New Patient Intake Form

Name: _____________________________  Date of Birth: ________  Date: _____

What health concerns bring you to see me?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I am interested in:     ( Only addressing my chief complaint        ( Lab Work     ( Acupuncture ( Chinese Herbs     ( Vitamins/Minerals/Herbs/Supplements

( Complete Health Assessment  

Your current Doctor(s):

____________________________________________________________________________________________________________________________________________________________

Date of last physical exam: __________ Date of last blood work: ______________

Lab tests and Diagnostic Imaging (e.g. x-rays) done in last 2 years: ____________________________________________________________________________________________________________________________________________________________

Have you been diagnosed with any of the following:

· Hypertension

· Diabetes

· Osteopenia/Osteoporosis

· Depression

· Anxiety

· GERD/Reflux

· Arthritis

· Asthma

· Migraine headaches

· Autoimmune Disease

· Cancer

· Epilepsy

· Emphysema

· Fibromyalgia

· Genetic Disorder

· Heart Disease

· Stroke

· Thyroid Disorder

· Gout

· Chronic Fatigue Syndrome

· Periodontal Disease

· Infertility

Current Prescription Medications:

Dosages:

Length of time on Rx:

___________________________

____________

____________

___________________________

____________

____________

___________________________

____________

____________

___________________________

____________

____________

(  See attached list of medication

Any Side Effects from the above?________________________________________________________

Current Natural Supplements: __________________________________________________________________

Major Hospitalizations, Surgeries, Injuries: please list all procedures, complications (if any) and dates:

Year

Surgery, Illness, Injury



Complications/Outcome

____

___________________________
       _______________________________

____

___________________________
       _______________________________

Are you allergic or sensitive to:

Drugs: ____________________________________

Foods: ____________________________________

Lifestyle

□Alcohol  # drinks per week ___
□Tobacco:  # cigarettes/chews per day ____

Exercise:  Type ________________   Frequency ___________

Family Health History

(Parents and Siblings)

· Arthritis

· Asthma

· Alcoholism

· Alzheimer’s disease

· Cancer

· Depression

· Diabetes

· Drug Addiction

· Eating Disorder

· Genetic Disorder

· Glaucoma

· Heart Disease

· Infertility

· Learning Disabilities

· Mental Illness

· Migraine headaches

· Parkinson’s

· Obesity

· Osteoporosis

· Stroke

· Suicide

Possible Contraindications to Certain Therapies:

Do you have a pacemaker?





Y  N

Are you on Blood Thinners?      





Y  N

Do you have a clotting Disorder?




Y  N

Do you have a contagious Disease?




Y  N

Do you seem to be extra sensitive to medications/herbs?


Y  N

Do you have any metal (e.g. shrapnel or titanium) in your body?
 
Y  N

Please check symptoms that occur frequently or have recently appeared.  Some of the symptoms are repeated. If it applies to you, please mark each time it appears.

□  Depression with fear

□  Bladder Infections

□  Incontinence

□  Cold feet

□  Water retention

□  Low libido

□  Infertility

□  Loss of hair or thinning of hair

□  Premature graying of hair

□  Night sweats

□  Sciatica

□  Low back pain

□  Tight hamstrings

□  Low pitched ringing in the ears

□ Wake frequently at night to urinate

□  Early morning urgent loose stool

□  Grief/Sadness

□  Lethargy/Fatigue

□  Allergies

□  Asthma

□  Bronchitis

□  Cough/Wheeze/Phlegm

□  Frequent colds

□  Eczema/Psoriasis

□  Frontal/Sinus headache

□  Sinusitis

□  Nasal problems

□  Smell problems

□  Weak voice

□  Sweating

□  Loose Stool

□  Flatulence

□  Stiff neck

□  Shoulder pain

□  Arm/wrist/elbow pain

□  Anger

□  Irritability

□  Depression

□  Easy Bruising

□  Distention/Bloating

□  Flatulence

□  Heartburn

□  Wake with bitter taste in mouth

□  Nausea/Vomiting

□  Migraines 

□  Eye/Vision problems

□  Stiff neck/shoulders

□  IT band (outer thigh) tightness

□  High pitched ringing in the ears
□  Difficulty falling asleep
□  Lack of joy/humor

