Welcome to the Telluride Acupuncture Clinic.

Please print clearly. This information will be kept totally

confidential with us. Thank you very much.

Today’s date

Last name First name Initial
Address City State Zip
Phone Date of birth Age Sex E-mail
Work phone Employer Occupation e ]
Single Separated
L /Married - Divorced
In case of emergency notify Their phone Their relationship to you

How were you referred to us?

Please list your major health concerns:

What are the major stressors in your life?




Print Name:

If you have had any of the following symptoms, check the box that tell us if the symptom was in the
past or is current. Also, circle one of the numbers that appears to the right of the symptom-
Circle 1 for the least severe, and 5 for the most severe.

past/current
' =t Abdominal/stomach Pain... . 1 2 34 5
EE Always hungry. 1 2 3 45
E;:] 'Black SEOO]S it menrerars 12 3 405
2:3 Blood in stools.... -l 2 3 & &
a E;}COnstipatlon
_ (less than daily bowel movement)....1 2 3 4
1Dt 1 o [k DR 12 3 45
B CjHeartburn =l 2 3 45
: Indlgestlon 12 3 45
i::; E}Gas i 1 2 3 4 5
{:3 'Lack of Appctlte .......................................... 1. 2 345
Nausea.... 4 5
E;; mo‘ferwewht 4 5
Ej Unusually thlrsty ........................................ 1 2 3 45
D E:}Vt)mltmg ............................ L 2 3 4§
Weight Changes... o ssssssesen 1 2 3 405

00

Bleeding gums....

mBleeding AN mamameenssesiomsssonessnrsonsasasasios 1

Bruising easﬂy ......
E:E Chest PAIN OF PIreSSUIE..cmmurimeressesresseons 12 3 45
Dizzy spells or blackouts...cmiennl 2 3 4 5
E:} mh regular heart beat. s 1 2 3 4 5
E gPoor CireulatioN e d, 2 3 4 5
EE Pounding heart DedE om0 T 3 4
L Racing heart beat......cemresemssssssmsrenenes 1
a _IChest colds.... —— P ~Ry K
E.:; mChronlc cough ............................................. 1 2 3 4 5
E} EBCongested MO s e 12 3 45
E? Coughmg UP DLOOGersesssssss 123 4 %
Smoking.....

f:,'} mSneezmg

' Wheezmg

Ll

E:i Dshaking or trembling.......

ast/current

bQEaraches ....................................................... 1. 2 3 4 5

| Frequent or extended hoarseness...... 1 2 34 5
3L3Hearing 511 et 1o 1 S——— 1 2 3 4 5

Nosebleeds..........
Sinus problems....

il
Lo

E:} E}Trouble with your eyes
mUnusual taste in Mouth......omweessssesionss

Itching or burning skin..
S RUTEASIL, Loarprsberensisitininastsbismisbsreississsierins

{:j [:}Biao dy urination
a0

~Burning urination...

Ej E}leﬁcuit urination...

~IFrequent UrinatioNu e e eesssrssssssenns

SOLE ENEOAE. oo sormsssimsasussiiccisss
Sounds/ringing in ears

SWOHENBIENAS b s

L Loss of bladder control... ..
EE Painful gty o) SR
EH Urination at night

E:} EjConvulsions.........u................A............,..... s 23 4. 5

Depression.. e 3 5
53 CIFatisue or tiredness.... 123 425
0] BFrequent or severe headacheS . 123 45
a lehculty getting to sleep..... 1 2 8 &8
m leflculty Staying asleep. 1 2 345
L Lodleg cramps.mncs el 2 3 4 5
AN OV ONSNORE csoscvvesebrnsiviissmmmisatsistiss e 1 2 3 45

Numbness or tingling..vieesl 2 3 4 5

iStuttering or StAMMEring .. 1 2 3 4 5




e Print name:

pastrrent
E:? ‘ Chills

E} E:]Fever

ﬁ:? QL&CI{ of perspiration ....................
| et NIGht SWEALS....ovvvveeeresssesenesennensss
mTendency to be too cold.........
g} .E:jTendency to be too hot..........

E:B l Pain or swelling-any joint........

past/current
Back trouble....

ﬁ‘ Pamful feet....

Ej Pamful 1T L] L2 O SOOI 12 3 45

Stiff or painful neck........

Swelling of feet or 1egS...mnnreeen. 1

E:} E}Other symptoms:

Pain (list other locations):

Please check if you have ever had any of the following:

past/ current

EE | aIDs

L Positive test for
~ AIDS antibodies

{3 Lot Allergies

B Anemia

%:3 } Arthritis

E;:? 4 Asthma

Blood transfusions
-~ Bone disease
L] Bronchitis

ﬁ C.:j Bursitis

Cancer or tumor

m Chicken pox
Colon/Bowel disease

Diabetes
m Diphtheria

0ooo
]a]

past/current

E::.j Drug habit

[:} Drug sensitivity or reaction
ﬁ [;5 Emotional/mental problems
!:i Emphysema

1B Gall stones

Q Gall bladder problems

E:j E:E German measles

E:} Heart trouble

; Heart murmur

f:i Lj Hemorrhoids

Q Hepatitis/jaundice

53 [:3 Herpes

Q EE High Blood pressure

. [:.:; Hives

past/current
’ Jd Kidney stones

 Kidney or bladder infection

leer disease

B E:J Lupus

i Malaria

{j [j Measles

EE ZJ Mononucleosis
g:} m Mumps

S . Pancreatitis
EE [:3 Pleurisy

Ej E::] Pneumonia

E:.; [:] Polio

Ej E:i Rheurnatic fever

:E::i [:3 Scarlet fever

Cj E} Small pox

Other specific illnesses:




L print name:

Please list previous surgeries and | Please list your typical daily List all current medicines and
hospitalizations meals supplements

Check if you have a family history of the following:

%::I AIDS :DDiabetes 'Mental iliness

mAllergies mEpllepsy EP] roblems with alcohol

DAnemia .Glaucomd ﬂStroke

Arthritis AGout mThyroid aisease

‘ Asthma E:]Heart disease DOther potentially inheritable

mCancer mHigh blood pressure disease:

Women- please check if you have had any of the following:

t/current
E.E EﬂAhdominal pain or
cramping with
~ menstruation
£3 E::lAbnormal PAP smear

B EjAborhon

EB mBack pain with

~ menstruation

Ej E:}Birth control pills

Ej mBEeeding between
_ periods

1
Q E;JBleeding during or
~ after intercourse
%::E E:}Bloating before
periods

E:} EjBlood discharge from
nipples

] Breast lumps

Ej [:.IHeavy bleeding

with period
E;.}Hot flashes
E} m[rregular periods
LU.D.

B BMenopauae
Ej [:.EMmcamage
E:}Prememtlual

tension/syndrome

E:? Pregnancy

Scanty bleeding

~ with period
Tubal ligation
Sickness/weakness

.. with period

L. ,_ aginal discharge
g Vagmal dryness or
itching

Duration of menstrual periods:

Number of births you have had:

Interval between periods:

Ages of your children:

Date of last period:

Birth control method:




