ACUPUNCTURE – Brad Thompson, L.Ac. / EAMP













Date: ______________
Name: ___________________________________  Phone:  H: _______________________  W: ____________________
Address: (Street)_________________________________    Cell: _____________________  Email: _________________
(City) _________________  (State) ____  (Zip) __________   Birth Date: _____________   Age:  ____      Gender:  M  F

Occupation: _______________________________  Primary Physician: ________________________________________                                                         Relationships:         ( Married          ( Divorced/Separated         ( Widowed         ( Single         ( Co-habitating

Emergency contact: _________________________  Phone number: __________________  Relationship: ____________

Primary Insurance: ________________________  Subscriber ID#: _______________________ Group #: _____________

Subscriber Name: _______________________  Relationship to Patient: _________________  Birth Date: ____________

Secondary Insurance: ______________________  Subscriber ID#: _______________________ Group #: _____________

Subscriber Name: _______________________  Relationship to Patient: _________________  Birth Date: ____________

Who may we thank for referring you? ___________________________________________________________________
Have you ever had acupuncture before?  Y  N    If so, where? ________________________________________________

Are you nervous about needles?   Y   N                               Do you have a tendency to faint?   Y   N

Are you undergoing any other treatment therapies?  Y  N   If so, please specify: __________________________________

REASON FOR VISIT TODAY: ______________________________________________________________________
How long have you had this condition? _____________________________________________  Is it getting worse?  Y  N
Does it bother your:  ( Sleep  ( Work  ( Other (specify): __________________________________________________

[image: image1.png]


What seemed to be the initial cause? ____________________________________________________________________

What seems to make it better? _________________________________________

What seems to make it worse? _______________________________________

Are you under the care of a physician now?   Y  N

   If yes, for what? _______________________________________________
   What has been the diagnosis of the physician? _______________________
SLEEP – Average hours of sleep at night: _________________________
EXERCISE – Do you have a regular exercise program?   Y   N

   Please describe: ______________________________________________
DIET – Are you satisfied with your present diet?   Y   N
   Please explain: ______________________________________________
   Foods that give you a bad reaction: ______________________________

   Foods that you crave: _________________________________________
AVERAGE DAILY MENU:

	Breakfast:
	Lunch:
	Dinner:
	Snacks:


DRINKING: ___Coffee/tea/cola per day   ___Energy drinks per day   ___Beer/wine per day   ___Liquor per day

SMOKING:             ( Don’t smoke          ( Quit – When? ____________               ___Cigarettes/cigars per day

OTHER DRUGS USED: (Marijuana, cocaine, etc.)       ( Never      ( Sometimes    ( Often
BIRTH:  Anything significant about your birth?
___ Mother smoked / used drugs
___ Labor issues

___ Jaundice

___ Medications

___ Forceps
___ Alcohol use


___ C-Section

___Birth weight issues
___ Born premature
___ Breech
___ Trauma, etc.


___Labor induced
___ Special procedures
___ Other, specify: ____________________

VACCINATION HISTORY:  Any reaction that you remember?  ____________________________________________

__________________________________________________________________________________________________

SCARS:  _________________________________________________________________________________________

__________________________________________________________________________________________________

CHILDHOOD ILLNESS:  Any surgery or accidents?  List in chronological order and indicate length of illness or injury.

Age 0-6: __________________________________________________________________________________________

__________________________________________________________________________________________________
Age 7-12: _________________________________________________________________________________________

__________________________________________________________________________________________________
Age 13-20: ________________________________________________________________________________________

__________________________________________________________________________________________________
Age 21-30: ________________________________________________________________________________________
__________________________________________________________________________________________________
Age 31-40: ________________________________________________________________________________________
__________________________________________________________________________________________________
Age 41 and up: ____________________________________________________________________________________
WELLNESS RATING:  Health and wellness is a balance of many factors.  Using the scale below, choose your level of satisfaction in each area of your life on a scale from 1-10 (1 = not happy, 10 = very satisfied).

Physical Health
   1  2  3  4  5  6  7  8  9  10

Social Health
  1  2  3  4  5  6  7  8  9  10

Financial Health  1  2  3  4  5  6  7  8  9  10

Career Health
  1  2  3  4  5  6  7  8  9  10

Spiritual Health
  1  2  3  4  5  6  7  8  9  10

Sexual Health
  1  2  3  4  5  6  7  8  9  10

Family Health
  1  2  3  4  5  6  7  8  9  10

Mental Health
  1  2  3  4  5  6  7  8  9  10 
ALLERGIES/SENSITIVITIES (seasonal, chemical, environmental, food, drugs, etc.): __________________________

__________________________________________________________________________________________________

MEDICATIONS AND SUPPLEMENTS – prescribed / over-the-counter (Continue on back if you need more space.)

