Albany Acupuncture Clinic
Mandi Schwendiman, L.Ac., D.Ac
724 Lyon St. SW Albany, Oregon 97321
Phone 541-928-2171 Fax 541-981-2113

Name: Age: Gender: M/F
(first) (middle) (last)
Phone#: (H) ( ) - Phone(OCell) or (OWork) ( ) -
Email: Preferred Method of Contact: 00 Home O Cell OO0 Email
Address:
City/State: / Zip:
Date of Birth: / / Social Security Number:

Emergency Information (Please indicate who to notify in case of emergency)

Name: Relationship:

Phone#: (H) ( ) - Phone:(Cell) ( ) -

General Information Height Weight Marital Status
Blood pressure ______ /__ When was this reading taken / /
Occupation: Employer: Hours/Week:

Do you enjoy work? Y/N

How did you hear about our office?
Have you had Acupuncture Before? Y/N

Major Compliant(s) Please identify the health concerns that have brought you to Albany
Acupuncture Clinic in order of significance to you:

Severe Moderate Slight Normal

1. O O O O
2. O O O O
3. O O O O
4. O O O O
5. O O O O

What kind of treatment and diagnosis have you received?

How do these conditions affect your life?

Two goals that you would like to work together towards?

1. 2.




List Medications Being Taken

Drug Name & Dosage For What Purpose/Condition
1.

2.

3.

4.

5.

List Supplements/Vitamins Being Taken

Supplement/Vitamin Name & Amount For What Purpose/Condition
1.

2.

3.

4.

5.

If applicable, please list any foods, drugs, or medications you are hypersensitive or allergic to

(please include reaction):

Do you have any infectious diseases? Y/N

If yes, please identify:

Have you experienced any major traumas (injuries, surgeries, emotional)? Y/N

Explain:

Do you have or are you any of the following?
OPacemaker DOElectric Implants OMetal Implants OSevere Bleeding Disorder

OPregnant OHIV Positive OHepatitis A/B/C OHerpes OStroke
Childhood Illness: (Please check any that you have had)

__Scarlet Fever __Diphtheria __Rheumatic Fever _ Mumps
__Measles __Chicken Pox __German Measles

Immunizations: (please check any that you have had)
__Polio __Tetanus __Measles __Mumps __Rubella __Pertussis
_ Diphtheria _ Hepatitis A & B Others:

Family History: (please include the relationship)
Father/Mother/Brothers/Sisters/Spouse/Son/ Daughter

Cancer Diabetes Heart Disease
High Blood Pressure Stroke Mental Illness
Asthma Hay Fever Hives

Kidney Disease Migraines Gallstones
Arthritis Thyroid Disease Epilepsy




General
OAnemia
OFatigue

OFever

OWeight Loss
OSweats

OChills

ODrug Addiction

Skin and Hair
[ORashes
Oltching
ODandruff
OWarts
OPsoriasis

Patient Profile

OPoor Appetite

OLocalized Weakness
OBleeding or Bruise Easily
OPeculiar Tastes or Smells

OStrong Thirst (hot or cold drinks)

OSudden Energy Drop
OPoor Sleep Habits

OOpen Sore
OAcne

OCorns

[ONail Problems
ODry Skin

Head, Eyes, Ears, Nose and Throat

ODizziness/Vertigo
OPoor Vision
OCataracts
ORinging in Ears
OSinus Problems
OGrinding Teeth
ONasal Congestion

Cardiovascular
OHigh/Low Blood Pressure
OPacemaker

OPalpations

Olrregular Heartbeat
OMitral Stenosis

OMitral Prolapse

OConcussions
OEye Strain
ONight Blindness
OBlurry Vision
OPoor Hearing
ONose Bleeds
OHeadaches

OMyocarditis
OPneumatic Heat Disease
OChest Pain

OVaricose Veins
OSwelling of Hands/Feet
OFainting

Respiratory

OCough OCoughing Blood
OBronchitis OPneumonia
ODifficulty Breathing Lying Down

OPleurisy OEmphysema
Gastrointestinal

ONausea OConstipation
OVomiting OGas

[OBad Breath

[OBlood in Stools

OAbdominal Pain or Cramps ORectal Pain

OlIndigestion
OUlcer

Genitourinary

OBed Wetting

OKidney Infections/Stones
OGenital Herpes

OCystitis

OChronic Laxative Use
OColitis

OBlood in Urine
OPainful Urination
OVenereal Disease
OlIncontinence

OTremors

OPoor Balance
OCravings

OWeight Gain
OAlcoholism
OTetanus Shot
OFrequent Cold/Flu

ORecent Moles
OLoss of Hair
OHives
OUlcerations
OEczema

OMigraines

OEye Pain
OColor Blindness
OEaraches
OSpots in Vision
OSore Throats
OFacial Pain

OCoronary Heart Disease
ODifficulty in Breathing
OHardening of Arteries
OPhlebitis

OBlood Clots

OCold Hands/Feet

OPain w/ Deep Breath
OProduction of Phlegm

Yellow/Green/Clear/White
OAsthma

ODiarrhea
OBelching
OBlack Stools
OHemorrhoids
OAcid Reflux

OFrequent Urination

OBladder Infections

OProstate Problems

O Wake up to Urinate
How Many Times ______



Pregnancy and Gynecology
Are you pregnant or trying to get pregnant? Y/N

# of Pregnancies Age at 1st Menses OUnusual Flow (heavy/light)
# of Abortions Time between Menses OVaginal Sores

# of Births Duration of Menses OVaginal Discharge

# of Miscarriages Start of Last Menses / OBreast Lumps

OUse of Birth Control Olrregular Periods OUterine Fibroids

OHot Flash/Night Sweats = OMood Swings OOsteoporosis

OMenopause OHysterectomy OHormone Replacement

Fertility Information

Issues with Fertility? What treatments have you received?
# of IVF procedures # of IUI procedures
Musculoskeletal

Please clearly mark any areas of pain and any scars
(please indicate which of the areas are scars):

Is the Pain:

OAching ODull OCramping
OSharp OElectrical  OTingling
ONumbness OBurning OMoving
OFixed OOther

Do the Following Lessen the Pain?
OPressure OCold OHeat
OExercise OOther

Do the Following Worsen the Pain?
OPressure OCold OHeat
OMovement [OOther

Neuropsychological

OSeizures ODizziness OLoss of Balance
OAreas of Numbness OLack of Coordination OPoor Memory
OConcussion ODepression OAnxiety

OBad Temper OEasily Susceptible to Stress OADD

Infection

OMeasles OMumps OWhopping Cough
ORheumatic Fever OTuberculosis OTyphoid Fever
OMalaria OChicken Pox OScarlet Fever
OSmall Pox

Lifestyle:

Do you eat 3 meals per day? Y/N If no, how many? Do you have food cravings? Y/N

What is the best thing about your eating habits?

What is the worst thing about your eating habits?

Exercise routine:
On average, how many hours per night do you sleep?
When do you go to bed Wake up Do you wake rested? Y/N

Nicotine/Alcohol/Caffeine Use:
How many glasses of non-caffeinated, non-carbonated beverages do you drink per day?




