 The following is a confidential questionnaire, which will help us to determine the best possible treatment plan for you. Please take your time and complete the information accurately. Thank you
TODAY’S DATE: ___________________EMAIL ADDRESS:_______________________________________

Personal Information

Name__________________________________________________________Sex:  M______ F____

Street Address______________________________________________________________________

City__________________________________________State__________________Zip____________

Home telephone___________________________  Business Telephone__________________________

Social Security Number__________________________      Marital status (circle one):  S M D W

Date of Birth________________________ Age__________ Place of Birth________________________

Occupation___________________________________________________________________________


Employer__________________________________Address____________________________________

Insurance Information 

Name of Company______________________________  Phone__________________________________

Street Address__________________________________________________________________________

City____________________________________ State____________________________Zip____________

Group or ID Number_______________Co/pay___________Deduction____________Limitation____________

Name of Insured________________________________ Self___________ spouse______________________

Who referred you to the office? ______________________________________________________________

When were you last seen by a medical doctor?  Date  ______________________________

Name of Physician: ________________________________________________________

Reason for visit:___________________________________________________________

Diagnosis: _______________________________________________________________

Have you ever been treated with acupuncture or Chinese herbal medicine?  No ٱ     Yes ٱ   Date(s) __________ 

Name of Practitioner


Street Address


City


State


Zip Code




Patient’s Name:  __________________________________

Medical History

Height_______________________Weight_____________________________________

State your present health complaints in order of importance:
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What makes it better? _______________________________________________________

What makes it worse? _______________________________________________________

Is the problem getting worse?  No ٱ  Yes ٱ          Does it interfere with (check all that apply):

Does it interfere with (check all that apply):
Work____
Sleep____ 
Daily Routine____
Other____

Explain_____________________________________________________________________________

 Indicate the type of and date of any accident, injuries or hospitalizations you have had:

1. _____________________________________________________________________________

2. _____________________________________________________________________________

3. _____________________________________________________________________________

4. ________________________________________________________________________________

Have you had the: Measles_______Mumps________Chickenpox_____

List any unusual childhood illnesses you may have had (i.e., Rheumatic Fever. Pneumonia, Etc.) _______________________________________________________________________________

Personal & Family History:

In you or your family is there any history of

Indicate whether experienced by Family = F  or  Self = S

A.I.D.S 


Diabetes 


Hypertension 


Rheumatic Fever 



Allergies


Drug Problem


Hypoglycemia 


Scarlet Fever


Arthritis


Epilepsy


Infectious Mono


Stroke


Asthma


Glaucoma


Jaundice


Syphilis


Boils/Infections 

Gonorrhea 


Kidney Disease


T.B. 

                                                      

Cancer


Heart Disease


Mental Illness 


Ulcers



Patient’s Name:  __________________________________

List any Medications that you are presently taking

             Medication                                                      Dosage                                   Reason                                                        

1. ___________________                              ____________                           ____________

2. ___________________                              ____________                           ____________

3. ___________________                              ____________                          _____________

4. ___________________                              ____________                          _____________

Vitamins: List all vitamins and mineral supplements you presently are taking:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you allergic to any of the following items?  If yes, please name them below:

1. Medications/Drugs________________________________________________________

2. Food/supplements_________________________________________________________

3. Other___________________________________________________________________

       Do you have any of the following conditions?   Please check all that apply.


Hay fever_______ 
Asthma__________ 
Eczema_________

       Do you drink coffee or black tea

how much a day




       Do you smoke cigarettes

how many a day 




       Do you drink alcohol? 

how often



       Do you use marijuana or cocaine? 

which substance, how much and how often


       Do you eat sugar?

how often and what kind


       Do you exercise? 

how often


       Number of children?  

Number of miscarriages



       Are you pregnant now?  No ٱ  Yes ٱ

Emergency Contact Information

Name__________________________________
    Relationship _______________________________________

Street Address______________________________________________________________________________

City__________________________________________      State__________________         Zip____________

Home telephone___________________________  Business Telephone__________________________

Patient’s Name:  __________________________________
 In the last six months, which of the following symptoms have you experienced?

Indicate how often     (Never=N   Sometimes=S   Often=O)

