Shoreline Community Acupuncture New Client Health History


Name









 Date



____  
Telephone # (H)



 (W)



  (Cell)

__________           
Email


_________

_________​_​​_ Can we send you information?  Yes / No

Address 






    Occupation                                               

   






    Date of Birth 
               Age                  
Emergency Contact 






Telephone # 


                    
Have you been treated by acupuncture before? Yes/No     How did you find us? 


            
Main Concerns:

#1 





Date of onset 


 Severity: (1-10)



#2 





Date of onset


______ Severity: (1-10)



#3 





Date of onset_________________ Severity: (1-10)



Please circle or mark any areas of body pain or numbness:

[image: image1.jpg]



Review of Symptoms
Please circle or check any problem areas:

	Fatigue
	High/low blood Pressure
	Poor memory

	Poor Sleep
	Blood clotting disorder
	Headaches

	Vivid dreams/ nightmares 
	Dizziness
	Urinary problems

	Sinus conditions
	Anxiety
	Night sweats

	Cough
	Depression
	Allergies

	Phlegm
	Irritability/Anger
	Other:

	Diarrhea
	Weepiness
	

	Constipation
	Suicidal thoughts
	Women:  

	Gas
	Asthma
	Date of Last Menstrual Period: 

	Hemorrhoids
	Wheezing
	Irregular periods

	Nausea
	Shortness of breath
	Heavy periods

	Vomiting
	Heart palpitations
	Painful periods

	Heartburn
	Chest pain or tightness
	PMS
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