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	Acupuncture Intake Form

All Information provided will be kept confidential


	Date:
	
	
	Birth Date:
	

	

	First Name:
	
	Last Name:
	

	

	Address:
	

	

	

	City:
	
	
	Province:
	
	
	Postal Code:
	

	

	Home Ph:
	
	Cell Ph:
	

	Work Ph:
	
	Email:
	

	

	Family Doctor:
	

	

	How did you hear about Whole Family Health?
	

	

	(  Facebook ( Twitter ( Google+ 
Would you like to receive our monthly newsletter?
	(
	Yes
	(
	No


	What is your reason for today’s visit?
	

	

	


	Have you ever been hospitalized for any reason?  If yes, when was it & what was it for?

	

	


	Please list all current prescription medications, vitamins, herbal medicine or supplements:

	1.
	
	4.
	

	2.
	
	5.
	

	3.
	
	6.
	


	Are you allergic to anything (including such as: non-medications, lotion or massage oil components, metals, foods, perfume, etc)?  If yes, what is your reaction?

	

	

	Please indicate if any of the following applies to you:

Do you have hemophilia?
No (
Yes (
Do you wear a pacemaker?

No (
Yes (
Are taking anticoagulant medications?

No (
Yes (
Do you have any surgeries scheduled?

No (
Yes (
Do you have epilepsy?

No (
Yes (
Do you have a serious heart/lung condition?

No (
Yes (
Are you a vegetarian?

No (
Yes (
Are you pregnant or possibly pregnant?

No (
Yes (

	On the figures below, please circle the areas of pain/concern
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	Please indicate if you have experienced any of the following symptoms over the last 3 months:

	
	
	
	
	
	

	
	Cardio Vascular
	
	Head & Neck 
	
	Genito-Urinary

	(
	Palpitations/Rapid Heartbeat
	(
	Dizziness/Light-headed
	(
	Pain/Itching of Genitalia

	(
	Chest Pain or Tightness
	(
	Fainting
	(
	Genital Lesions/Discharge

	(
	Irregular Heart Beat
	(
	Neck Stiffness
	(
	Painful Urination

	(
	Poor Circulation
	(
	Headaches/Migraines
	(
	Frequent Urination

	(
	Swelling of Ankles
	(
	Other:
	(
	Excessive or Scanty Urination

	(
	Other:
	
	
	(
	Blood in Urine

	
	
	
	Muscle & Joints
	(
	Urgent Urination

	
	Eyes
	(
	Joint Pain
	(
	Unable to Hold Urine

	(
	Blurred Vision
	(
	Body Aches/Stiffness
	(
	Wake up to Urinate

	(
	Visual Changes
	(
	Difficulty Walking
	(
	Bedwetting

	(
	Spots/Floaters
	(
	Spinal Curvature
	(
	Increased Libido

	(
	Eye Pain
	(
	Numbness/Tingling
	(
	Decreased Libido

	(
	Dry Eyes
	(
	Bodily Heaviness
	(
	Kidney Stone

	(
	Poor (Night Vision
	(
	Backache or Knee Pain
	(
	Other:

	(
	Red/Burning Itchy Eyes
	(
	Other:
	
	

	(
	Other:
	
	
	
	Gastrointestinal

	
	
	
	Skin
	(
	Nausea

	
	Nose Throat & Mouth
	(
	Hives/Rashes
	(
	Vomiting

	(
	Bleeding Gums
	(
	Eczema/Psoriasis
	(
	Acid Reflux/Heartburn

	(
	Sinus Infection
	(
	Acne
	(
	Gas

	(
	Hay Fever or Allergies
	(
	Night Sweats
	(
	Hiccups

	(
	Recurring Sore Throat
	(
	Easily/Spontaneous Sweating
	(
	Bloating

	(
	Bitter Taste in Mouth
	(
	Hot Flashes
	(
	Bad Breath

	(
	Tongue Ulcers/Canker Sores
	(
	Dryness
	(
	Loose/Soft Stools

	(
	Nose Bleeds
	(
	Bruise Easily
	(
	Constipated/Poor Elimination

	(
	Dry Mouth/Thirst
	(
	Fine Hair/Falling out
	(
	Alternate Loose/Constipation

	(
	Prefer Warm Drinks
	(
	Nails Break Easily/Flake off
	(
	Laxative Use

	(
	Prefer Cold Drinks
	(
	Other:
	(
	Black Stools

	(
	Other​:
	
	
	(
	Bloody Stools

	
	
	
	Emotions
	(
	Mucous in Stools

	
	Respiratory
	(
	Relaxed/Calm
	(
	Intestinal Pain or Cramping

	(
	Chronic Cough
	(
	Sad
	(
	Itchy Anus

	(
	Coughing Up Blood
	(
	Grief
	(
	Burning anus

	(
	Coughing Up Phlegm
	(
	Fearful
	(
	Rectal Pain

	(
	Color of Phlegm​
	(
	Depressed
	(
	Anal Fissures

	(
	Shortness of Breath
	(
	Angry/Frustrated
	(
	Hemorrhoids

	(
	Wheezing/ Asthma
	(
	Irritable Often/Easily
	(
	Other:

	(
	Frequent Colds
	(
	Anxious
	
	

	(
	Other:
	(
	Over Thinking
	
	Appetite

	
	
	(
	Forgetful
	(
	Normal/Healthy

	
	General
	(
	Poor Memory
	(
	Ravishingly Hungry

	(
	Cold Hands and Feet
	(
	High Stress Levels
	(
	Poor Appetite

	(
	Cold Nose
	(
	Other:
	(
	Need to Eat Several Meals

	(
	Aversion to Heat or Cold
	
	
	(
	Hungry, But No Desire to Eat 

	(
	Feel Hot or Cold
	
	Sleep
	(
	Any Taste in Mouth​:

	(
	Fever and/or Chills
	(
	Sound/Restful
	
	

	(
	Recent Changes in Weight
	(
	Insomnia
	
	

	
	
	(
	Wake Up Easily/Early
	
	Do you have any blood disorders?


	
	
	(
	Difficulty Falling Asleep
	
	( Yes ( No
	

	
	
	(
	Vivid Dreams/Nightmares 
	
	Please indicate: 

	
	
	
	Hours of Sleep/Night
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