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Elisabeth Bouchard Licensed Acupuncturist

PATIENT INTAKE FORM

General Information

Last Name:_________________________ First Name:__________________________

Address:_______________________________________________________________

City:__________________________________State:___________ZIP:_____________

Home Phone:_________________Work Phone:______________Cell:______________

E-Mail Address:_________________________________________________________

Date of Birth:______________Age:_______Height:___________Weight:___________

Gender:__________Marital Status:____________Number of children:______________

Occupation:_____________________________________________________________

Employer’s Name & Address:_______________________________________________

Personal Physician’s Name:________________________________________________

Date of Last Physical Examination:_______________

Phone for follow-up: _________________  May I leave a phone message?__Yes   __No

Emergency Contact Information

Contact Name:_________________________Relationship with patient:______________

Contact Phone Numbers: (1)________________________ (2)______________________

Referred by:_____________________________________________________________

Have you ever had acupuncture treatment before? (circle one):     Y     N

Signature:____________________________________________Date:_______________

Chief Complaint
Reason for visit today:_____________________________________________________
Have you ever had this condition before?(circle)   Yes    No    If Yes, when?___________

How did the condition start?_________________________________________________

Duration:_______________ Radiation elsewhere:________________________________

Pain Level:____ Recently the condition has:   Improved    Worsened      Stayed the Same

Factors of improvement:___________________________________________________

Factors that aggravate condition:____________________________________________

Have you received treatment for this condition?   Yes   No

If Yes to last question, when, by whom and what was the western diagnosis: ________________________________________________________________________

Did treatment improve your condition?   Yes   No

Medical History 
Do you or did you ever experience the following illness? (please check)

__ Kidney Disease       __ Cancer                   __ Spinal problem        __ Ulcer (stomach/duodenal)

__ Rheumatic Fever    __ Diabetes                 __ Thyroid Disease
      __High Cholesterol

__ Heart Disease         __ Stroke

       __ High Triglycerides   __  High Blood Pressure

__ Asthma
          __ Sinus Problem
       __ Allergies
      __ Hepatitis A, B, or C

__ Liver Disease         __ Clotting disorder    __ Vision Problem
      __ Epilepsy

__ Mental Disease      __Bell’s Palsy             __ Alcoholism                __ Drug Addiction

          __Arthritis
          __ Shingles                 __ Herpes I or II             __Venereal Disease

__HIV                         __AIDS                       __Tuberculosis 
       __Other:  ________

Allergies (Please list all known allergies to food, animals, chemicals, drugs, seasons, etc)

________________________________________________________________________

Toxin Exposure: (i.e. exposure to toxic chemicals through work)  __________________

________________________________________________________________________
History of Hospitalization (auto accident, falls, etc) or Surgeries
Date

Description




















_











Medications, Vitamins and Supplements presently taken (list all)

Name


Purpose

Dosage

How often
How long

________________
________________
__________
__________
_________

________________
________________
__________
__________
_________

________________
________________
__________
__________
_________

________________
________________
__________
__________
_________

________________
________________
__________
__________
_________

________________
________________
__________
__________
_________

________________
________________
__________
__________
_________

________________
________________
__________
__________
_________

________________
________________
__________
__________
_________

________________
________________
__________
__________
_________

Habits

__ Cigarette
__ Coffee
__ Alcohol
__ Recreational Drugs   __Green Tea



__Black Tea    __ Sugar
__ Salt

__ Soft Drinks

__Cold Drinks

__Warm or room-temp. drinks

Exercise

__ Never
__ Little
__ Moderate
__ Heavy


Type of exercise: _________________________________________________________

Weight

__ Normal
__ Underweight
__ Overweight



__ Recent Loss

__ Recent gain

How much?______

Emotion

I would generally describe myself as (check all that apply):

__ Happy
__ Easy going

__ Irritable
__ Indecisive

__ Angry

__ Cry easily
__ In a hurry

__ Depressed
__ Stressed out
__ Restless

__ Nervous
__ Mood swings         Other:______________________________

Appetite

__ Up & Down     __ Poor
__ Good     __Very hungry
  __ Loss of taste

Do you eat three meals a day?  Y   N

Do you eat at regular hours?  Y   N

Cravings:______________________________________________________________

Diet (Typical Foods)