□  Anxiety/Dread  

□  Abdominal pain

□  Anemia

□  Poor Circulation

□  Restlessness

□  Digestive Problems

□  Dream disturbed sleep/ Nightmares

□  Sleep problems

□  Wake early with inability to go back to sleep

□  Heart palpitations

□  Fidgety

□  Hot flashes

□  Urination problems

□  Elbow/shoulder pain

□  Upper back pain

□  Neck pain

□  Hot/painful joints

□  Lethargy/Fatigue

□  Heaviness in head

□  Poor memory

□  Difficulty focusing

□  Worry/overthinking

□  Appetitie/digestive problems

□  Fatigue especially after eating

□  Belching

□  Indigestion

□  Distention

□  Bruise easily

□  Hemorrhoids

□  Nausea/vomiting

□  Muscle weakness

□  Aching/heavy limbs

□  Loose stool

□  Nose often feels cold

□  Poor circulation

□ Light headed after standing

 Women only:

Age at first menses______


Date of last Pap Smear ______
Mammogram ______

Bone Density _______

Are you peri/post-menopausal? Y  N
Having hot flashes?  Y  N       Night Sweats?  Y  N

Have you had a hysterectomy?   Y  N               Partial  or Complete (please circle)

If you are pre-menopausal:

Date of last menstruation: ________  Is your cycle regular?  Y  N     Painful?   Y  N

Have you ever been pregnant?  Y  N   Are you on birth control?   Y  N
If we will be addressing menstrual irregularities or fertility issues, please complete the following:
# of days bleeding: ____

Bleeding:  □light   □normal    □heavy    □ watery

Color of blood:    □light red    □red    □dark red    □purple   □brown    □black

Clotting?   Y  N

Breasts tender before period?   Y  N

# of days from start of one period to the next: _____

# pregnancies _____
# children ____    # abortions ____    # miscarriages ____

# of times D&C performed: _____

History of abnormal pap smears?  Y  N

History of cervical biopsy, operation, cauterization or conization?   Y  N

Do you get yeast infections regularly?   Y  N

Do you have chronic or profuse vaginal discharge?   Y  N       Itching?    Y  N

Do you have any sores on your genitalia?   Y  N

History of pelvic inflammatory disease?   Y  N      

Were you treated for it?   Y  N
How? ________________________________

Date of last pap smear: ____________________

History or diagnosis of uterine fibroids or polyps?     Y  N 

History or diagnosis of endometriosis?     Y  N

History or diagnosis of pelvic adhesions or pelvic abnormalities?    Y  N

Do you know if you ovulate regularly?    Y  N     What day of cycle? _____

Do your breasts get tender at or during ovulation?    Y  N

Do you get low back pain before or during your period?    Y  N    Before/During

Do your bowels become loose at the beginning of your period?    Y  N

Do you have excessive facial hair?    Y  N

Do you have excessively oily skin?    Y  N

Have you experienced excessive loss of head hair?    Y  N

Have you noticed discharge from your nipples?    Y  N

Is mid-cycle fertile mucus scanty or missing?   Y  N

Do you feel cold cramps during your period that respond to heating pad?   Y  N

Do you have more fatigue around ovulation or menstruation?   Y  N

Do you spot a few days before your period comes?   Y  N

Do your menstrual cramps have a bearing down sensation in your uterus?   Y  N

Do you get dizzy or lightheaded around your period?   Y  N

Men only:
□  Prostate disorders


Date of last prostate exam: _________ PSA results _____

□  Urination difficult/dribbling
□  Delayed Stream

□  Pain on inside of legs or heels
□  Urine Retention

Pain:

If you are experiencing Pain, please answer the following questions:

Pain intensity levels (please circle the one that best describes)

No Pain                   Moderate Pain                   Severe Pain             Terrible Pain

Sleeping

No Problem
       Mildly disturbed          Greatly disturbed       Cannot Sleep

Work – Can do

Usual work
      25% of work           50% of work           No work

Frequency of Pain

25% of time            50% of time           75% of time      ___ 100% of time

Travel

No problem on long trips           Moderate pain on trips        Severe pain on trips

Recreation - Can Do

All activities                     Some activities                       No activities

Walking

Can walk any distance                           Pain after ½ mile                    Cannot walk

Sitting

No pain sitting                          Some pain while sitting                       Cannot sit   

On the diagram on the back, please indicate where you are currently experiencing pain or other symptoms.
[image: image1.png]



