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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, 
Widowed) 

Number & Ages of Children 

Gender (Male / Female) 
 Height _________ Weight ___________ Occupation/Employer 

Student  q Full-time  q Part-time Would you like to receive our email newsletter?      qYes  qNo 
 
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 herbs in the past?   qAcupuncture qHerbs 
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?         qNot at all     qSomewhat    qVery effective     qNot sure  qOther ________________________ 
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:     qSleep    qEating               qWork       qOther (specify)_____________________________________ 
Did your symptoms develop                     qGradually          qSuddenly  qHow 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? 
 
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.) serious illnesses, hospitalizations, broken bones, scars, etc.________________________ 
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________ 
Dates of surgeries, hospital stays, etc._________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
Do you have any reason to believe you may be pregnant?  qYes   qNo      If so, how far along are you? _____________________________ 
Do you have any infectious (contagious) diseases?   qHIV+qAIDS  qHepatitis A,B,C  qVenereal Disease  qHerpes  qOther __________  
Do you have any of the following?:  qSevere Bleeding Disorder   qPacemaker   qMetal Implants   qElectrical Implants   qOther ________ 
 
Allergies: Are you allergic or hypersensitive to any of the following? What is your reaction level: qMild  qModerate  qSevere  qAnaphylaxis 
qDrugs/Medicines/Herbs/Supplements ______________________________________________________________________________ 
qFoods _______________________________________________________________________________________________________ 
qEnvironments/Seasons ______________________________________________qChemicals __________________________________ 
qAnimal ____________________________________________________qOther ____________________________________________ 
 
Please indicate any of the following conditions that apply to your health history: 
qAIDS/HIV   qDiabetes   qAntibiotic use  qMultiple Sclerosis  qAllergies  
qTuberculosis (TB) qAlcoholism  qEmphysema  qCandida/Yeast infections  qBirth Trauma 
qTyphoid Fever    qEpilepsy   qKidney Disease  qUlcers    qSmall Pox 
qAppendicitis  qGoiter   qPleurisy  qVenereal Disease/STD’s  qMalaria 
qHigh Cholesterol qGout   qPneumonia  qThyroid Disorder  qHepatitis 
qMental Disorders  qWhooping Cough   qAsthma  qHeart Disease   qMumps 
qPolio   qMajor trauma   qMeasles  qBruise easily   qRheumatic Fever 
qDrug addiction  qHerpes  qScarlet Fever   qCancer   
qHigh Blood Pressure  qSeizures  qChicken Pox  qStroke  
qGlaucoma  qJaundice  qShingles  qVascular Disease 
qAnemia  qNight sweats  qBleed easily  qChronic colds/flu (Frequent viral/bacterial infections)  
qAutoimmune Disease qLiver Disease  qEating Disorder  qOther (Specify) _______________________________ 
qLow Blood Pressure qArteriosclerosis  qUnusual 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: 
qChicken Pox        qMeasles/Mumps/Rubella    qHepatitis A, B  qPolio   qForeign travel 
qDiptheria/Pertussis/Tetanus  qInfluenza   qTetanus only  qHib  qOther 
 
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 
qAllergies  qHigh Cholesterol qCancer    qKidney Disease  qMigraines 
qDiabetes                          qSeizures  qAsthma   qHeart Disease    qGlaucoma 
qStroke     qAlcoholism  qDrug addiction   qLiver Disease  qArthritis 
qMental Disorders qTuberculosis (TB) qHigh / Low Blood Pressure qSpinal problems  qThyroid Disease 
qUlcers   qSinus problems  qEye Disease   qArthritis  qGall Stones 
qEpilepsy  qBleed easily  qArteriosclerosis   qAutoimmune Disease ___________________ 
Father  qLiving – Age_______ Health Status__________________________________________________________________ 
  qDeceased – Age at death______ Cause________________________________________________________________ 
Mother  qLiving – Age_______ Health Status__________________________________________________________________ 
  qDeceased – Age at death______ Cause________________________________________________________________ 
Brother(s) qHealth Status____________________________________________________________________________________ 
Sister(s)  qHealth Status____________________________________________________________________________________ 
Children qBoy(s) # _______qGirl(s) # _______Health Status_____________________________________________________ 
 