__Beef   __Egg   __Cheese   __Grains   __Tofu   __Pork   __Bread   __Margarine   __Yogurt   __Fried food   __Poultry   __Milk   __Ice cream   __Sweets   __Fish

__Healthy food   __Butter   __Vegetables   __Salads   __Hot spicy food

Other:_________________________________________________________________

Energy

__Up & Down   __Low   __Normal   __Excess   __Low after eating  

__Tired in the afternoon   Other:_____________________________

Body Temperature

___Normal      __Chills      __Fever      __Warm natured     __Flushed face   

__Feel warmer in late afternoon and night     __Sweat easily     __Night sweats 

__Profuse perspiration     __Alternate chills/fever    __Cold natured    __Cold hands/Feet   __Warm soles     __Warm palms      Other:__________________

Digestion

__Indigestion   __Bloating   __Heartburn   __Nausea   __Vomiting   ___Vomit blood __Belching/burping   __Full feeling/Distention   __Abdominal cramps/pain   __Gas   __Bitter taste in mouth    __Difficulty digesting fatty/oily foods   __Gallstone   __Normal   Other:________________________________________

Bowels

__Loose stool   __Black stool     __Bloody stool    __Diarrhea   _Constipation   __Hemorrhoids   __Pain or cramps   __Colon problems   __Normal   __Use laxatives   Other:_________________________

Urination

Color (circle one): clear
light yellow
yellow

bright yellow

dark

__________ times a day (on average)

__Cloudy   __Burning   __Urgency  __Frequent  __Nighttime   __Incontinence __Difficulty urinating   __Pain on urination   __Frequent bladder infections

__Kidney stones:  Quantity (circle one):  Scarce
Abundant

Thirst

__Less than normal   __Excessive   __Normal   __Thirsty but do not drink

Number of drinks (glasses) per day:________

I prefer my drinks (circle one):    Cold
Warm/Hot
Room Temperature

Sleep

Falling asleep:

Easy

Average
Difficult

Staying asleep:
Easy

Average
Difficult

Waking up:

Easy

Average
Difficult

Sleep quality (check all that apply): __Restless   __Lots of dreams   __Nightmares

__Easily awakened   __Difficulty falling back to sleep

Sleep time:   Bedtime________
Wake time________

How many times do you wake up during the night?________   Other:_____________

Head (Headaches, dizziness)

__Headaches   __Vertigo   __Dizzy on standing up   __Dizziness   __Motion sickness

__Poor balance   __Faint easily   __Migraines   __Poor memory   __Poor concentration

Hair

__Dry   __Oily   __Dandruff   __Falling out   __Early grey   __Normal    Other:________

Skin

__Dry   __Hives   __Itching   __Oily   __Acne   __Bruise easily   __Eczema   __Rashes

__Cuts heal slowly   __Lesions __Normal    ___Lumps in groin or under arms Other:______________________

Nails

__Soft   __Spots   __Grow slowly   __Ridges & Lines   __Purple   __Break easily   __Pale   __Grow fast   __Normal    Other:______________________________________

Eyes

__Wear glasses/contacts   __Cataracts   __Swollen eyelids   __Red   __Dry   __Burn __Itchy   __Twitch   __Pain   __Strain   __Blurry   __Poor night vision   __Halo vision    __Sensitive to light   __Color blindness   __Tear easily

__Normal   Other:_________________________________________________________

Ears

__Poor hearing   __Ringing (high pitch)   __Ringing (Low pitch)   __Discharges   __Aches   __Normal   Other:________________________________________________

Nose

__Frequent colds   __Stuffy   _Hayfever   __Sneeze a lot   __Blow nose a lot   __Environmental sensitivity   __Mucous   __Bleeding   __Sinusitis   __Rhinitis   

