
Have you previously tried/ used Acupuncture / TCM to treat your concern (s) ?

Main Health Concerns & Medical History 
Please complete the information below, use your PDF viewer's pen tool to mark multiple selections  

What is/are your main concerns? 

Yes No

Did you find it beneficial / helped your condition?
Yes No Somewhat

What other treatment modalities have you tried for this concern? 
Other(s):

Pain & Anatomy

If you are having pain, please describe it as best as you can: 

What is the INTENSITY of the pain? ( 1 = least, 10 = highest)

    1       2      3      4      5      6      7     8     9     10



Describe the type of pain: Describe the Pattern of the Pain: 

Anything esle you would like to share about the pain? 

Left Foot

Right Foot

Spine



Medical History

Please select all that are applicable, multiple options may be selected as applies to you. 

      Head & Neck    Respiratory Nervous System

Muscle-skeletal Allergies

Chronic Conditions

Cardiovascular

Reproductive 

OTHER-Specify



Are You Pregnant ? Yes  No Possibly / Unsure Due Date:

Medications List : Please list any medications you are currently taking.

SUBMIT
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