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                                                      Of

            Traditional Chinese Medicine

                  595 Seneca Parkway, Rochester, New York 14613


      (585)-313-1570
Please complete this form as thoroughly as possible.  Many items may seem unrelated to your condition, however they may affect your diagnosis and treatment.

Patient Information Intake
	Date:
	Full Name:
	Nickname:

	Gender:

M          F
	Date of Birth:
	Age:
	Marital Status: (Check One)

□ Single     □ Married    □ Separated     □ Divorced

	
	Email Address:
	

	Address:
	City:
	State:
	Zip:

	Daytime/Work Phone:
	Home Phone:
	Cell or other Phone:

	Primary Emergency Contact:
	Relationship:
	Phone Number:

	Secondary Emergency Contact:
	Relationship:
	Phone Number:

	List Health Insurance Coverage with provider number or indicate self pay:
	Social Security Number:

	Primary Care Physician:
	Address/Phone:

	Other Doctors or practitioners seen:  (list specialty)
	Address/Phone:

	Cancellation Policy ( I acknowledge that I will give at least 24 hours notice of cancellation to avoid being charged for a treatment session.  This is a courtesy to other patients who may need that appointment time.  I will call if I anticipate being more than 15 minutes late for a scheduled appointment.  

Signature________________________________  Date ______________


Chief Complaint(s): List in order of importance to you.

 1. ______________________     □ Mild       □ Moderate      □ Severe      Date of onset: ___________
2.  ______________________     □ Mild       □ Moderate      □ Severe     Date of onset:  ___________

3.  ______________________     □ Mild       □ Moderate      □ Severe     Date of onset:  ___________

	Travel:  Have you traveled lately outside of the US?   □  Yes       □  No        Dates: _____________

                           Have you ever lived outside the US?  □  Yes        □  No       Dates: _____________


PERSONAL MEDICAL AND FAMILY HEALTH HISTORY- Please indicate those items below that are current or past health problems for you and your family members.  Use “C” for current and “P” for past in each column.
	Circle Which one
On List below
	You
	Father
	Mother
	Spouse
	Brothers
	Sisters
	Children

	Age
	
	
	
	
	
	
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	
	
	
	
	
	
	

	Asthma-Hay Fever
	
	
	
	
	
	
	
	
	
	
	
	

	Back Trouble/Pain
	
	
	
	
	
	
	
	
	
	
	
	

	Bursitis/Joint Pain
	
	
	
	
	
	
	
	
	
	
	
	

	Cancer/Cysts
	
	
	
	
	
	
	
	
	
	
	
	

	Constipation/Diarrhea
	
	
	
	
	
	
	
	
	
	
	
	

	Diabetes/Hypoglycemia
	
	
	
	
	
	
	
	
	
	
	
	

	Disc Problems
	
	
	
	
	
	
	
	
	
	
	
	

	Emphysema/COPD
	
	
	
	
	
	
	
	
	
	
	
	

	Epilepsy/Head Trauma
	
	
	
	
	
	
	
	
	
	
	
	

	Headache/Migraine
	
	
	
	
	
	
	
	
	
	
	
	

	Heart Trouble/Stroke
	
	
	
	
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	
	
	
	
	

	Insomnia/Fatigue
	
	
	
	
	
	
	
	
	
	
	
	

	Kidney/Urinary Bladder
	
	
	
	
	
	
	
	
	
	
	
	

	Liver/Gallbladder
	
	
	
	
	
	
	
	
	
	
	
	

	Nervousness/Depression
	
	
	
	
	
	
	
	
	
	
	
	

	Menstrual Problems
	
	
	
	
	
	
	
	
	
	
	
	

	Neuritis/Neuropathy
	
	
	
	
	
	
	
	
	
	
	
	

	Obesity/Can’t gain wt.
	