__Loss of smell   __Normal

Other:__________________________________________________________________

Mouth/Throat

__Sore throat (current, chronic, or frequent)  __ Dry   __Teeth/Gum problems      __Difficulty swallowing   __TMJ   __Grind teeth   __Feel lump in throat   ___Hoarseness __Thyroid problem   __Ulcers    __Taste changes   __Normal  

Other:__________________________________________________________________

Respiratory System

__Short breath   __Difficulty inhaling   __Sigh a lot   __Chest pain   __Difficulty exhaling   __Dry cough   __Persistent cough   __Asthma   __Difficulty breathing   __Cough with phlegm   __Cough with blood   __Tightness in chest   __Wheezing   __Bronchitis   __Emphysema

__Normal   Other:_________________________________________________________

Cardiovascular System

__Diagnosed with heart problems   __Low blood pressure   __High blood pressure   __Palpitations   __Bleed easily   __High cholesterol/triglycerides   __Murmur   __Pacemaker    __Varicose veins    __Poor circulation

__Ankle swelling   __Chest pain   __Bruise easily   __Hand swelling  

 __Irregular heart beat   __Numbness of extremities   __Normal   Other:_______________

Musculoskeletal System

(___Pain
___Weakness
    ___Numbness)

__Low back   __Upper back   __Mid back   __Sciatica   __Spine   __Flank area

__Shoulder   __Elbow   __Hands/Wrists   __Hip   __Knee   __Foot/Ankle   __Neck

__Muscle spasm/twitching   __Muscle cramps   __Arthritis  __Tendonitis

__Bursitis    __Nerves affected    __Metal implants or other prosthetics Other:______________________________________

Indicate the location of the symptoms on the drawing:

[image: image1.wmf] 

Male only

__Breast lump    __Genital pain    __Impotence    __Testicular lump 

__Penile discharge    __Reduced sex drive    __Enlarged prostate

Female only

Are you or do you suspect you might be pregnant?   Yes   No   Maybe

Are you experiencing reduced sex drive?   Yes   No

Are you experiencing other difficulties (Explain)?:_______________________________

Do you have regular Pap tests?   Yes   No     Date of last Pap test:_________          Result:  __Normal   __Abnormal

Do you have regular breast exams?   Yes   No   Self-check   Mammogram     Date of last mammogram:___________     Result:  ___Normal     ___Abnormal

Do you have facial hair or excess body hair?   Yes   No

Do you currently use birth control?   Yes   No     Method used?_____________________

1. Menstrual Cycle (Please check and explain what is applicable)

Age started:____   Age stopped:____   Numbers of days of flow:____

How many days from the beginning of one cycle to the next?_______

Start date of last period:_______________

Check all that apply:

__Irregular period   __Heavy flow   __Scanty flow   __Dark color blood  

__Light color blood   __Clots   __Spotting between periods   __Water retention   

__Abdominal bloating   __Tender breasts   __Breast lumps   __Emotional changes

__Feel lump in throat   __Tightness in chest   __Constipation and/or diarrhea

__Hormonal imbalances   __Backache   __Sigh a lot

__Ovulation symptoms:____________________________________________

2. Pregnancies

Total number:____     Number of miscarriages:___     Number of children:_____

Number of therapeutic abortions___   

Pregnancy/Childbirth complications:_______________________________________
3. Menopause symptoms

__Anxiety    __Sleep changes    __Hot flashes    __Night sweats                        __Memory changes    __Vaginal dryness or decreased elasticity    __Other:__________


4.  Vaginal discharge (Please circle all that apply)
Yellow     Thick     Strong smell     White     Clear     Abundant     Other:__________

5. Gynecological history & operations

Ovaries:______________________________________________________________

Uterus:_______________________________________________________________

Fallopian tubes:________________________________________________________

Vagina:______________________________________________________________

Breasts:(lumps, fibrocystic disease, pain, changes) ____________________________________________________________________

____________________________________________________________________

Other:_______________________________________________________________

I affirm that the information provided by me in this form is true and correct.

__________________________
_________________________
__________

Name (printed)


Name (signature)


Date

____________________________

Relation to patient (if representative)

