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Note: The information provided on this form is confidential.

Today’s Date:  

Name:  

Gender:        Age:       Date of Birth:  

Home Address:   

Home Phone:     

Cell Phone:    

Work Phone:  

Email:  

Occupation:  

Emergency Contact:  

Relationship to Patient:  

Emergency Contact Phone number:  

Primary Care Physician (PCP):     

PCP Phone:  

Date of last medical examination:  

INTAKE FORM

laura perry,  m.s. ,  l .ac. 
acupuncture

646 528–6447
AcuPERRy@GMAIl.cOM 

AcuPERRy.cOM
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HEAlTH HIsTORy

What are your primary reasons for coming in for treatment? 

When did this problem begin?  

Have you seen an MD for this problem?    Yes       No 

If yes, what was the diagnosis?  

New York State Law requires that we encourage you to go to an MD for any health problems for which you are seeking treatment.  
Please sign here to acknowledge that you have read and understand this statement, and please feel free to ask if you have any questions.

 
 x

Please list any and all medications you are currently taking with dosage: 

MEdIcAl HIsTORy

Birth: Anything significant about your birth?  

Vaccination history: Any reaction that you remember? Any unusual vaccination? 

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

  Age    

  Age   

  Age   

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

  Age    

  Age   

  Age   

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

  Age    

  Age   

  Age   
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What are your major causes of stress? (i.e. money, job, personal relationships, health) 

What do you do to relax? 

Do you exercise regularly? If so, what type? How often? 

Does your job keep you physically active? 

Are you on a diet? If so, please explain:  

Do you smoke? If so, how much?  

How much alcohol do you drink per week?  

How much coffee/tea/soda do you drink per day?  

How much water do you drink per day?  

On the following drawing shade the areas which you feel should be addressed 
(to mark pdf, please use Tools > Comments & Markup > Pencil Tool):
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FAMIly MEdIcAl HIsTORy

Please note all major illnesses in your close family, e.g. diabetes, heart disease, hypertension, neurological disorders, 

psychological disorders, blood disorders, cancer, high cholesterol, etc.

MOTHER:  

FATHER:  

SIBLINGS:  

MATERNAL GRANDPARENTS:  

PATERNAL GRANDPARENTS:  

Have you had any of these: 

Put a check mark next to former ( F  ) and current ( c  ) conditions. Add any additional information regarding duration, 

frequency, intensity and pain regarding current symptoms.

F  c   AIDS/HIV F  c   Emphysema F  c   Lyme Disease F  c   Rheumatoid 

F  c   Alcoholism F  c   Headache F  c   Lymph nodes removed F  c   Scarlet Fever 

F  c   Allergies F  c   Heart Disease F  c   Multiple Sclerosis F  c   Seizures 

F  c   Asthma F  c   Hepatitis A/B/C F  c   Osteoarthritis F  c   Tuberculosis 

F  c   Birth Trauma (your own) F  c   Herpes F  c   Pacemaker F  c   Vaccinations 

F  c   Cancer F  c   Hyperthyroid F  c   Polio 

F  c   Diabetes  F  c   Hypothyroid  F  c   Rheumatic Fever

sKIN ANd HAIR:

I have (check all that apply):

  Dry skin   Skin rashes   Itching   Acne   Eczema   Hives 

  Hair loss   Premature graying   Psoriasis   Other: 

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?  

Do you have unusual sweating? When?   

Do you get dizzy with or after exercise?   
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EMOTIONs ANd slEEP:

How do you feel emotionally?  

Do you have (check all that apply):

  Panic attacks   Depression   Anxiety   Bad Temper 

  Nervousness   Fear attacks   Poor memory   Difficulty concentrating 

  Moody in the morning   Other:    

Are you:

  Married/Stable relationship   Single

How do you feel about your relationship?  

How do you hold stress?  

If you hold your stress in the body, where?  

