Appointment Date:

| General Information

Name Date
Address City State Zip
Married Single Partner Divorced Widowed Date of Birth SS#
Work Phone Home Phone Mobile Phone
Email Occupation
Emergency Contact Referred By
Family Physician Contact # May we contact them? Y/N
Have you had Acupuncture or Oriental medicine before? Y/N
Are your presently under a doctor’s care? Y/N Who and for what?
Are there any other therapies which you are involved? Y/N Who and for what?
Insurance Company Contact #
Group/Plan # Co-pay $ Visit # Referral Y/N Covered % Ded.(?)
Date called— Contact Name
What is your primary reason for seeking care at our office?
What was the initial cause?
When did it begin?
What makes it worse?
What makes it better?
How does this problem interfere with your daily activities? [] Work [] standing [] sexually L] other
[] Sleep [] Emotional [] Recreation
[ ] Walking [] Relationships [] Bending
[] Sitting [] Social Life [] Stretching
What have you done about this?
Are you interested in: [_| Pain Relief [] Performance Care [ ] Maintenance Care [_] Other

[] Preventative Care [] Holistic Health
[] Oriental Nutriton [] Meridian Yoga

[] Stress Relief
] Herbal Therapy

What are you health goals?






