Harmony and Health Acupuncture

4020 N 20" St #212 Phoenix, AZ 85016 602-955-5444

Confidential Patient Information Form

PERSONAL INFORMATION

First Name Last Name Date

Address City State Zip

Home Phone Work Phone Cell Phone

Best Phone to Reach You

Email Address Please check if you are willing for us to contact you by email JYes [1 No
Date of Birth Marital Status Number of Children___ Age(s) of Children

Occupation Employer

Highest level of education completed: [1High School T1Bachelors [TMasters “1Doctorate "1Professional ~1Other

In emergency notify:

Emergency Phone Number:

Primary Care Physician:

Last Seen:

Do you have out of network benefits that cover acupuncture? T7Yes [INo Name of your Insurance Company:

Have you had acupuncture before? [1No

Yes Name of Acupuncturist:

Major Complaint(s) in order of significance to you:

1. 4.
2. 5.
3. 6.

Are you being treated for this condition by anyone else? [INo [1Yes If yes, who
Has this condition been diagnosed by a Medical Doctor? (1 No [ Yes (Diagnosis)

Do you have any known or suspected allergies [INo [1Yes (List)

Height Weight Age

Gender: ('Male [IFemale

Please List the Medications and Supplements you are currently taking:
Drug/Supplement Reason for Taking For how Long Dose Frequency

Are you currently taking Coumadin/warfarin or heparin? 7 Nol[] Yes



MEDICAL INFORMATION
Please list any serious diseases, injuries, surgeries or hospitalizations you have had and the year they occurred:

Please check any that apply to your medical history:

oADD/ADHD
oAlcoholism
oAllergies
oArthritis
oBipolar Disease
oBirth Trauma
oBleeding Disorder
oBlood Disease
oCancer or Tumor
oDepression
oDiabetes
oEmphysema

oEating Disorder
oFibromyalgia
oGlaucoma

oHeart Disease
oHepatitis/Liver disease
oHigh Blood Pressure
oHIV/AIDS
olmmune Disorder
oJoint Replacement
oKidney Disorder
oLow Blood Pressure
oLupus

oLyme’s Disease
oMental Iliness
oMigraines
oMultiple Sclerosis
oOsteoporosis
oPacemaker
oPolio

oProstate Problems
oPTSD
oRheumatic Fever
oScoliosis
oScarlet Fever

oSeizures/Epilepsy
aSinus Infections
oSkin Disease
oStroke
oSubstance Abuse
oThyroid Disease
oTuberculosis
aUlcer

oVein Condition
oVenereal Disease/STD
oOther

LIFESTYLE INFORMATION
Please include daily amount used within the past 2 months:

Tobacco: ['No [1Yes Amount:
Recreational Drugs: [1No [1Yes Amount:

Are you a vegetarian or vegan? [INo 7Yes

Alcohol: [INo [1Yes Amount:
Daily water intake:

Hours of sleep/night:

How would you rate the following areas of your health in the past month?

Energy: [1Great
Digestion: [IGreat
Urination: [Great
Bowel movements [1Great
Sleep: Great
Appetite: Great

Physical exercise you do regularly:

[1Good [JFair [JPoor Comments:
[1Good [JFair [JPoor Comments:
[1Good [JFair [JPoor Comments:
Poor Comments:
Good [IFair [JPoor Comments:
Good [IFair [JPoor Comments:

[1Good L[ Fair

Coffee [INo [1Yes Amount:
Daily soda intake:

How do you feel about the following areas of your life in the past month?

Significant Other:

[Great [JGood [IFair [JPoor [IN/A Comments:

Hours you spend at work per week:

Family: Great [1Good [IFair [1Poor [IN/A Comments:
Diet: Great [1Good [/Fair [/Poor [IN/A Comments:
Sex Life: Great [1Good [/Fair [/Poor [IN/A Comments:
Self: [Great [1Good [Fair TJPoor ['N/A Comments:
Work: [Great [1Good [Fair TJPoor ['N/A Comments:
Exercise: [Great [1Good [Fair TJPoor ['N/A Comments:

How would your rate your current stress level?

Extreme [1Very High [1High "JModerate




HEALTH INVENTORY

Please check all that currently pertain to you

Overall Temperature
[1Cold Hands

[1Cold feet

[JSweaty hands

[1Sweaty feet

[1Body feels hot often
[1Body feels cold often
[JAfternoon flushes

[JNight Sweats

[JHeat in the hands, feet and chest
[JHot flashes any time of day
[JThirsty a lot

[Perspire easily

[JLack of perspiration

Overall Energy (Lu, Ki)

[1Shortness of breath

[IDifficulty keeping eyes open during day
[1General weakness

[Easily catch colds

[1Low energy

[ 1Feel worse after exercise

Overall function of the blood (Lu, Ki
Ht)

