

Stress:

Please rate your typical stress level on a scale of 1 to 10, with 10 being the most stress: /10

Types ot soutces of stress you experience:

W Occupational W Academic UHome/Family URelationships Ulllness/Pain
UWork-Life balance U Financial WOther:

I deal with my stress by:
Do you enjoy your work? Why or why not?

Body Systems For the following, please CHECK any that you expetience NOW and UNDERLINE any that you have expetienced in the PAST.
Weight:

UNormal UUnderweight WOverweight ~ WRecent gain URecent loss  WFluctuating loss and gain

Energy and Immunity:

UUp and down WLow WExcess UNormal Low after eating Tired in afternoon  Sudden drops in energy  WLack of Strength
WTired at certain time of day WSick often/Frequent colds W Autoimmune Disease WSlow wound-healing WChronic infections
WChronic Fatigue Syndrome Fatigue/Exhaustion: How often? UOther
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Body Temperature/Petspiration:
UWarm body temp Cold body temp Flushed face WFeel warmer late afternoon & night USweat easily WNight sweats

WProfuse perspiration Chills WFevers WAlternate fever & chills Cold hands & feet WWarm palms WWarm soles Warm chest
WSweat for no reason WSweat with exercise  WNormal body temp WTrouble regulating body temp WDo you dislike any of the
following? WCold WHeat UDamp WDry UWind WOther

Digestion/Gastrointestinal:
Wlndigestion WBloating WHeartburn/reflux  UNausea WVomiting UFull feeling/distention WBelching WBad breath WGas
WHiccups WUlcers WAntacid use  Nuttitional deficiencies WHypoglycemia WIrritable Bowel Syndrome (IBS) WEpigastric pain
WDifficulty digesting fatty or oily foods Bitter taste in mouth WChanges in appetite  JAbdominal pain or cramping Liver Disease
UGall Bladder Disease/Gallstones  Hepatitis B or C WNormal Please list any digestive disturbances:

Bowels/Stools:
WLoose stool WBloody stool WBlack stool WMucous in stool Undigested food in stool WStools with unusual/strong odor
WFrequent bowel movements WDiarthea WConstipation (difficulty going) WConstipation (hard, dry stool) Wlntestinal pain or cramps
WUNormal UColon problems WHemorrhoids Anal fissures WRectal pain  Wltchy anus  UBurning anus

WIncomplete bowel movements WLaxative use: how often? UNumber of bowel movements per day:
QTexture/form: WOther

Urination/Genito-Utinary Tract:
WUFrequent UBurning WUrgency WBloody WBedwetting UWlIncontinence WDribbling/Leaking WRetention/impaited WIncomplete
WDecrease in flow WHeavy flow Painful WUCloudy WFrequent UTT Bladder infections WKidney stones/infections WNormal

UKidney disease Wake to urinate? How often? WUtine color: WOther

Thirst:

UStrong thirst for hot drinks  Strong thirst for cold drinks WLess than normal WExcessive WPrefer cold drinks WPrefer hot drinks
WThirsty but do not drink  Normal [ Glasses/ounces of water per day UOther.

Sleep:

WPoor sleep habits WSleep disorder WDifficulty falling asleep W Awake easily WDifficulty going back to sleep WLots of dreams
UNightmares Restless Restless leg syndrome  WSleep too much  WWake rested WEatly riser WNight owl WNormal
UTrouble waking up W Average # of hours a night WUOther

Neurological:
WHeadaches WMigraines WVertigo UDizziness WParalysis Areas of Numbness/Tingling  Poor Balance WTLack of coordination
UWeakness WSeizures/Epilepsy WConcussion WUTics WTremors WFacial pain  UPoor memory WDifficulty concentrating

UADD USubstance abuse WMotion sickness Faint easily WBend down, stand up and get dizzy Other

Skin:
UDry UHives Wltching/scratching WQOily WAcne/pimples WEczema Psoriasis Rashes WCorns UWarts Bruise easily

