Date:_____________
Patient Name: _________________________________Sex: M  F   DOB  _____________SSN __________________ 
Address:_____________________________________City:______________________State_____Zip_____________
Primary Phone:_________________________________ Work Phone:______________________________________
Cell Phone:____________________________________ Pharmacy Phone:___________________________________
Email: ________________________________________
Primary Care Physician:__________________________ Referring Physician:_________________________________
1. Please list the family members we may contact in the event of an emergency:

Name:______________________________________ Phone:___________________ Relationship:_____________________

Name:______________________________________ Phone:___________________ Relationship:_____________________

2. Can we leave messages regarding:  (Please circle one)

Reminder calls:

Home

Cell

Work

All #’s



Confidential messages:
Home

Cell

Work

All #’s



I am aware of HIPAA privacy guidelines.  I understand my rights regarding the protection of my personal health information (PHI).  I understand that I have a right to revoke the above authorizations at any time. I hereby authorize The Center for Integrative Health, LLC and all of their practitioners to release any information acquired in the course of my examination or treatment required to process any of my medical claims.  I also authorize treatment by the physicians and staff of The Center of Integrative Health, LLC.  I hereby agree to pay for services in full as described and will proceed to seek reimbursement from my insurance carrier.  I understand this authorization will be effective until revoked by me in writing.  The Center for Integrative Health, LLC fee is not established by insurance companies and I am responsible for my account. Cancellation/No Show, We require a 24 hour notice for all canceled appointments. If a 24 hour notice is not provided or you do not show for an appointment you will be charged $40.00
Patient Signature:___________________________________________________________Date:_______________________

Parent or Guardian Signature:_________________________________________________________________Date:_______________________

Name_________________________________________________________________________ Date _______

Chief complaint ____________________________________________________________________________

What caused this____________________________________________________________________________

How long__________________________________________ How often______________________________

What, if anything, makes your problem worse_____________________________________________________

What, if anything, makes your problem better ________________________________________________________

___________________________________________________________________________

How does this affect your life__________________________________________________________________

Other complaints _________________________________________________________________________________________

Have you ever been treated by acupuncture or Oriental medicine before?_______________________________

PAST MEDICAL HISTORY

Major or recurring illnesses___________________________________________________________________

_________________________________________________________________________________________

Surgeries _________________________________________________________________________________

_________________________________________________________________________________________

Significant trauma (auto accident, falls, etc.) _____________________________________________________

_________________________________________________________________________________________ Do you have or have you ever had any infectious diseases     yes _______   no ________

If so, please describe________________________________________________________________________

Medications:






Taken For:

___________________________________________
__________________________________________

___________________________________________     
__________________________________________

___________________________________________
__________________________________________

___________________________________________
__________________________________________

___________________________________________
__________________________________________

___________________________________________
__________________________________________

Allergies__________________________________________________________________________________

FAMILY MEDICAL HISTORY (General Health)

Mother’s side______________________________________________________________________________

Father’s side_______________________________________________________________________________

Siblings___________________________________________________________________________________

Are there any other internal organ or systemic dysfunctions I should be aware of?​ ________________________

__________________________________________________________________________________________

SYMPTOMS:  Please check your current symptoms.

  Leave blank if not applicable.

	_____ Urinary Problems
	_____ Heart Palpitations
	_____ Heaviness Anywhere in Body

	_____ Bladder Infection
	_____ Chest Pain
	_____ Fatigue/Worse After Eating

	_____ Lack of Bladder Control
	_____ Insomnia/Sleep Problems
	_____ Hard to Get Up in the Morning

	_____ Weakness/Pain in Lower Back
	_____ Easily Startled
	_____ Edema (Swelling)

	_____ Decrease Bone Density
	_____ Restlessness/Agitation
	_____ Muscles Feel Tired Often

	_____ Feel Cold Easily
	_____ Vivid Dreams
	_____ Easily Bruising & Bleeding

	_____ Low Sex Drive
	_____ Lack of Joy in Life
	_____ Urinary Problems

	_____ Excess Sexual Desire
	
	_____ Bad Breath

	_____ Poor Memory
	
	_____ Decreased/Increased Appetite

	_____ Loss of Hair
	_____ Dry Cough
	_____ Crave Sweets

	_____ Hearing Problems
	_____ Cough with Sputum
	_____ Hypoglycemia

	_____ Cavities
	_____ Nasal Discharge
	_____ Difficulty Digesting Oily Foods

	_____ Craving/Avoiding Salty Foods
	_____ Post-Nasal Drip
	_____ Nausea/Vomiting

	_____ Fear
	_____ Sinus Infection/Congestion
	_____ Gas/Belching

	_____ Hot Flash/Night Sweating
	_____ Itchy, Red or Painful Throat
	_____ Insulin Sensitivity 

	
	_____ Dry Mouth/Throat/Nose
	_____ Hemorrhoids

	_____ Irritability/Anger
	_____ Skin rashes/Hives
	_____ Constipation

	_____ Depression/Stress
	_____ Snoring
	_____ Diarrhea

	_____ Headaches/Migraines
	_____ Grief/Sadness
	_____ Abdominal Pain

	_____ Visual Problems
	_____ Shortness of Breath
	_____ Indigestion/Heartburn

	_____ Red/Dry/Itchy Eyes
	_____ Allergies/Asthma
	_____ Over-Thinking

	_____ Gall Stones
	_____ Low Resistance to Colds/Flu
	_____ Tendency to Gain Weight

	_____ Dizziness
	_____ Sneezing
	_____ Brain Foggy

	_____ Blurred Vision
	_____ Mild Fever Comes & Goes
	

	_____ Feeling of Lump in Throat
	_____ Smoke Cigarettes
	

	_____ Clenching of Teeth at Night
	
	

	_____ Muscle Cramping/Twitching
	
	

	_____ Tension
	
	

	_____ Joints/Neck/Shoulder Pain/Tight
	
	

	_____ Poor Circulation
	
	

	_____ Soft/Brittle Nails
	
	

	_____ Emotional Eater
	
	

	
	
	

	Please mark problem areas on diagram:


[image: image1.png]Right




	Describe Pain & Location
	

	
	

	· Sharp
	· Burning
	· Aching

	· Fixed
	· Other_________________________

	

	· Sharp
	· Burning
	· Aching

	· Fixed
	· Other_________________________

	
	

	· Sharp
	· Burning
	· Aching

	· Fixed
	· Other











