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 (780) 645-4003
Acupuncture Patient Intake Form

This is a confidential form to help us determine the best treatment for you.



If you have any questions please ask.

Name ____________________________________  Date _________________________

Home Address ___________________________________________________________

City _________________   Province _______________   Postal Code _______________

Home Phone ____________   Work Phone _____________   E-Mail ________________

Cell Phone ______________   Occupation _____________   Birth Date ______________


Sex : Male ______ Female _____   Height _____   Weight _____   Age ____

Marital Status(circle one):    Married         Single         Divorced         Widowed
Emergency Contact (name and phone) ________________________________________

Have you ever had acupuncture? _____________________________________________

Main Complaint(s)/Reason For Coming In _____________________________________

________________________________________________________________________

________________________________________________________________________

Accompanying Symptoms __________________________________________________


________________________________________________________________________

Please indicate any of the following illnesses which you have:

Cancer


Hepatitis
High Blood Pressure

Rheumatic Fever

Infectious Diseases
Epilepsy
Alcoholism


Kidney Disease

Diabetes

Heart Disease
Seizures


Tuberculosis

Stroke


HIV/AIDS
Pneumonia


Multiple Sclerosis

Thyroid Disorder
Asthma
Gastrointestinal Disorders
Obesity

Depression/Mental Illness

STD’s

Other___________________________________

Please list any medications, supplements, vitamins, etc. which you are currently using___

________________________________________________________________________

Please list any serious illnesses, injuries, or surgeries which you have had in the past____

________________________________________________________________________

________________________________________________________________________

Please list any allergies or food sensitivities_____________________________________

________________________________________________________________________

Do you consume any of the following and in what amount:

Coffee or Caffeinated Beverages​​​​​​​​​​​​​​​​​​​​​​​___________________________

Tobacco______________________________________________

Recreational Drugs______________________________________

Alcohol_______________________________________________

Please list any foods which you often eat or have cravings for______________________

________________________________________________________________________

How often do you exercise and what type of activities do you do?___________________

________________________________________________________________________

How much water do you drink daily?______________________

Please circle the best description of your appetite: Excessive
Average
Poor
	Chills
	
	Fatigue
	

	Fever
	
	Dizziness
	

	Stress/anxiety
	
	Bleed/bruise easily
	

	Poor memory
	
	Frequent cold/flus
	

	Tremors
	
	Spontaneous sweating
	

	Depression
	
	Night sweating
	

	irritability
	
	thirst
	


	Weight gain
	
	Bleeding gums
	

	Weight loss
	
	Mouth sores
	

	Belching
	
	Dry mouth
	

	Heartburn
	
	Excessive saliva
	

	Gas
	
	Felling of heaviness in limbs or body
	

	Ulcers
	
	Sinus problems
	

	Nausea
	
	Sore throat
	

	Tired after eating
	
	Ringing in ears
	

	Vomiting
	
	Deafness
	

	Unusual taste in mouth
	
	Palpitations
	

	Bloating
	
	Chest pain
	

	Water retention
	
	Difficulty breating
	

	Constipation
	
	Swollen ankles
	

	Diarrhea
	
	Cold hands/feet
	

	Painful bowel movement
	
	Cough
	

	Hemorrhoids
	
	Dry skin
	

	Anal itching/burning
	
	Skin rash
	

	Bloody stool
	
	Acne
	

	Mucous in stool
	
	Brittle nails
	

	Abdominal cramping/pain
	
	Hair loss
	

	Frequent urination
	
	Back pain
	

	Urine dribbling/incontinence
	
	Low back pain
	

	Burning urination
	
	Weak knees
	

	Blood in urine
	
	Swelling/redness
	

	Waking up at night to urinate
	
	Arthritis
	

	Decreased sexual desire
	
	Numbness/tingling
	

	Scanty urination
	
	Insomnia
	

	Headaches
	
	Excessive dreaming
	

	Muscle aches or tension
	
	Nightmares
	

	Dry eyes
	
	Excessive sweating
	

	Blurred vision
	
	Sensation of a plumb in throat
	

	Spots in vision
	
	Phlegm with cough
	


Women Only
Age of First Period______________

Number of Pregnancies__________

Number of Children_____________

Length of Cycle________________

Length of Period_______________

Are you currently using birth control? (circle one )      yes      no
Please check off any of the following which apply to you:

	Currently pregnant
	
	Excessive vaginal discharge
	

	Menopausal
	
	Cycle related headaches
	

	Infertility
	
	Excessive menstrual flow
	

	Painful periods/cramps/low back pain
	
	Missed periods/irregular periods
	

	Mood swings/pms
	
	Mid-cycle spotting
	


Please list any other reproductive system related concerns you may have:_____________

________________________________________________________________________


________________________________________________________________________

________________________________________________________________________

Men Only
Please check off any of the following which apply to you:

	Prostate problems
	
	Infertility
	

	Testicular pain
	
	Impotence
	


Please list any other reproductive system related concerns you may have:_____________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
Acupuncture Consent Form

By signing below, I do hereby voluntarily consent to be treated with acupuncture by a licensed acupuncturist at the Natural Path Clinic. I understand that acupuncturists practicing in the province of Alberta are not primary care providers and that regular primary care by a licensed physician is an important choice that is strongly recommended by this clinic’s practitioners, Acupuncture/Moxibustion. I understand that acupuncture is performed by the insertion of needles through the skin or by the application of heat to the skin (or both) at certain points on or near the surface of the body in an attempt to treat bodily dysfunction or diseases, to modify or prevent pain perception, and to normalize the body’s physiological functions. I am aware that certain adverse side effects may result. These could include, but are not limited to : local bruising, minor bleeding, fainting, pain or discomfort, and the possible aggravation of symptoms existing prior to acupuncture treatment. I understand that no guarantees concerning its use and effects are given to me and that I am free to stop acupuncture treatment at any time.

Direct Moxibustion/TDP Lamp: I understand that if I receive direct moxibustion or TDP lamp as part of therapy, there is a risk of burning or scarring from its use. I understand that I may refuse this therapy.

Acupressure/Tui-Na Massage: I understand that I may also be given acupressure/tui-na massage as part of my treatment to modify or prevent pain perception and to normalize the body’s physiological functions. I am waare that certain adverse side effects may result from this treatment. These could include, but are not limited to bruising, sore muscles or aches, and the possible aggravation of symptoms existing prior to treatment. I understand that I may stop the treatment if it is too uncomfortable.

Electro-Acupuncture: I understand that I may be asked to have electro-acupuncture administered with the acupuncture. I am aware that certain adverse side effects may result. These may include, but are not limited to: electrical shock, pain or discomfort, and the possible aggravation of symptoms existing prior to the treatment. I understand that I may refuse this treatment.

Cupping: I understand that I may receive cupping as part of my treatment to modify or prevent pain perception and to mormalize the body’s physiological functions. I am aware that certain adverse side effects may result from this treatment. These could include but are not limited to: bruising, sore muscles or aches, and the possible aggravation of symptoms existing prior to my treatment. I understand that I may stop the treatment if it is too uncomfortable. I understand that there may be other treatment alternatives, including treatment by a licensed physician.

I have carefully read and understand all of the above information and am fully aware of what I am signing. I understand that I may ask my practitioner for a more detailed explanation. I hereby give my permission and consent to treatment.

Treating Acupuncturist___________________________________

Print Name__________________________________________

Signature_________________________________

Date_____________________________________

Please use the following space to describe any additional health concerns which you may have:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

                        Thank you for taking the time to fill out this form.
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