	
	
	
	
	
	
	
	
	
	
	

	Pinched Nerves
	
	
	
	
	
	
	
	
	
	
	
	

	Sinus Trouble/Infection
	
	
	
	
	
	
	
	
	
	
	
	

	Stomach/Intestines
	
	
	
	
	
	
	
	
	
	
	
	

	Other: Please List
	
	
	
	
	
	
	
	
	
	
	
	


List any family members now deceased, age of death and cause of death:  
For Females: ♀
	Birth Control:       □ Yes   □  No

Form of BC: _______________  Last Period was:  _______
Age Menstrual Cycle began: ______

Pregnant:              □  Yes □ No

Menstrual Pain:    □  Yes □  No

Low Backache:   □ Yes □   No 

Irregular Menses: □ Yes □   No

Menopause:        □  Yes □  No

Age of Menopause: _______________

Last PAP Test:  _____________________

# of Pregnancies: _________________

# of Vaginal Deliveries: ____________

# of Caesareans:  _________________
	PMS or Menstrual Symptoms

Water retention:         □  Yes  □  No

Mood Changes:         □  Yes  □  No

Painful Breasts:            □  Yes  □  No

	
	Quality/Amount of Menses

Heavy Blood:              □  Yes  □  No  

Blood Clots:                 □  Yes  □  No

Vaginal Discharge:    □  Yes  □  No

Scant flow:                  □  Yes  □  No

Vaginal Dryness:         □  Yes  □  No

Hot Flashes:                 □  Yes  □  No

Blood Color:  □  Pale  □  Bright Red       
□  Dark   □  Dark Purple   □  Dull Red

# of Miscarriages: ________________

# of Abortions:   __________________


	Medical Conditions
Please list conditions & Surgeries you have had and the year diagnosed/treated.
	Allergies

Medications, food, seasonal, etc…
	Occupational 

Check if you have work exposure to:

	Year
	Condition/Surgery
	
	□  Stress

	
	
	
	□  Computer/Typing

	
	
	
	□  Chemicals

	
	
	
	□  Heavy Lifting

	
	
	
	□  Environmental issues

	
	
	
	□  Other


	Medications- Please list all prescription medications, herbal preparations, home remedies that you use.  Include occasional use items (i.e. Aspirin, etc…).  Include eye drops, inhalers, skin products, enemas, laxative and any other items you can remember.

	Prescription Name
	Purpose
	How Long
	Dose
	How Often
	Last Dose

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Any other Supplements, herbs or home remedies taken on an occasional basis: 

______________________________________________________________________________________________

	Symptoms- For each symptom you have rate it’s severity from 1-10 (with 10 being the worst). Leave blank if N/A.

	LV/GB
	Chest Pain
	Edema 

	Irritability             
	Dizziness
	Muscles Feel Tired Often

	Depression          
	Insomnia
	Easy to Bruise or Bleed

	Headaches        
	Easily Startled
	Bad Breath

	Visual Issues        
	Restlessness/Agitation
	Low Appetite

	Red Eyes             
	Anxiety
	Snacking

	Dry/Itchy Eyes    
	Breathlessness
	Tend to Hypoglycemia

	Spots in Eyes      
	Vivid Dreams
	Hard to Digest Oily Foods

	Blurred Vision     
	Dreams That are Bothersome
	Nausea

	Lump in Throat   
	Lack of Joy in Life
	Vomiting

	Clench Teeth     
	Laughing for No Reason
	Gas/Bloating/Belching

	Muscle Cramps 
	Crave or Avoid Bitter Foods
	Hemorrhoids

	Muscle Twitch    
	LU/LI
	Constipation

	Stiff/Tight Joints  
	Dry Cough
	Diarrhea

	Cold Hands/Feet
	Cough with Sputum
	Abdominal Pain

	Soft or Brittle Nails
	Nasal Discharge
	Indigestion/Heartburn

	Crave or Avoid Sour Food
	Poor Sense of Smell
	Over-Thinking

	K/UB
	Nose Bleeds
	Tendency  to Obsess- OCD

	Urinary Problems
	Itchy, Red or Painful Throat
	Crave or Avoid Sweets

	Frequent Urination
	Dry Mouth
	

	Incontinence
	Skin Rashes
	

	Weakness/Pain in Lower Back
	Itchy Skin
	

	Aching Bones
	Grief, Sadness
	

	Feel Cold Easily
	Shortness of Breath
	

	Low Sexual Energy
	Allergies
	

	Excess Sexual Desire
	Low Resistance to Colds or Flu
	

	Poor Memory
	Low Physical Stamina
	

	Loss of Hair
	Mild Fever Comes and Goes
	

	Hearing Problems
	Crave or Avoid Spicy Foods
	

	Ringing in the Ears
	SP/ST
	

	Craving/Avoiding Salty Foods
	Heaviness Anywhere in Body
	

	HT/SI
	Fatigue
	

	Heart Palpitations
	Hard to Rise in the Morning
	


Female issues or conditions? 


________________________________________________________








