
 
 

 

 
  How did you hear about us?___________________________________________________________________________                                                            

  Referred by ____________________________________________________________________________________________ 

 
 

 

 
 

        Focus         

What is your primary reason for seeking care at our office?    

What was the initial cause?   

When did it begin?   

What make  it  worse?    

What makes it better?    

How does this problem interfere with your daily activities? Standing 

Emotional 

Relationships 

Social Life 

Other

What have you done about this?   

 
 

 

 
Are you interested in:           

 

      
 

 

      
 

 

 
What are your health goals?    

 

 
 

 

 
Deductible amount    

Insurance Information 

General Information 

Appointment Date: 



 
 

List any past or future surgeries.   

 
 

 
 

List any significant trauma. When did it occur? (auto accident, falls, emotional, sexual, etc...)    

 
 

 

List exercise and sport activities you have been or are currently involved in:   

 
 

 

  Signs/Symptoms   
 

 
 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Female Concerns   
 

       
 

       
 

       

 

 

      Medical History   
 

Do              you              have              any              allergies?                  Yes                  No                       If              so,              to              what?   

Do you          take          medication?              Yes              No                   If           so          what          types          and          how          often     

Do you take supplements?    Yes    No If                 so                 what                 types                 and                 how                 often    

Please indicate if you or any family members have or had any of the following conditions: 

 

        
 

   

  
 

     
 

 
 

   
 

 



 
 

 
 
 
 

 
      

 
       

 
 

 
 

 
 

  Web of Wellness   
Mental Health Physical Health 

 

 
 
 

Sexual 
Health 

 

 
  

 

 
 
 
 

 
Career 
Health 

Financial 
Health 

 
 
 
 
 
 
 
 
 
 

Spiritual 
Health 

 
 
 
 
 
 

 

      Pain   

 

Social Health 
 

Family Health 
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      Types of Care   

According to your signs and symptoms please indicate where your current state of health falls along this Types of Care time line. 
 

 
O bvious sym ptom s a nd signs 

G e t m e out of pa in a nd discom fort fa st! 

S ym ptom a nd signs disa ppe a r 

F ee ling good,  no big proble m s! 

You fe e l gre a t 

F ee ling gre a t! Life is wonde rful! 
 

Most patients begin acupuncture 
treatment to provide relief from pain, 
discomfort and other symptoms, fast. 

Acute Care helps to ease your initial 

problem(s) quickly. 

Maintenance Care gives you a 
chance for deeper healing to occur. 
Strengthening your body's response 
to illness by stimulating your natural 
healing powers. 

I want to achieve optimal health and 
well-being, free of disease and illness. 

Wellness Care is your best choice. 

 

 

 

 

 

     Terms of Acceptance   
 

 
 

 
 

 
 

 
 

 
 

 
 

 

  
 

 
 

 

 

 

 
 

  

Acute Care Maintenance Care Wellness & Preventative Care 