1. Belching or Burping_________________

2. Clammy hands_____________________

3. Digestion problems__________________

4. Excessive appetite___________________

5. Feeling of retention of food in stomach____________

6. Heartburn__________________

7. Indigestion___________________

8. Lack of appetite_______________

9. Nausea_____________________  

10. Tendency to be “Obsessive” in work relationships______________________

11. Thirsty________________ Dry Mouth_______________________________

12. Vomiting___________________________________

13. Blood in stool_____________________                     

14. Blood-tinged sputum________________

15. Bronchitis_________________________

16. Chills_____________________________

17. Colitis or Diverticulitis_______________

18. Constipation_______________________

19. Cough____________________________

20. Cough with thick mucus______________

21. Cough with thin mucus_______________

22. Decreased sense of smell______________

23. Feeling of “Claustrophobia”____________

24.  Fever______________________________

25. Frequent sore throats__________________

26. Hemorrhoids________________________

27. Nasal Problems_______________________

28. Night sweats_________________________

29. Recent use of antibiotics_______________

30. Shortness of breath_____________________

31. Skin Problems_________________________

32. Sweating without exercise_______________

33. Varicose Veins________________________

34. Blood in urine_________________________

35. Burning upon Urination__________________

36. Decreased sex drive_____________________

37. Frequent urination at night_______________

38. Frequent urination______________________

39. Hair loss______________________________

40. Hearing Impairment______________________

41. Kidney Stones__________________________

42. Knee Problems__________________________

43. Low back pain__________________________

44. Painful urination_________________________

45. Ringing in ear___________________________

46. Urine Retention__________________________

47. Anger__________________________________

48. Angina pains_____________________________

49. Anxiety_________________________________

50. Cries a lot______________________________

51. Depression______________________________

52. Dizziness_______________________________

53. Fear___________________________________

54. Heart Palpitations________________________

55. Insomnia_______________________________

56. Mentally “Restless ”Laughing for no

Apparent reason_________________________

57. Nightmares_____________________________

58. Poor Memory___________________________

59. Difficulty Digesting oily foods_______________

60. Difficulty making plans/Decisions____________

61. Easily angered or agitated___________________

62. Eye Problems_____________________________

63. Gall Stones______________________

64. Hepatitis________________________

65. Jaundice (Yellow eye of skin)________

66. Light colored stools________________

67. Pain under the ribs_________________

68. Soft brittle nails___________________

69. Spasm or twitching of muscles________

70. Blood in stool_____________________

71. Burning feet or hands at night_________

72. Difficult to stop bleeding_____________

73. Dry skin__________________________

74. Easily bruised______________________

75. Edema____________________________

76. Fatigue____________________________

77. High blood Pressure__________________

78. High Cholesterol lever________________

79. Hot flashes_________________________

80. Intolerant to weather changes___________

81. Joint swelling_______________________

82. Muscle weakness____________________

83. Numbness /Tingling__________________

84. Oily skin___________________________

85. Paralysis___________________________

86. Sudden weight loss___________________

87. Tendency to be cold__________________

88. Tendency to faint easily_______________

89. Abdominal pain______________________

90. Chest pain__________________________

91. Headaches_________________________

92. Sciatic pain_________________________

93. Other______________________________

INFORMED CONSENT FOR ACUPUNCTURE TREATMENT AND CARE

I hereby request and consent to the performance of acupuncture treatments and other Oriental medicine procedures including various modes of physic-therapy on me (or on the patient named below for whom I am legally responsible) by the Below named licensed acupuncturist and /or other licensed acupuncturist who now or in the future treat me while employed by working or associated with or serving as a back-up for the treating acupuncturist name below, including those working at this office/clinic or any other office or clinic.

I understand that methods or treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electric Stimulation, Tui-Na (Chinese massage), Chinese or Western Herbal medicine, and nutrition counseling.

I have had the opportunity to discuss with the acupuncturist named below and/or with other office or clinic personnel the nature and purpose of acupuncture treatment and other procedures.

Acupuncture has the effect to normalize physiological functions, to modify the perception of pain, and to treat certain diseases or dysfunctions of the body. I have been informed that acupuncture is a safe method of treatment, but occasionally, there may be some bruising or tingling near the needling sites that last a few days. There have been very rare Instances reported of fainting, infections and scarring. These have been extremely rare instances reported of Spontaneous miscarriages and pneumothorax. There may be some bruising after cupping

The herbs and nutrition supplement (which are from plants, animal and mineral sources) that have been recommended are traditionally considered safe in the practice of Chinese Medicine. I understand that some herbs may be inappropriate during pregnancy. If I experience any gastro-intestinal upset or allergic reactions to the herbs I will inform the acupuncturist.

I do not expect the acupuncturist to be able to anticipate and explain all risks and complications, and I wish to rely on the acupuncturist to exercise judgment during the course of the procedure which the acupuncturist feels at the time, based upon the facts then know, is in my best interest.

I understand the clinical and administrative staff may review my medical records and lab reports, but all my records will be kept confidential and will not be released without my written consent.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its contents and by signing below I agree to the above- named procedures. I intend this consent form to cover the entire course of treatment for my present condition and for any future conditions for which I seek treatment.

To be completed by the patient:

 

Patient’s name


Patient’s Signature__________________________                                                   
Please print
Date Signed _____________________________                  

To be completed by the patient’s representative if the patient is a minor or physically or legally incapacitated:

Name of Patient Representative







                                                                                                    


Please print

Signature

Relationship or authority of patient


Date Signed




Name of treating Acupuncturist: Dr Dennis Kinnane 4015 Pacific Coast Highway Suite 104 Torrance, CA 90505
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