UEdema/swelling  Ulcerations (open/oozing sotes) WNon-healing rash/lesion WWounds heal slowly Fungal infections WNormal
URecent moles/changes W Changes in skin/hair WOther

Hair:
UDry UOily WDandruff Itchy scalp WHairloss WBrittle WEatly grey WNormal Other

Nails:
WSoft USpots WRidges and lines  WUBreak easily WPurple WUPale UGrow slowly WUGrow fast UNormal WOther
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Eyes:

WImpaired/poot vision WBlurred vision WWear glasses/contacts WPoor night vision URed WDryness WItchy WTear easily/watery
WGritty UDischarge WTwitch WEyelids swollen Pain  WSensitive to light WGlaucoma WCataracts UColor blindness UNormal
WEye strain  USpots in vision field/floaters WBlind fields WOther eye problems:

Ears:

WImpaired/poot heating  URinging (high pitch) WRinging (low pitch) WFrequent infections WEaraches WDischarge WNormal
WCause of hearing loss (if known) UOther

Nose:

UStuffy nose/congestion Hay fever WSneeze alot WEnvironmental sensitivity WMucous WRunny nose/drainage Nose bleeds
UlLoss of smell WPeculiar smells UNormal WBlow nose a lot WSinusitis WRhinitis WOther

Mouth & Throat:
WUDry UFrequent colds WFrequent sote throat WDifficulty swallowing WFeel lump in throat TM]/jaw problems WGrind teeth
UBroken teeth WSensitive teeth  WNumerous cavities UBleeding gums WGum problems WExcessive saliva WEnlarged thyroid

WThyroid problems WHoarseness Sores on lips/tongue  WPeculiar tastes WNormal WOther

Respiratory:
WShortness of breath  WDifficulty inhaling UDifficulty exhaling UDifficulty breathing when lying down Sigh a lot WChest pain

UChest tightness WCough with phlegm WDry cough WPersistent cough  WCough with blood WWheezing Asthma WEmphysema
WUPneumonia  WBronchitis WTuberculosis WPleurisy UNormal WOther Lung problems:

Cardiovascular / Circulation:
WDiagnosed heart problems Palpitations/Fluttering  UMurmur lrregular heart beat WHigh blood pressure  ULow blood pressure
UChest pain/discomfort WHigh cholesterol WBleed easily WBruise easily Blood clots WFoot/Hand swelling  UBodily edema
WVaricose veins  WStroke  WNumbness in extremities Cold hands/feet WFainting UDifficulty breathing Hardening arteries
WEmbolisms/Thrombosis/Aneurism WNormal WOther heart/blood vessel problems:

Pain / Musculoskeletal:
UNeck/Shoulder pain - Arm pain UHand/Wrist pain  Upper Back pain  Mid Back pain  ULow Back pain  UHip pain ULeg pain
UKnee pain  UFoot/Ankle pain  Rib/Flank pain WJoint pain (whete?) UMuscle spasm/twitching
UMuscle cramps  Muscle weakness UDamp weather Sciatica WArthritis Bursitis/tendonitis Nerve WSpine WFractures
WPinched nerve  WHerniated disc  UInflaimmation Limited use/range of motion WLocalized weakness WOther

Endocrine:
WHypothyroid WHypoglycemia WHyperthyroid WDiabetes Mellitus  Night Sweats  WFeeling Hot or Cold

Male Reproductive:
WDiagnosed prostate problems Testicular pain/swelling Penile discharge WImpotence WPrematute ejaculation
WSexual difficulties WChange in sex drive  ULow sex drive  Excessive sex drive  Venereal disease/STD’s  WSotes on genitals

What are your treatment goals?
U Temporary relief of symptoms/pain control
U Eliminate root ot cause of problem (if possible)
U Maintenance care (petiodic balancing/tune-up of stay in good health)

Anything else you feel might be important? Are there any other concerns you would like to discuss?
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