[1Dizziness

[IFloating spots in eyes

[IPoor memory

Heart Function
[IPalpitations

LJAnxiety

[1Sores on tip of tongue
[IRestlessness

[1Mental confusion
[JChest pain

[JFrequent or vivid dreams
[Easily startled

[1Wake un-refreshed

Stomach Function
[1Burning sensation after eating
[Large appetite

[1Bad breath

[JMouth (canker sores)
[1Bleeding swollen or painful gums
[IHeartburn

[JAcid regurgitation
[JUIcer

[1Belching

[JHiccoughs

[JStomach pain
[JVomiting

Eyes

[ltchy

[1Bloodshot

[Dry

[IWatery

CIGritty

[1Blurry vision
[1Decreased night vision

Lung Function

[TNasal discharge Color:
[JPost nasal drip
[Sneezing

[JCough

[JNose bleeds

[]Sinus congestion
[/Dry mouth

[IDry throat

[1Dry nose

[IDry skin

[1Skin rashes, hives
[JAllergies To:
[JAlternating chills and fever
[JOverall achy feeling

[1Stiff neck (recent)

[1Stiff shoulders (recent)
[1Sore Throat

[IDifficulty breathing
[1Sadness, Grief
[1Melancholy

Spleen (Digestive) Function
[ILow appetite

[JAbrupt weight gain
[1Abrupt weight loss
[1Abdominal bloating
[JAbdominal gas

[1Gurgling noise in stomach
[IFatigue after eating
[IProlapsed organs, bladder, rectum, uterus
\

\

\

\

\

|Easy bruising

IHemorrhoids

IPensive

|Over-thinking

Worry
Intestine Function Sp, St, L1, SI
[1Loose stool
[1Constipated
[1Frequent stool
[JIncomplete feeling
[IDiarrhea
[1Blood in stool
[JMucus in stool
[JUndigested food in stool

Dampness trapped in body
[1General sensation of heaviness in the body
[IMental heaviness
[1Mental sluggishness
[1Mental fogginess
[1Swollen hands

[1Swollen feet

[1Swollen joints

[1Chest congestion
[JNausea

[1Snoring

Libido (Sex Drive)
[JNormal "High [TLow

Liver/Gallbladder Function
CJAlternating diarrhea & constipation
TI1Chest pain
TITight sensation in chest
CPain below ribcage
CIBitter taste in mouth
Anger easily
Frustration
Depression
Irritability
Headache at temples or top of head
Tingling sensation
“INumbness
“ITendonitis
"IMuscle spasms
"IMuscle twitching
TIMuscle cramping
Seizures
Convulsions
Feeling of lump in the throat
Neck tension
Neck limited range of motion
Shoulder tension
“IShoulder limited range of motion
TIHip pain
TIHigh pitched ringing in ears
T1Gall stones
T1Clenching of teeth at night
“IPoor circulation
Soft brittle nails

Kidney, Bladder Function
Frequent cavities
Easily broken bones
Sore knees
Weak knees
Cold sensation in the knees
CJLow back pain
CIMemory problems
TIExcessive hair loss
CJLow pitched ringing in the ears
CIKidney stones
Bladder infections
Wake at night 2 times or more to pee
Lack of bladder control
Fear

Urination
“INormal color, clear
"1Dark yellow

Reddish

Cloudy

Scanty

Profuse

Strong odor

Burning, painful
TIDifficult
“JUrgent
"IFrequent




Women Only:
Are you pregnant right now [INo [Yes [1Maybe [1Trying Method of birth control:

Date of last menses: Age at menopause: [1Vaginal discharge [IBleeding or spotting between
periods

Typical length of flow (days): Typical length of cycle (from 1st day of flow to day before next flow):

Number of pregnancies: Births: Abortions: Miscarriages:

During your flow (circle all that apply): Normal red, bright red, pale, brown, dark, purple, normal quantity, heavy quantity,
light quantity, clots, dull pain/cramps, sharp pain/cramps, nausea

Do you experience any of the following pre-menstrual symptoms?

[INausea [JVomiting [JWater retention T1Breast swelling T1Breast tenderness
[JFood cravings [THeadaches [JMigraines “1Depression Olrritability
[JAnxiety [1Other:

Men Only: Mark all that apply

[JSwollen testes [JPremature ejaculation Other

[JTesticular pain [IDifficult urinary flow

[JImpotence [1Feeling of coldness or numbness in external genitalia

Please answer the following questions if you have pain.
Indicate on the diagram on the left the areas of pain.

Quality of Pain: oDull o Sharp o Stabbing o Sore o Cramping o Burning
o Constant o Fixed o Moves about

What helps the pain? o Ice o Heat o Rest o Movement o Pressure o Moisture
o Massage o Nothing o Other

What aggravates the pain? o Ice o Heat o Rest o Movement o Pressure
o Moisture o Massage o Nothing o Other

How did you hear about Harmony and Health Acupuncture? o Web Site o A Presentation o Insurance Company

o Referred by: o Other:

The above information is true to the best of my knowledge. | understand and accept that | am responsible for full payment of my
account and that payment is expected at the time of service. | also understand and accept that | am expected to notify Harmony and
Health Acupuncture and Herbal Medicine 24 hours prior to any cancellations or changes to my appointment times and that if I do
not | may be charged for the appointment.

Signed: Date:

Parent/Guardian (if applicable):