	Medication/supplement
	Reason
	Dosage
	How Long
	Prescribed By

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FAMILY HEALTH HISTORY (Family disease patterns):




(Family Surgeries):

___ Heart disease

___ Thyroid (high or low)

___ Alcoholism



___ Knee

___ Mental Illness
___ High/Low Blood Pressure
___ Diabetes/Hypoglycemia

___ Back

___ Cancer

___ Allergies


___ Injuries



___ Appendix

___ C-Section

___ Asthma


___ Seizures



___ Gallbladder

​___ Stroke

___ Other: _______________________________________


___ Laparoscopy
Circle  any problem, disease, or symptom you have had in the last two months.  Underline  items that affected you in the past.
Skin:    eczema    acne    skin rashes    dermatitis    furuncles    fungal infections    warts    psoriasis    itching

Heart and Vascular:   fast pulse (100+ bpm)    slow pulse (<60 bpm)    palpitations    irregular pulse    feeling of pressure in the chest

short of breath    chest pain    dizziness    migraine    headache with nausea    cold hands/cold feet    Raynaud’s disease    flushed face   anemia    high blood pressure    low blood pressure    feel dizzy or faint when standing up quickly or standing for a long time
cold sweats    red face    blood clots    swelling of feet

Gastrointestinal:    constipation    diarrhea    no appetite    stomach pain    indigestion    heartburn    intestinal gas    belching    ulcer   gastritis    lack of stomach acid    hemorrhoids    ileocecal valve spasm    peritonitis    pancreatitis    irritable bowel    polyps    nausea GI tumors    vomiting    acid reflux    chronic laxative use

Respiratory:    asthma    bronchitis    emphysema    cough    wheezing    pneumonia    lung abscess    phlegm

Hormonal Imbalance:    low thyroid    overactive thyroid    diabetes    hypoglycemia    blood sugar    hormonal birth control pills/etc.

Other hormonal imbalance: _____________________________________________________________________________________

Autoimmune and Inflammatory Conditions:    Hashimoto’s disease (thyroid)    rheumatism    systemic lupus erythematosus    colitis    Crohn’s disease    alopecia (baldness)    allergies    food allergies    atopic dermatitis    neurodermatitis    cellulitis    vulvitis sinus allergies    low immunity
Effects of focal infections:    rheumatic disease    rheumatic fever    arthritis    skin disease

Connective tissue or ligament diseases:    myofascial pain syndrome    fibromyalgia    tendonitis    ligaments pericarditis    scarlet fever constant slight fever    glomerulonephritis    plantar fasciitis    ear infections    streptococci infections    staphylococci infections

easily catch cold or sore throat    swollen glands

Head, Eyes, Ears, Nose, & Throat:    dizziness    concussions    migraines    headaches    sinus headaches    facial pain    eye strain    color blindness    eye pain    cataracts    poor vision    blurry vision    night blindness    spots in vision    ringing in ears    poor hearing    ear aches    itchy ear    frequent ear infections    nosebleeds     yellow/green mucus    stuffy nose    constant sinus congestion    

post-nasal-drip    sore throat    dry throat    itchy throat    streptococci throat infections

Oral Disease:   bleeding gums    periodontitis    dental abscess    mumps    stomatitis (inflammation of the mouth)   TMJ   jaw clicks

grinding teeth    toothaches without cavities    many cavities    root canals    tooth loss    other:________________________________
General:    poor appetite    fevers    sweat easily    bleed or bruise easily    sudden energy drop    poor sleeping    chills    night sweats

tremors    fatigue    cravings    change in appetite    strong thirst    localized weakness    poor balance    peculiar taste/smell    

weight gain/loss    difficulty concentrating on a task    easily get car sick, sea sick, or air sick    no appetite for breakfast

moody in the morning    unusual sweating (palm, sole, or elsewhere)    never sweat
Genitourinary:    nighttime urination    incontinence    strong smelling urine    frequent urination    kidney stones    dark urine
blood in urine    decreased flow    painful urination    urgent urination    genital sores

Female Reproductive:    pregnant    hysterectomy    endometriosis    yeast infections    trying to get pregnant    fibrocystic breasts

irregular periods    bleeding between periods    breast tenderness    decreased libido    painful periods    menopause    fibroids    PMS

ovarian cysts    tubal ligation    infertility    heavy/light periods    ____# of days between periods    ____date of last menstrual period

____# of days of flow    ____# of pregnancies    ____# of births    ____# of miscarriages    ____# of abortions

Male Reproductive:    prostate problems    urination problems    premature ejaculation    erectile dysfunction    testicular pain    

decreased libido    vasectomy    infertility

Musculoskeletal:    neck pain    muscle weakness    hip pain    muscle pain    knee pain    back pain    foot/ankle pain    numbness    hand/wrist pain    tingling    shoulder pain    low back pain
Neuropsychological:    seizures    anxiety    loss of balance    depression    poor memory    bad temper    lack of coordination    

easily susceptible to stress

I AGREE TO GIVE A NOTICE OF CANCELLATION THE NIGHT BEFORE MY APPOINTMENT TIME.  I AGREE THAT IF I FAIL TO DO SO, I WILL PAY A FEE OF $25.00 TO COVER THE TIME HELD FOR ME AND DIFFICULTY TO TRY TO FILL THE APPOINTMENT ON SHORT NOTICE.  SIGNED___________________________________________
( Mark the location of symptoms.(











