 New Patient Intake Form

Community Acupuncture, LLC ~25195 SW Parkway Ave. Suite 201 ~ Wilsonville, Oregon 97070 ~ 503.320.9365

Name:
SS#:
Birthdate:

Address:
Marital Status:
Age:



Ht:

Wt:





M  F

Home Phone:
Work Phone:
Appropriate Phone For Messages:

Emergency Contact Name, Relationship & Phone:
E-Mail Address:

Have you had acupuncture before: Yes No   Practitioner:

Referred By:

Please list your most important health goals and/or concerns in order of importance:

1:

2:

3:

What other therapies have you tried to treat these conditions?  

Do you have a primary care provider?Yes No   Physician’s Name:

Physician’s Phone:


Family Medical History: (Circle if applicable) 

allergies     arteriosclerosis     asthma     alcoholism     diabetes     heart disease     high blood pressure     seizures     stroke          mental illness      headaches                       cancer (type                                    )                               Other:


Do you have any reason to believe you are pregnant?  Yes No   

Do you have any chronic infectious diseases?   Yes No   Please describe:

Your Medical History (Circle if current, underline if past)

AIDS/HIV

Alcoholism

Allergies

Anxiety

Appendicitis

Arteriosclerosis

Asthma

Birth Trauma

Cancer

Chicken pox

Cigarette Smoking

Depression

Diabetes

Drug Addiction

Epilepsy

Gout

Headaches

Heart disease

Hepatitis

Herpes

High Blood Pressure

Hysterectomy /age:  

Impotence

Kidney Stones

Libido increase/decrease      

Measles

Memory Problems

Menopausal Symptoms

Mood Swings

Multiple Sclerosis

Mumps

Night Sweats

Pacemaker

Pneumonia

PMS

Premature Ejaculation

High fevers

Urinary frequency

Urinary pain

Urinary urgency 

Urinary difficulty

Seizures

Stroke

Suicidal Intentions

Surgery (list)

______________________

____________________________________________

__________________________________________________________________

Thyroid Disorders

Major Trauma (list

Physical / Psychological)

______________________

______________________

______________________

Tuberculosis 

Ulcers

Venereal Disease

Other

______________________

______________________

______________________________________________________________________________________________________________

 

Your Lifestyle


Please indicate your general dietary habits:

Breakfast:

Lunch:

Dinner:

Snacks:

Do you have any food restrictions, sensitivities or specific diet plans?

Please list any medications, supplements or herbs you are currently taking:

How much plain water do you consume daily?

Exercise Habits:

Spiritual Practice:

Sleep Habits:

Education:

Occupation:
Employer:
Hours/Weeks:

Do you enjoy your work?  Yes No   Why/Why Not?

Do you use nicotine/alcohol/caffeine?  If so how much/how often?

Have you experienced any major traumas?  Yes No   Please explain:

What are your general interests and hobbies?


CONSENT FORM

I do hereby voluntarily consent to be treated with acupuncture, shiatsu, and/or substance from the Oriental Materia Medica administered by Marissa Mayer L.Ac.

I understand that acupuncture is performed by the insertion of needles through the skin, or by application of heat to the skin, or by both, at certain points on or near the surface of the body in an attempt to treat bodily dysfunctions or diseases, to modify or prevent the perception of pain, and to make normal the body’s physiological functions.  The procedure has been fully explained to me.

I have been made aware that certain adverse side effects may result.  These could include, but are not limited to, some local bruising, minor bleeding, fainting, temporary pain or discomfort, and the possible temporary aggravation of symptoms existing prior to acupuncture and/or shiatsu treatment.

I am also aware that, although acupuncture is licensed in Oregon and many other states, and has been safely practiced for centuries, the Federal Government classifies the procedure as “experimental”.  I understand that no guarantees concerning its use and effects are given to me, and that I am free to stop acupuncture treatment at any time.

I understand that acupuncturists may recommend substances from the Oriental Materia Medica to treat bodily dysfunctions or diseases, to modify or prevent the perception of pain, and to normalize the body’s physiological functions.  I understand that I am not required to take these substances, but must follow the directions for administration and dosage if I decide to take them.  

I have been made aware that certain adverse side effects may result from taking these substances.  These could include, but are not limited to, changes in bowel movement, temporary abdominal pain or discomfort, and the possible temporary aggravation of symptoms existing prior to herbal treatment.  Should I experience any problems that I associate with these substances, I should suspend taking them and call my acupuncturist.

I have carefully read and I understand all of the foregoing and so am fully aware of what I am signing.



Signature of Patient or Guardian



Date


Printed Name








Date:____/____/___








