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PATIENT’S PERSONAL HISTORY
This is a confidential record.

Name: ______________________________________________________________________________________________________

Sex:_______________ Birth Date: __________________________ Social Security Number: ________________________________

Address: ____________________________________________________________________________________________________

City: __________________________________________________ State: ___________________________ Zip: _________________

Primary Phone _______________________ Secondary Phone: ____________________ Email Address: _______________________

Emergency Contact _______________________________________________________ Phone: _____________________________

Employer: _____________________________________________ Occupation: ___________________________________________

How were you referred to our office? _____________________________________________________________________________

Have you ever had acupuncture before?___________________________________________________________________________

Have you ever been diagnosed with the following?   Hepatatis ________________ HIV ________________ AIDS _______________

Are you currently under a physican’s care for any medical conditions? If yes, please give your doctor’s name and medical condition:

____________________________________________________________________________________________________________

Are you currently taking any prescription medication? If so, please list them here:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Are you currently experienceing any pain? If so, where? ______________________________________________________________

Please list any health conditions you would like us to focus on and forms of treatment that you have sought for those conditions:  

Condition: _____________________________________________ Treatment: ____________________________________________

Condition: _____________________________________________ Treatment: ____________________________________________

Condition: _____________________________________________ Treatment: ____________________________________________

Condition: _____________________________________________ Treatment: ____________________________________________

CONSENT FOR TREATMENT

I, the undersigned, give my permission and consent to treatment. I fully understand that there is no implied or stated guarantee of 
the success or effectiveness of a specific treatment or series of treatments.

Patient Signature: ________________________________________________________  Date: _______________________________
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ANY ADDITIONAL COMMENTS: ____

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

_______________________________

SYMPTOMS
Please check all of the symptoms you experience.


