
  

ACUPUNCTURE INTAKE:To maximize your treatment time on your first visit please fill out this information to 
the best of your ability. Confidentiality will be kept in accordance to the Personal Information and Protection Act 
Name (Last, First):                                                                            Gender:  DOB:                                       Age:  

Relationship status:   Single      Common Law      Married      Separated      Divorced      Widowed      Other  

Full Address:   
  
  

Phone:  
Cell:  
 
Ok to leave messages?  

 Email Address:  

BC Care Card Number:                                          
Extended Medical Insurer:    
  

Occupation/  
Primary Activities:                                                         

                                                                                                                 
Family/Referring Doctor:  
  

Doctor’s Phone:   

Emergency Contact:  
  
Relationship to You:  
  
  

Emergency Contact Phone: 

How did you hear about us?  
 
Have you had Acupuncture before?  
  

PERSONAL HEALTH HISTORY  
  

Childhood 
Illness:  

� Measles    � Mumps    � Rubella    � Chickenpox    � Rheumatic Fever    � Polio  

  Medical 
History: 

     Asthma                           High Blood Pressure 
  Low Blood Pressure 

  Kidney Disease 

      Arthritis                           Pacemaker     Liver / Gall Bladder Disease  

    Broken Bones                    Heart Disease      Seizures  

  Cancer    Bleeding Disorder     Stroke  

  Colitis     Hepatitis ____     Substance Abuse  
 

   Diabetes    Herpes / Shingles     Thyroid Imbalance  

  Gastritis    High Cholesterol     Tuberculosis  

  Gout    HIV / AIDS     Bleeding Disorder  



  

CHIEF COMPLAINTS  

Please indicate your chief concerns for your health:  
  

1. ____________________________________________________________________________________________________  
  

2. ____________________________________________________________________________________________________  
  

3. ____________________________________________________________________________________________________  
  

  
Have you tried any other treatments or therapies for the above concerns and were they effective?  Please explain.  
  
  
  
  
Have you been given a specific diagnosis by a health professional for the above?  When?    

  
  
Surgeries / Trauma / Accidents (ex. car accident)  

Year  Please Explain:  

              

              

              

              

              

Medications / Pain Killers / Supplements / Vitamins / Minerals   

Name / Strength Frequency  Reason Taken  

                     

                     

                     

                     

                     

                     

                     



  

Allergies   

Drug / Environment / Food  Reaction?  

 
HEALTH HABITS   

 
   

FAMILY HEALTH HISTORY   

  AGE  SIGNIFICANT HEALTH PROBLEMS (HEART DISEASE, CANCER, MENTAL ILLNESS, ARTHRITIS, ETC.)  

Father  
  
  

  

Mother      

Other 
Relatives: 

   

  



  
MENTAL HEALTH   

 
  

 NEURO-PSYCHOLOGICAL (SELECT ALL THAT APPLY)  

 Seizures    Lack of Concentration   Poor Memory / Forgetfulness  

 Tremors / Tics    Depression    Learning Disability  

 Concussion History    Seasonal Affective Disorder   ADHD  

 Numbness / Tingling    Irritable / Bad Temper   Bell’s Palsy / Trigeminal Neuralgia  

 Lack of Coordination    Mood Swings  
 Other:  

 Loss of Balance    Abuse Survivor / PTSD  

  
  

 
 
 
 
 
 
 
 
 
 
 
 
    



  
REPRODUCTIVE HEALTH (AS APPLICABLE)  

  

 
  

  
  

  



  

OTHER PROBLEMS  

Check if you currently have, or have had, any symptoms in the following areas to a significant degree.  

 

GENERAL HEALTH  

 Sudden Changes in Energy Levels   Muscle Weakness   Poor or No Appetite  

 Fatigue / Low Energy   Sweat Easily   Changes in Appetite  

 Cravings _______________________   Night Sweats   Body Generally Warm / Cold  

 Weight Loss / Gain   Easy to Bruise   Poor Balance  

  Frequent Colds and Flus    Bleeding Disorder   Hearing Loss   
  

 
  

CARDIOVASCULAR  

 High / Low Blood Pressure   Stroke    Cold Hands / Feet  
 Chest Pain / Angina    TIA History   Swelling of Hands / Feet  
 Irregular Heartbeat   Pacemaker     Fainting/ Light Headedness 

 Palpitations   Blood Clots     Shortness of Breath  

  Heart Attack   Spider Veins / Varicose Veins     Other:  
  



  

RESPIRATORY   

 Asthma   COPD   Easily Winded  

 Bronchitis   Emphysema   Phlegm / Expectoration  

 Cough   Difficult / Painful Breathing    Other Lung Condition:  
   Cough with Blood   Tight Sensation in Chest  

 

 

 
 
 
 
 
 
 
 



  

  
Do changes in the weather make your problem areas better or worse?  
 
Does applying heat or cold make your problem area better or worse?  
   
What do you to try to alleviate your symptoms and does it help?  
  
  

 

  
  

AREAS OF CONCERN  

Please mark the painful areas on the diagrams below and record the type of discomfort you experience (i.e. numbness, tingling, 
stabbing, sharp, aching, throbbing, etc.).  Rate the discomfort on a scale of 0 to 10 (0 = no pain; 10 = excruciating pain).  

 
  

 
  

  