Patient Birth History: 
qProlonged labor  qForceps delivery qC-Section qOther______________________________________________ 
Notes: ________________________________________________________________________________________________________ 
 
Childhood and Teenage Health: 
Physical: ______________________________________________________________________________________________________ 
Emotional: ____________________________________________________________________________________________________ 
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Lifestyle 
qExercise qEnergy drinks qSalty food qMarijuana 
qSedentary qCoffee qSugar qRecreational drugs 
qFad dieting qBlack Tea qArtificial sweeteners qPharmaceutical dependency 
qFast food qGreen Tea qAlcohol qStress 
qSoft drinks qCaffeine qCigarettes/Nicotine/Tobacco qOccupational hazards 
qChips/Crackers qCookies/Sweets qAddictions ______________ qOther __________________ 
 
Diet (typical foods): 
qBeef   qPoultry   qFish   qPork   qTofu   qEggs   qCheese   qMilk   qYogurt   qButter   qMargarine   qGrains   qBread   qSoy 
qVegetables   qSalads   qEnergy Bars   qIce Cream   qSweets   qHot Spicy Food   qFried Food   qOther _______________________ 
qEat three meals per day   qEat at regular time every day   qEat breakfast   qOther eating habits: ________________________________ 
Typical Food Intake: 
Breakfast:_______________________________________________________________________________________________________ 
Lunch:_________________________________________________________________________________________________________ 
Dinner:________________________________________________________________________________________________________ 
Snacks:_________________________________________________________________________________________________________ 
Treats:_________________________________________________________________________________________________________ 
Appetite: 
qGood   qFair   qPoor   qAbsent   qHungry a lot/Excessive   qUp and down   qLoss of taste   qCravings ______________________ 
 
Exercise: 
qDaily   q5-7 times per week   q2-4 times per week   qOnce per week   qLess than once per week   qNever   
Type of exercise: _________________________________________________________________________________________________ 
Recreational/Work Activities: 
qRunning qOrganized sports  qComputer work  qSitting    qDriving 
qSkiing  q Weight training   qLifting /Bending qStanding for long periods  qPhone 
qMartial Arts qRock climbing 
Interests/Hobbies: _______________________________________________________________________________________________ 
 
Emotions: 
qHappy    qEasily irritable    qDifficulty making decisions   qAngry   qCry easily    qEasily Stressed   qHurry to do things   qDepression   
qRestless   qNervousness   qMood swings    qSadness   q”Head trash”   qAnxiety   qBad temper   qLoss of control   qParanoia 
qViolence potential   qAbuse survivor   qAttempted suicide   qSeeing a therapist   qHistory 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 or sources of stress you experience: 
qOccupational  qAcademic qHome/Family  qRelationships  qIllness/Pain 
qWork-Life balance q Financial qOther: ___________________________________________________________________ 
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 experience NOW and UNDERLINE any that you have experienced in the PAST. 
Weight: 
qNormal qUnderweight qOverweight qRecent gain qRecent loss   qFluctuating  loss and gain 
Energy and Immunity: 
qUp and down   qLow   qExcess   qNormal   qLow after eating   qTired in afternoon   qSudden drops in energy   qLack of Strength 
qTired at certain time of day   qSick often/Frequent colds   qAutoimmune Disease   qSlow wound-healing   qChronic infections   
qChronic Fatigue Syndrome   qFatigue/Exhaustion: How often? _________________________qOther __________________________ 
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Body Temperature/Perspiration: 
qWarm body temp   qCold body temp   qFlushed face   qFeel warmer late afternoon & night   qSweat easily   qNight sweats 
qProfuse perspiration   qChills   qFevers   qAlternate fever & chills   qCold hands & feet   qWarm palms   qWarm soles   qWarm chest 
qSweat for no reason   qSweat with exercise   qNormal body temp   qTrouble regulating body temp   qDo you dislike any of the 
following?   qCold   qHeat   qDamp   qDry   qWind   qOther __________________________________________________________ 
 
