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Five Seasons Acupuncture 
Please note that all information is strictly confidential. 

 

Name:      Date: 

 
Date of Birth:  Age: 

  
Single   Married   Life Partner   Divorced   Widowed   

 
Address:     City/State/Zip: 

 
Home Phone:   Work Phone: 

 
Email Address:  Cell Phone: 

 
Occupation:    Hours per week: 

 
Do you describe your work as:   ___Sedentary ___Active ___Combination 
 

In Case of Emergency Contact: 
 
Contact:    Relationship:   Phone: 

 
Primary Care Physician:       Phone:  

 
 
 
Please list your areas of main concern in order of priority. 
 
Primary Health Concerns     How long have you had this condition?  
  
1._____________________________________________________________________________________ 
 
2._____________________________________________________________________________________ 
 
3.______________________________________________________________________________________ 

 
 
What types of treatments have you tried, if any?__________________________________________________ 
_______________________________________________________________________________________ 
 
How do these conditions impair your daily activities?______________________________________________ 
 

 
What makes it feel worse?___________________________________________________________________ 
 
What makes it feel better?___________________________________________________________________ 
 
Have you received a medical diagnosis?  If so, please provide:______________________________________ 

________________________________________________________________________________ 
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Have you had: Yes No Where on your body? 

Surgery in the last 6 months?    

Surgical implants    

Joint replacements    

Pacemaker   Heart 

Concussion    

 

Please mark all areas of pain on the diagram: 
 

Left  Right 
 

 

 

 

 

 

 

 

 

 

 

 

 
 
Is the pain getting:    
___better   ___worse   ___comes and goes   ___worse in morning   ___worse in the evening 

 
Arthritis     Muscle Spasms   Pain with Weather Changes 

Areas of Numbness   Muscle Weakness  Pain with Activity 

 
Other pain information:_____________________________________________________________ 

 
 
Do you have Allergies?    ___Yes ___No 
If Yes, what are your allergies and what happens when you are in the presence of the allergen? 

Allergen Physical Response to Allergen 
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Your Medical History: 

List any medications (prescription and over-the-counter), vitamins, and/or supplements you are currently 
taking. 
Name Dosage/Frequency  How long   Reason  

 

 

 

 

 

 

 

 

 

 

 

 

 
Circle any of the following conditions you now have or had in the past:   
 

Addiction Cold sores Heart Disease Ulcer 

Anemia Cancer Hepatitis Mononucleosis 

Anxiety Chronic Fatigue Syndrome Herpes Osteoporosis 

Arthritis COPD High Blood Pressure Osteopenia 

Asthma Diabetes HIV Parkinson Disease 

Autoimmune Disease Fibromyalgia Kidney disease/stones Parasites 

Bleeding disorder Gallstones Lyme Disease Rheumatic Fever 

Stroke Seizure Thyroid Problems Tuberculosis 

Malaria Crohn’s Disease Irritable Bowel Syndrome Other: 

Other: Other:  Other:  Other: 

 
Did anyone in your family have one of the conditions listed above: YES    NO 
Please indicate which family member and what condition: 
________________________________________________________________________________________
________________________________________________________________________________________ 
  
Women Only: Please (X) 
___Contraceptive Use   ___Menstrual Pain  ___Difficulty Conceiving Child 
___Abnormal Pap smear   ___Endometriosis   ___Painful Intercourse 
___Bleeding Between Periods  ___Irregular Cycles  ___Hot flashes 
___Breast Pain    ___Breast Lumps  ___Mastectomy 
___Child bearing age    ___Peri-menopausal  ___Menopause 
Are you Pregnant?________   Date of last Period:___________  Approximate age of first menses________ 
Number of Children___________ Miscarriages _____ How many pregnancies have you had? ___________ 
Other: ______________________________________________________________________________ 
 
Men Only: Please (X) 
___Breast lump    ___Lump in testicles  ___Low sperm count 
___Pain in testicles    ___Sore penis   ___Penis discharge 
___History of prostate issues 
Other:______________________________________________________________________________ 
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Body Systems Review: Please check off all that apply in relationship to your current health (last 3 
months) 
 
