NeW Patient Intake Form (This is a confidential questionnaire)

Today’s Date: / /

Name:

Address:

City, Zip:

Phone#:

Email:

Reason for visit today:

(F [m DOB__/___/
Ht: Wi: Age:
# of children: Occupation:

Marital status:

Have you had acupuncture before?: [ JY [N

Chinese Herbal Medicine?: [ Y [ N

If you are in pain, please circle your present pain level:

0o 1 2 3 4 5 6 7 8 9 10
no intolerable
pain pain

How long have you had this condition?:
Is it getting: worsel_| staying the samel_] better] |
What seems to make it better?

What seems to make it worse?

Does it bother your [_Isleep [ work [ lother

Did it develop gradually?[_| suddenly?[ ]
Other concurrent therapies:

All medications you are taking:

Supplements:

[ Allergies [ Heart Disease List any other medical List major accidents/injuries with
[ Hepatitis conditions you had in the past dates:
DHyper‘tension or Currently have:
[ High Cholesterol
[JAsthma [ IStroke
[JAIDS/HIV [ ISeizures . . . .
[ JAlcoholism TThyroid Problems . ' ' !_ISt any major medlcal conditions
[ JArthritis O K List surgeries with dates: in your family history
CJArtificial io Pacemaker (parents,grandparents, children):
rtificial joints [JPregnant, breast
DAgtommune dis. feeding, or planning a
[_Diabetes pregnancy
[_Fibromyalgia [ ICancer:
Lifestyle: Women Only:
Stress Level: Glasses of water consumed per day: Length of cycle:
[ JLow Coffee/Tea per day: Duration of flow:
[ IModerate Alcohol consumption per week: [_lirregular periods
[ JHigh Smoker? [ _JYes [ INo [ JPainful periods
[JExcessive Exercise?[ IYes [ INo CPMS
What is causing the type of exercise: [_JFibroids or cysts

stress?:

# times per week:

Trying to lose weight? Y] N[_]

Wendi Miyashiro, L.Ac.

[ IBirth control pills

Age of Menopause:



Symptom Survey:
[ Jooor appetite
[_heavy appetite

[ like cold drinks

[ Jike hot drinks

[ lrecent weight loss
[ lrecent weight gain

[ Jpoor sleep

[ heavy sleep

[ llots of dreams
[ Ifatigue

[llack of strength
[ lanxiety

[ Jooor memory

[ ldepression

[ lbody heaviness
[ lcold hands & feet
[Jpoor circulation

[ ffever

[ lehills

[ Inight sweats

[ ot flashes

[ lsweat easily

[ Imuscle cramps
[ lvertigo/dizziness
[ Jeasily stressed

[ lbruise easily

[ headache/migraine
[ lbreathing difficulty
[ lwheezing

[ leye problems

[ Inight blindness

[ lteeth problems [_Ichronic sore throat [ Jlow blood pressure [ vomiting [ ldiarrhea
[ lgrind teeth [lexcess phlegm [ heart palpitations  [_Jacid reflux [ lconstipation
[ T™MJ [lswollen glands [ ltachycardia [ Jgas [ Iblood in stool/urine
[ Ifacial pain [_lringing in ears [ Ifainting [ hiccup [labd. pain/cramping
[ lsinus problems [_Jpoor hearing [ Inausea [ Ibloating [_lhemorrhoids
[ lirritability [ kidney stones
[Ineck/shoulder pain [ _Iskin rash [lfungal infection [ wake up to urinate  Other:
[ lupper back pain [ hives [ humbness [ ldecreased libido
[ llower back pain [ leczema/psoriasis  [_ltingling [ limpotence
[ Joint pain [ Jacne [ lics [ Jorostate disorders
[ oot pain [_Ishingles [ lfrequent urination

[ lcarpal tunnel

€/ have read the above information and certify it to be true to the best of my knowledge

and belief and hereby authorize this office to do whatever is necessary, in accordance with

State statutes, for the care and management of this complaint.

@/ understand it is my responsibility to inform this office of any changes in my medical

status.

@/ understand that the policy of this office requires payment in full for all services rendered

at the time of visit. | authorize the release of any information requested to process the

claim.

@/ understand that an appointment commits the physician’s time to me and unless 24

hours advanced notice is given, | am financially responsible for canceled or
missed appointments.
¢ ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:

| hereby acknowledge that | have received a copy of Wendi Miyashiro, L.Ac. Notice of
Privacy Practices. | further acknowledge that a paper copy of the current notice will be on
file at the office and will be available to me at my request during office hours.

Patient’s signature

Wendi Miyashiro, L.Ac.

Date