Digestion/Gastrointestinal: 
qIndigestion   qBloating   qHeartburn/reflux   qNausea   qVomiting   qFull feeling/distention   qBelching   qBad breath   qGas   
qHiccups   qUlcers   qAntacid use   qNutritional deficiencies   qHypoglycemia   qIrritable Bowel Syndrome (IBS)   qEpigastric pain 
qDifficulty digesting fatty or oily foods   qBitter taste in mouth   qChanges in appetite   qAbdominal pain or cramping   qLiver Disease 
qGall Bladder Disease/Gallstones   qHepatitis B or C   qNormal   qPlease list any digestive disturbances: __________________________ 
______________________________________________________________________________________________________________ 
 
Bowels/Stools: 
qLoose stool   qBloody stool   qBlack stool   qMucous in stool  qUndigested food in stool   qStools with unusual/strong odor 
qFrequent bowel movements   qDiarrhea   qConstipation (difficulty going)   qConstipation (hard, dry stool)   qIntestinal pain or cramps   
qNormal   qColon problems   qHemorrhoids   qAnal fissures   qRectal pain   qItchy anus   qBurning anus    
qIncomplete bowel movements   qLaxative use: how often? _____________________ qNumber of bowel movements per day: ________   
qTexture/form: _______________________________________________________   qOther _________________________________ 
 
Urination/Genito-Urinary Tract: 
qFrequent  qBurning   qUrgency   qBloody   qBedwetting   qIncontinence   qDribbling/Leaking   qRetention/impaired   qIncomplete    
qDecrease in flow   qHeavy flow   qPainful   qCloudy   qFrequent UTI   qBladder infections   qKidney stones/infections   qNormal 
qKidney disease   qWake to urinate? How often? ____________________qUrine color: ________________qOther ________________ 
 
Thirst: 
qStrong thirst for hot drinks   qStrong thirst for cold drinks   qLess than normal   qExcessive   qPrefer cold drinks   qPrefer hot drinks   
qThirsty but do not drink   qNormal   q Glasses/ounces of water per day ____________________   qOther_______________________ 
 
Sleep: 
qPoor sleep habits   qSleep disorder   qDifficulty falling asleep   qAwake easily   qDifficulty going back to sleep   qLots of dreams   
qNightmares   qRestless   qRestless leg syndrome   qSleep too much   qWake rested   qEarly riser   qNight owl   qNormal      
qTrouble waking up   qAverage # of hours a night __________________  qOther ___________________________________________ 
 
Neurological: 
qHeadaches   qMigraines   qVertigo   qDizziness   qParalysis   qAreas of Numbness/Tingling   qPoor Balance   qLack of coordination 
qWeakness   qSeizures/Epilepsy    qConcussion   qTics   qTremors   qFacial pain   qPoor memory   qDifficulty concentrating   
qADD   qSubstance abuse   qMotion sickness   qFaint easily   qBend down, stand up and get dizzy    qOther _____________________ 
 
Skin: 
qDry   qHives   qItching/scratching   qOily   qAcne/pimples   qEczema   qPsoriasis   qRashes   qCorns   qWarts   qBruise easily   
qEdema/swelling   qUlcerations (open/oozing sores)   qNon-healing rash/lesion   qWounds heal slowly   qFungal infections   qNormal   
qRecent moles/changes   qChanges in skin/hair ______________________________   qOther _________________________________   
 
Hair: 
qDry   qOily   qDandruff   Itchy scalp   qHair loss   qBrittle   qEarly grey   qNormal   qOther _______________________________ 
 