General Health 
Poor Appetite    Hearing Loss    Easy to Bleed or Bruise 
Strong Thirst    Puffiness or Swelling  Night Sweats   
Changes in Appetite  Weight Loss   Weight Gain 
 
Skin & Hair 
Rashes     Skin Ulcers    Hives 
Itching    Eczema    Pimples 
Dandruff    Hair Loss    Recent Moles 
 
Head, Eyes, Ears, Nose, and Throat 
Dizziness    Cataracts    Taste/Smell Problems  
Eye Strain/Pain  Nose Bleeds    Migraines  
Recurrent Sore Throat Weakness    Fevers  
Sweat easily    Poor Sleep    Poor Balance  
Cravings   Toothache   Ear Ringing   
Headaches    Night Blindness   Facial Pain 
Ear Aches    Lip or Tongue Sores  TMJ Pain 
Chills     Fatigue    Blurry Vision    
Sinus Problems   Concussions    Poor Hearing    
Spots in Front of Eyes  Floaters    Tremors  
 
Cardiovascular 
High Blood Pressure  Cold Hands or Feet   Swelling of Hands  
Phlebitis   Low Blood Pressure   Blood Clots 
Swelling of Feet   Fainting    Irregular Heartbeat  
Palpitations    Chest Pain   Shortness of Breath 
 
Respiratory 
Cough     Phlegm     Asthma 
Bronchitis    Coughing Up Blood  Painful Breathing 
Difficulty Breathing   Pneumonia    Easily Winded 
 
Gastro Intestinal 
Nausea    Bad Breath    Chronic Laxative Use  
Indigestion    Blood in Stools  Constipation  
Ulcers     Vomiting    Rectal Pain  
Hemorrhoids    Diarrhea    Abdominal Pain  
Intestinal Gas    Belching 
 
Urology 
Painful Urination   Decrease in Flow  Urgency to Urinate  
Frequent Urination   Kidney Stones   Cloudy Urine    
Pain in Groin Area  Blood in Urine   Sexually Transmitted Disease 
Unable to Hold Urine  Frequent Night Urination 
 
Neuro Psychological 
Seizures    Twitches    Irritability     
Poor Memory    Tremors   Lack of Coordination 
Loss of Balance   Anxiety    Depression 
 

 
OTHER__________________________________________________________________________________________
________________________________________________________________________________________________ 
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Lifestyle 
 

On a scale of 1 (low) to 10 (high), how stressful is your: 
 
Work? ______ Health status? _______ Finances? _________ Family?_______ Relationship?________ 

 
What are the 3 worst foods you eat?  

1.___________________________2._______________________________3._________________________ 

Do you follow a special diet? (Example: low sodium, vegetarian, carb controlled, gluten free, etc.)   YES   NO 
If yes, what kind of diet? ______________________________________ 
Do you skip meals?  YES   NO 
How many glasses of pure water to you drink per day? _______________________ 
 

Do you: Yes No  

Average 6-8 hours’ sleep?    

Have a supportive relationship?    

Have a history of abuse?    

Take vacations?    

Enjoy your work?    

Spend time outdoors?    

Exercise?   Describe exercise: 

   How many times per week? 

Watch TV?   How many hours weekly? 

Computer games/Internet browsing   How many hours weekly? 

Spiritual/religious practice?   Describe: 

Smoke cigarettes   How much per day? 

Smoke cigarettes in the past?   How many years?             How many packs/day? 

Vape   How much per day? 

Drink coffee?   How many cups per day? 

Drink tea?   How many cups per day? 

Drink alcohol?   How many drinks per week? 

Use recreational drugs?   What and how often? 

Have an addiction?   To what and how long? 

Been outside the USA in last 12 months?   Where? 

 
Major events in the past ten years and dates they occurred (include births, deaths, marriages, divorce, 
accidents, major illness, surgery, job changes, miscarriages, and anything else you feel greatly impacted your 
life or health):  
 

 

 
Please list any additional things you’d like to mention related to your health or well-being that you feel is 
important for me to know. 
 

 

 

 

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


