XINDA ACUPUNCTURE CLINIC

Patient Intake Form

Patient Name: Age: Date of Birth: / /

Height: Weight now: one year ago: Do you smoke? Y/N
Main problem(s): You would like treated

When did this problem begin?

What are the possible causes of current issue(s)?

Have you been given a diagnosis for this problem? If so, what?

To what extent does this problem interfere with your daily activities (work, sleep, ete.)?

What kind of treatment(s) have you tried?

What makes this problem worse?

What makes it better?

Is there anybody in your family with the same/similar problem?

Indicate painful or distressed area:
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Please check if you have any of the following diseases or conditions.

OPoor appetite( § @ £)  [Poor sleeping(A: 0k £)  OFatigue(Z /)  OFevers(& %)
OChills( £ %)  [Night sweats(5+F) [ISweat easily( B 71) OTremors(E 81, A 4
[(Desire for spicy food(*§ & F # R47) [Desire cold foods(* & 4 4k)

[IStrong thirst (cold or hot drinks) (J71:5)

OCold hands/feet( 5 & 4) [Swelling of hands/feet(F & A H) [INumbness(#k &)
OTingling( 4] )

OFainting(¢k %) [Blurry vision(#L 71 3 #1) High/Low blood pressure( & /& £z /&)
COPalpitation(+3 L) OChest pain(f4 ) [Bleed or bruise easily(E 5 & & S #>F)
[(Earaches(F-#&) [Ringing in cars(F %) [Poor hearing(H #) [IBad breath('? £)
[Persistent cough(#4 £ 7% w5 ) [JCoughing blood(#& )

[Production of phlegm (#) — What color?

TBloating(#LH) [JAbdominal pain/cramps(8L# /4 i) Dindigestion(i% L7 )
DAcid Reflux(F 82 £&) DNausca(&) OVomiting(?%et) [OBelching(" %)
[(Diarrhea(#.#5) OConstipation(f£#) [Gas(3L/t) [Black stools(Z 1%)
[OBlood in stools(1€ f2) [OHemorrhoids(# & )

Frequency of bowel movements (A A£440)

OFrequent urination( /& #1) OUrgent to urinate( k&) OPain on urination(/#3)
OBlood in urine(dz /) OUnable to hold urine(GE 4 ) ODribbling( Ak #k i A £
OPause of flow(4k W #7)

Female

First day of last period (K& A #43% —KR)  Age of first menses(#7 3] F#)
Duration of periods(%37)  days, cycle (Bl 38)  days

[IClots(sf23%) [Hot flashes(#% %) Ulrregular periods (H 2 43 iA) [Pain/cramps
prior/during periods(##§/ 4 B B # . % F) [Vaginal/genital discharge (%647 7
%) [Breasttenderness (L& it %) [Breast lumps (L5 ¥ 32)

(Endometriosis(-F & PR F {2 4) OFibroids(#4F#£#%) OOvarian cysts (97 £ & )

OFertility problems (£ F 5 #%)
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Male

(OProstate problems (AT 51| A% 5] A1) ODischarge(4r b4 # %) Olmpotence(: AL A%)
[Frequent seminal emission( 31 % it #5) OFertility problems( 4 # 5] 71 )

CEjaculation problems (#5171 £2) [Painful/swollen testicles(ZF AL A/ P Hk)
OOther( £ €)

Recent Medical Tests or Procedures (please indicate test results and dates below)

Past Medical History: (Please include month/year when the diagnose was established)
OCancer(#% 4t ) (Diabetes(#2 4 #)  OHepatitis(AF #) OThyroid Dz( ¥ KB 5% %)

OScizures(Fi %) OFibromyalgia(#F £l ) OArthritis(% 7 %) OTB(#EE )
OAncmia(# &)  CHypertension(#.f2/E) [Asthma (*¥7%)
OHeart Dz(»2 B8.5%) [Digestive Disorder(ZH 14 FE #3) OHIV/AIDS Positive( 3L i#% #%)

[V enercal Dz(% #%) OOther( 3 ©) (please specify):

Surgeries (5 K) Hospitalization (£ %)

Significant trauma(® & /M%)

Allergies(if 4) to:

Family Medical History (Please specify family member)

OHypertension(& 2 /&)  OHeart Dz(~3 IE 55) OStroke(*F M)  DAsthma(Z¥%%)
JAlcoholism( & /8 ) OCancer(#% 4t ) OMiscarriage(Z& /&)
(Diabetes(HE /& 57) OOther(:E %)

Medicines: Taken within the last two months (Including vitamins, over the counter drugs,
herbs, etc.)

1. Name: Dosage: Purpose:
2. Name: Dosage: Purpose:
3. Name: Dosage: - Purpose:

T understandthe above information and guarantee this form was completed correctly
to the best of my knowledge.
Signature: Date: / /

UAdult Patient [[Parent or Guardian [ISpouse



