Creekside Acupuncture and Natural Medicine
New Patient Intake Form

Name: Age: Date of Birth:
Address: City: State: Zip:

Phone Numbers: Home Work Cell
Email Address:

Occupation:
Emergency Contact: Name Phone
Primary Care Doctor:
How did you hear about this clinic?

Reason for today’s visit:

QYes, I have been treated by Acupuncture before. Date of last treatment:
QYes, I am currently under a Physician’s care for:
Name of Physician: Phone:

QYes, I am currently taking prescription drugs. Please list below:

QYes, I am currently taking supplements and/or vitamins. Please list below:

WYes, I have an infectious disease. Please describe:

QYes, I have allergies. Please indicate:
WFoods — Describe
WMedications — Describe
UBites/Stings — Describe
WSeasonal — Describe
W Animals — Describe
W Other — Describe

Personal Health History (Please check if any of the following apply)

QAIDS UDiabetes UHepatitis
UAlcoholism UEmphysema UHigh Blood Pressure
UAsthma UEpilepsy UMultiple Sclerosis
UAllergies UEndocrine Disorder UThyroid Disease

U Arteriosclerosis UGout UChildhood Fevers
UBirth Trauma (yours) UHeart Disease UChildhood Illnesses

UMajor Surgeries (please list all with approx. dates):

USignificant Trauma (auto accidents, falls, etc. Please list with approx. date of injury):




Current Symptoms (Please check if any of the following apply)

UHeadaches WUrination Difficulties
QVision Problems Qlnfertility

UJaw/Teeth Pain UImpotence

UEar Pain UMuscular Pain

USinus Pain/Problems UJoint Dysfunction/Pain
UThroat Pain/Problems UHigh/Low Blood Pressure
UBreathing Difficulties UDepression

UChills UOverly Emotional
UFever UFatigue

Ulndigestion UDizziness

UlInsomnia UWeight Loss
UNervousness UWeight Gain

UOther:

UConstipation/Diarrhea
USkin Disorders
aPMsS

UMenstrual Disorders
UMenopausal Problems
UAnxiety

UChest Pain

UExcess Thirst

ULack of Thirst
USpontaneous Sweating
UNight Sweating
ULack of Sweating

**Please indicate any areas of pain on the diagram below**

Any additional information about yourself -
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Typical Daily Diet and Exercise




Please check if you experience any of the following on a regular basis:

Head, Eyes, Ears, Nose, Throat

UGlasses

UNight Blindness
UEye Strain
UEye Pain

URed Eyes
Qltchy Eyes
USpots in Eyes
USpots in Visions
UBlurred Vision
UGlaucoma
WCataracts
WNosebleeds
WHeaviness of Head

Respiratory
UDifficulty Breathing
UShortness of Breath
UChronic Cough
UAcute Cough

Cardiovascular
UHypertension (High Blood
Pressure)

UChest Pain

UPalpitations

USlow Heart Rate

Gastrointestinal

UNausea

UVomiting

UAcid Regurgitation/Reflux
W Gas/Flatulence
WHemorrhoids

URectal Pain/Itching
WFissures

UBowel Movement 1X/Day
UBowel Movement Greater
than 1X/Day

Genito-Urinary
UPain with Urination
UFrequent Urination

U Urgent Urination
UlIncomplete Urination
Ulncreased Libido
UKidney Stones

UEar Ringing
UHearing Loss
UEaraches
URinging in Ears
UHeadaches
UMigraines
UConcussions
UThroat Drainage
UThroat Tickle
USore Throat
USwollen Glands
ULump in Throat
UEnlarged Thyroid

UTight Chest
UAsthma
UWheezing
WPneumonia

UBlood Clots

URapid Heart Rate
UEdema (Swelling)
UPacemaker

WDiarrhea

UConstipation

W Use Laxatives

WU Use Antacids

UHiccups

UBloating

Bad Breath

UVomiting Blood

WBowel Movement Less than
1X/Day

UBed Wetting

W Wake to Urinate
UFrequent UTIs
USTD

WDecreased Libido

WTeeth Removed
W Numerous Cavities
UTeeth Grinding
aTMI]

U Gum Problems
QLip Sores
WMouth Sores
UExcessive Saliva
WFacial Pain
WFacial Numbness
WSinus Problem
USinus Drainage

UPleurisy
UPhlegm/Congestion
URattling Sound with Breath
UCan’t Sleep Lying Down

UHypotension (Low Blood
Pressure)

UFainting

Ulrregular Heart Rate

WDark Colored Stool
ULight Colored Stool
WMucus in Stools
WBlood in Stools

W Use Fiber

UUse Digestive Enzymes
Ulntestinal Pain

UPoor Appetite

UImpotence
UPremature Ejaculation
UNocturnal Emissions
UBlood in Urine
UDribbling



Musculo-Skeletal
UMuscle Weakness
UMuscle Cramps
UMuscle Spasms
WJoint Pain

UJoint Instability

Neurological
UFainting/Syncope
UDrowsiness
UTremor
UStroke/CVA/TIA

Neurophysiological
UDepression
Ulrritable

UEasily Stressed
UEasily Frustrated

Skin and Hair
URashes

UHives
WUlcerations
UEczema
UFungal Infection

Vitality and Immune System
QFrequent Colds

UFrequent Flu

OLess Ability to Adapt
Gynecology UN/A
UPregnant

UCould be Pregnant
UPregnancies #
UMiscarries #
UAbortions #
UPre-Mature Births #
UUse Birth Control Pills
W Use Birth Control, Other
UUse No Contraceptives
UUse HRT

UMenopausal
UPeri-Menopausal

Age of first period

Age of Menopause

Date of Last PAP

W Chronic Pain

UAcute Pain (short-term pain)

Ulnjuries
UMuscle Atrophy
UFalls

WDizziness
WLoss of Balance
WConvulsions
USeizures

UWorry Easily — Anxious
UUnresolved Grief
UFrightened Easily
UNumbness

UPsoriasis

UAcne

Ultching

UDandruff
UPremature Graying

W Chronic Mental Cloudiness
ULow Energy
ULethargic

UDecreased Libido
UlIncreased Libido

UPMS

UPain Before Menstruation
UPain During Menstruation
UPain After Menstruation
UBone Density Changes
UFibrocystic Breasts
UBreast Lumps

UBreast Tenderness
UMastectomy
ULumpectomy

Date of Last Mammogram

Current Menses:
Date of last period

Days between periods

ULimited Range of Motion
O Arthritis
W General Aches

OVertigo
UPoor Memory
UParalysis
UNumbness

UAbuse Survivor
UReceiving Counseling
UReceived Counseling
UPoor Memory

UHair Loss

UHair Changes

UHair Breaking

U Thin Slow Growing Nails
USkin Changes

USlow Wound Healing
UTender/Achy All Over

UHysterectomy

UExcess Vaginal Discharge
UVaginal Odor

UVaginal Sores

UVaginal Dryness
UVaginal Ttching
UVaginal Pain

USpotting Between Cycles
UBlood Clots

UHeavy Bleeding — Weeks
URegular Self Breast Exams

Days of Bleeding