Nails: 
qSoft   qSpots   qRidges and lines   qBreak easily   qPurple   qPale   qGrow slowly   qGrow fast   qNormal   qOther _____________ 
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Eyes: 
qImpaired/poor vision   qBlurred vision   qWear glasses/contacts   qPoor night vision   qRed   qDryness   qItchy   qTear easily/watery   
qGritty   qDischarge   qTwitch   qEyelids swollen   qPain   qSensitive to light    qGlaucoma   qCataracts  qColor blindness   qNormal   
qEye strain   qSpots in vision field/floaters   qBlind fields   qOther eye problems: ____________________________________________ 
 
Ears: 
qImpaired/poor hearing   qRinging (high pitch)   qRinging (low pitch)   qFrequent infections   qEaraches   qDischarge   qNormal   
qCause of hearing loss (if known) __________________________________________________   qOther _________________________ 
 
Nose: 
qStuffy nose/congestion   qHay fever   qSneeze a lot   qEnvironmental sensitivity   qMucous   qRunny nose/drainage   qNose bleeds   
qLoss of smell   qPeculiar smells   qNormal   qBlow nose a lot   qSinusitis   qRhinitis   qOther ________________________________ 
 
Mouth & Throat: 
qDry   qFrequent colds   qFrequent sore throat   qDifficulty swallowing   qFeel lump in throat   qTMJ/jaw problems   qGrind teeth   
qBroken teeth   qSensitive teeth   qNumerous cavities   qBleeding gums   qGum problems   qExcessive saliva   qEnlarged thyroid   
qThyroid problems   qHoarseness   qSores on lips/tongue   qPeculiar tastes   qNormal   qOther _______________________________ 
 
Respiratory: 
qShortness of breath   qDifficulty inhaling   qDifficulty exhaling   qDifficulty breathing when lying down   qSigh a lot   qChest pain   
qChest tightness   qCough with phlegm   qDry cough   qPersistent cough   qCough with blood   qWheezing   qAsthma   qEmphysema   
qPneumonia   qBronchitis   qTuberculosis   qPleurisy   qNormal   qOther Lung problems: ___________________________________ 
 
Cardiovascular / Circulation: 
qDiagnosed heart problems   qPalpitations/Fluttering   qMurmur   qIrregular heart beat   qHigh blood pressure   qLow blood pressure   
qChest pain/discomfort   qHigh cholesterol   qBleed easily   qBruise easily   qBlood clots   qFoot/Hand swelling   qBodily edema   
qVaricose veins   qStroke   qNumbness in extremities   qCold hands/feet   qFainting   qDifficulty breathing   qHardening arteries 
qEmbolisms/Thrombosis/Aneurism  qNormal   qOther heart/blood vessel problems: ________________________________________ 
 
Pain / Musculoskeletal: 
qNeck/Shoulder pain   qArm pain  qHand/Wrist pain   qUpper Back pain   qMid Back pain   qLow Back pain   qHip pain qLeg pain   
qKnee pain   qFoot/Ankle pain   qRib/Flank pain   qJoint pain (where?) ____________________________   qMuscle spasm/twitching   
qMuscle cramps   qMuscle weakness   qDamp weather   qSciatica   qArthritis   qBursitis/tendonitis   qNerve   qSpine   qFractures    
qPinched nerve   qHerniated disc   qInflammation   qLimited use/range of motion   qLocalized weakness   qOther ________________ 
 
Endocrine:  
qHypothyroid   qHypoglycemia   qHyperthyroid   qDiabetes Mellitus   qNight Sweats    qFeeling Hot or Cold 
 
Male Reproductive: 
qDiagnosed prostate problems   qTesticular pain/swelling   qPenile discharge   qImpotence   qPremature ejaculation 
qSexual difficulties   qChange in sex drive   qLow sex drive   qExcessive sex drive   qVenereal disease/STD’s   qSores on genitals 
 
What are your treatment goals? 
 q Temporary relief of symptoms/pain control 
 q Eliminate root or cause of problem (if possible) 
 q Maintenance care (periodic 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? __________________________ 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 