How long do you normally sleep?   hours per night

I have difficulty with (check all that apply):

  Falling asleep   Staying asleep   Disturbed Sleep 

  Waking up at about    am/pm and not being able to fall asleep again

REsPIRATORy, EyEs, EARs, NOsE, THROAT & HEAd:

Do you smoke?       Yes    per day, for   years     No 

I have (check all that apply):

  Frequent cold   Chronic runny nose   Chronic cough   Coughing blood   Pain inhaling   Asthma 

  Shortness of breath on exertion/at rest   Nose bleed   Pain/red eyes   Poor vision   See spots 

  Dizziness   Cold sores   Bleeding gums   Dry mouth   Ear pain 

  Ringing in ears (high pitch / low pitch)   Clogged/popping ears    Sinusitis   Motion sick 

  Frequent sore throat   Cough up mucous How much?   Color of phlegm?    

  Frequent headaches/migraines Describe:   

  Other:  

cARdIOvAsculAR:

Blood pressure:  /    Have you been diagnosed with heart trouble?     Yes        No

I have (check all that apply):

  Chest pain   Palpitations   Irregular heart beat   Phlebitis   Varicose veins 

  Cold hands and feet   Poor circulation   Diabetic   Neuropathy
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GAsTROINTEsTINAl:

I have (check all that apply):

  Belching    Nausea   Vomiting   Vomiting of blood   Ulcer   Acid regurgitation 

  Heartburn   Hernia Indigestion   Severe stomach pains   Other :    

Bowel movements: How often?   day/week 

Painful bowel movement?     Yes        No

I have (check all that apply):

  Irregular   Constipation   Diarrhea   Gas   Burning   Hemorrhoids 

  Use laxatives   Undigested food in stool   Loose stool   Hard stool   Blood in stool 

  Itchiness   Other : 

MusclEs, JOINTs ANd BONEs:

Do you have pain or tightness? Where?   

The pain is (check all that apply): 

  Sharp   Aching   Numb   Deep pain   Burning   Dull 

  Superficial pain   Tingling Pain   Pain worse or better with heat   Pain worse or better with cold 

  Pain worse in am or pm   Pain worse or better with movement   TMJ 

I have (check all that apply):

  Swollen joint   Arthritis/joint pain   Tendonitis   Rheumatism   Bone pain 

  Muscle cramping   Muscle pain   Repetitive strain 

  Other : 

uRINARy & GENITAl:

Urination: How often?   times per day Color:   Pale yellow   Dark yellow/orange

I have or have had (check all that apply):

  Trouble starting stream   Frequent urination   Incontinence   Trouble holding urine 

  Pain   Burning   Dribbling when sneezing   Urinary tract infections 

  Blood in urine   Kidney stones   Other :    

Bowel movements: How often?   day/week

How is your sexual energy?  

What kind of birth control do you use?  

Do you have (circle all that apply):

  Infertility   Pain during sexual relations   Other : 
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WOMEN:

At what age did you start menstruation?    

Number of days between cycles:      Number of days of flow      Color 

I have or have had (check all that apply):

  Irregular menstruation   Heavy flow   Light flow   No flow   Clots  

  Vaginal itching/burning   Spotting between periods   Discomfort/pain before period 

  Discomfort/pain during period   Other : 

Any vaginal discharge?    Yes       No 

Amount  Color  Frequency 

  Lumps in the breast   Congested breast   Breast tenderness

Blood or mucous discharge from breasts?    Yes : Amount   Frequency    No 

PMS symptoms:  

What makes these symptoms better?  

Are you using birth control?     Yes : What type?      No 

Number of pregnancies?           Number of deliveries?           Abortion(s)/Miscarriage(s)?  

Pregnancy complications? Please describe:   

Menopausal Symptoms:   

Reduced sexual energy?    Yes       No

If you are trying to conceive, do you have the following information?

  FSH   LH   IUI attempts   IVF attempts

MEN:

I have (check all that apply):

  Prostatitis   Impotence   Penis blood/mucous discharge 

  Pain associated with genitals   Premature ejaculation   Reduced sexual energies 

  Seminal emission   Testicular pain / Swelling   Inguinal Hernia 

  Other : 
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