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General Information

What are your goals with acupuncture?



Current Complaint


______________________________________________________________________________________________________________________
Does this problem interfere with your daily activities?________________________________________________________
Have you ever been given a dianosis for this problem?________________________________________________________
What kinds of treatment have you tried?_______________________________________________________________________


Past Medical History
Hospitalizations:__________________________________________________________________________________________________
Significant Illnesses:______________________________________________________________________________________________
Significant traumas or injuries:__________________________________________________________________________________
Date of last physical exam:_______________________________________________________________________________________
Please list any prescribed and over the counter medications, vitamins, supplements, and herbs (with brand and dosage if known) that you are taking:

______________________________________________________________________________________________________________________
Please list any allergies to specific foods or medications, and the reaction you typically experience.
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________

Family History
Please check all that apply to you or a family member. If the condition is regarding a family member, please indicate their relationship to you.
	Condition
	Self
	Family
	Condition
	Self
	Family

	Alcoholism
	
	
	High Cholesterol
	
	

	Allergies
	
	
	Hypertension
	
	

	Anemia
	
	
	Mental Illness
	
	

	Asthma
	
	
	Migraine
	
	

	Autoimmune (specify) 
	
	
	Multiple Sclerosis
	
	

	Cancer (specify)
	
	
	Osteoporosis
	
	

	Depression
	
	
	Seizures
	
	

	Diabetes (specify)
	
	
	Stroke
	
	

	Eczema
	
	
	Thyroid
	
	

	Heart Disease
	
	
	Other
	
	

	High Blood Pressure
	
	
	Other
	
	


Social History
Do you follow a specific diet? If so, what?_______________________________________________________________________
Do you avoid any foods? If so, what?____________________________________________________________________________
Do you use tobacco, alcohol, and/or recreational drugs? If so, what and how much?______________________
_____________________________________________________________________________________________________________________
In a typical week, describe the type and duration of exercise you do.________________________________________
______________________________________________________________________________________________________________________
My sleep is_________________________________________________________________________________________________________
Is there any chance you could be pregnant today?_____________________________________________________________
I certify that the information provided in this form is correct to the best of my knowledge. I will not hold Dr. Wong responsible for any error or omission I may have made in the completion of this form. 


_______________________________________________________________________________________________________
Patient/Guardian signature 									Date 
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