Rivertown Acupuncture
) 60 Cedar Street
' Dobbs Ferry, N.Y. 10502

CONFIDENTIAL INTAKE FORM

NAME: AGE: GENDER:MALE O FEMALE O
ADDRESS: STATE:____ZIP:

OCCUPATION: DATEOFBIRTH ___ /[
PHONE: MOBILE _OTHER:
HOW DID YOU HEAR ABOUT US? poe. - EMAIL

PHYSICIANS CARE? _____ NAME & PHONE WGAM% b
PLEASE DESCRIBE YOUR PRIMARY COMPLAINT: '

HOW LONG HAVE YOU HAD m*s C PO OI\T§§T SUDDEN 0O GRADUAL O
SYMPTOMS ARE WORSENEI?@Y' T, PRESSURI E‘)@RTION OR NONE) ?

ARE YOU TAKING ANY MEDICAT n AMINS AND
MINERALSYOUTA';‘ VEN | Il R & 8 B |

ON THE DIAGRAM, ‘#!_E SE SHADE . S : ; S S ASSOCIATED WITH
YOUR COMPLAINTS. PL ASE § ) PR R[:;AINT #1;
“". Q ¥ "




Medical History:
Birth: Anything significant about your birth?
Vaccination history: Any unusual reaction?
Childhood illnesses: Any surgery or accidents? Please list in chronological order and
indicate length or illness or injury.

age:

age:

age:

Adolescent illnesses: Any surgery or accidents? Please list in chronological order and
indicate length or illness or injury.
age:
age:
age:

Adulthood: Any surgery o den s st %onb{ggical order and indicate

length or illness 9 .

or injury.
age:

age:

age:

Family history
(mother, father, sibli
heart disease, bioo
disorders, orthqp

Underline curret SaPuts < o] r
Add any addition regard dtigh" fregiiengs n t'yand pain

[ Diabetes [ Multiple Scle g
" Pacemaker (1 Polio (1 Asthmasi H 6’des removed

[ Rheumatic Fever [ Scarlet Feve : rth Trauma [1 Meningitis

[ Herpes [ Hypothyroid [ Hyperthyr0|d D“Ost“eoarthrltls 1 Rheumatoid Arthritis

Diet and Food:

How is your appetite? Good [ Poor [ No appetite [J Hungry all the time [
Any food cravings?:
List any food intolerances:
What is your relationship with food?

Are you always thirsty? Yes [0 No [0 Do you prefer Hot [J or Cold [ drinks?

How many glasses/cups do you have daily: Water ___ soda ____Coffee/Tea ____
Alcohol day/wk_

Rate your taste preferences 1 to 5 (1=like most to 5=dislike):

Salty Sour Bitter Sweet Spicy




Exercise and Energy:
How is your energy?
What time of day is your energy: Highest? Lowest?
Do you fatigue easily?
Does movement make you feel : less tired [ or more tired [
What kind of exercise do you do?
How often do you exercise? Are you consistent?
Do you have unusual sweating? When?
Do you get dizzy with or after exercise?

Emotions and Sleep:
How do you feel
emotionally?
Do you have (check all that apply): Panic attaqks ] Depression [ Anxiety [ Bad
Temper [INervousness [] Fear attaeks D’Poor memey e D|ff|cult concentration
~ Moody in the morning = cherl . S

Do you use any p_g
Anti-depressants
How long do you n¢
| have difficulty with: g as! , turbed Sleep (1
Waking up at aI:gou E & 8 : 3 falfasleep again
because & & 8 B s B = =

Muscles, Joint
Do you have pai

The pain is (check aII ' , o ing "
Dull 0 Superficial paii #Rain worse or befter with ain worse or
better with cold 7 Pal ) TM]

movement [ "
| have: Muscle cramping C"'Mus
movement [ Stiffness [ Swelling ..
Rheumatism [ Bone pain [ Weaknessyi Other:_

.}dmt cllcklng 0 Limitation of
E_"shomt pain [J Tendonitis [

Skin and Hair:

| have (check all that apply): Dry skin [J Skin rashes [ Itching [1 Acne 1 Eczema [
Hives ['Hair loss [ Premature graying (] Psoriasis [J

Other:

Respiratory, Eyes, Ears, Nose, Throat & Head:

Do you smoke? Yes [ No [J per day, for years

| have: Frequent colds [ Chronic runny nose [ Chronic cough [J

Coughing blood [ Pain inhaling [0 Shortness of breath on exertion/at rest [l Asthmal
Nose bleeds [IPain/red eyes [ Poor vision [J See spots [ Dizziness [1 Cold sores [I
Bleeding gums [ Dry mouth [JEar pain [ Ringing in ears (high pitch / low pitch) [
Clogged/popping ears [ Sinusitis [ Motion sick [ Frequent sore throat [J



Cough up mucous 1 How much? Color of phlegm?
Frequent headaches/migraines 1 Describe:

Cardiovascular:

Blood pressure: ____/_ Have you been diagnosed with heart trouble? Yes (1 No [J
| have (check all that apply): Chest pain (] Palpitations [ Irregular heart beat [
Phlebitis O Varicose veins 0 Cold hands and feet O Poor circulation C

Diabetic Neuropathy [

Gastrointestinal:

| have: Belching (1 Nausea [1 Vomiting [ Vomiting of blood (] Ulcers [ Acid
regurgitation [ Heartburn [ Hernia [ Indigestion [ Severe stomach pains [
Other : Bowel:movements: How often? day/week
Painful bowel movement? Yes i1 No [

| have: Irregular [ Constipation 4 Drarr“ﬁ‘ea D Cas EF"Burnmg Tl Hemorrhoids [

Undigested food in stool [ Lo@se stW%@B oad |n stooID Itchiness [ Use
; .

laxatives [0 Other: ¢ Ww d

Urinary & Genital:
Urination: How ofte
| have or have ha
Incontinence [1 T,
Urinary tract infe
How is your sexual @
Do you have (chec &a
Other: :

Women:

FSH

| have or have had (checl aI .t o] llarg I Heavy flow [ Light
Vitchi i Sp&tin between perlods

IDiscomfort/pain before perl' '
Any vaginal discharge? Yes [J No [ Amou :
Lumps in the breast [ Breast tenderness Ei Other
PMS symptoms: What makes these symptoms better?
Are you using birth control? What type?
Number of pregnancies?____Number of deliveries?____Abortion(s)/Miscarriage(s)?
Pregnancy complications? Please describe:
Menopausal [ Symptoms:
Reduced sexual energy? Yes (1 No [

Men:

| have: Prostatitis [J Impotence [ Penis blood/mucous discharge [

Pain associated with genitals ©' Premature ejaculation ) Reduced sexual energies [
Seminal emission [J Testicular pain / Swelling [J Inguinal Hernia [

Other:




