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115 Pullman Crossing Road    www.shininglightacupuncture.com
                        Suite 102                                                                            info@shininglightacupuncture.com
            Grasonville, MD 21638     tel: (410) 490-9201
                         NEW PATIENT INTAKE FORM

                          All answers are confidential. 
PATIENT INFORMATION

Name________________________________________________________________________
Date _____________________   Age_______________  Date of Birth _____________________
Address_______________________________________________________________________

Home phone________________Cell phone_____________Email_________________________

Occupation__________________________Education__________________________________

Primary physician__________________________________Phone number_________________

Name of other physicians you see__________________________________________________

Another person whom we may contact in an emergency:

Name________________________________Relationship______________________________

Home phone__________________________ Cell phone________________________________

Whom may I thank for the referral? _______________________________________________

THE REASON FOR YOUR VISIT

What is the primary reason for seeking treatment?  Please give detailed information:

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Other reasons for your visit?  Please give detailed information:

_____________________________________________________________________________
_____________________________________________________________________________

How long have you had this condition?________________Was the onset:___sudden___gradual

Have you seen a doctor for this condition?  Y     N   If yes, when?__________________________

Are you currently being seen for this condition?    Y     N   What kind of treatments are you receiving?_____________________________________________________________________
MEDICAL HISTORY

Please list all medications, vitamins and or food supplements you are taking:

Medication_________________Dosage________________For what condition?_____________

                 ____________________________________________________________________

                 ____________________________________________________________________

                 _____________________________________________________________________

                 _____________________________________________________________________

                 _____________________________________________________________________

Vitamins____________________Dosage_____________For what condition?_____________

              ______________________________________________________________________

             _______________________________________________________________________

Food supplements___________Dosage______________For what condition?_____________

            _______________________________________________________________________

            _______________________________________________________________________

List serious injuries, illnesses, accidents and surgeries.

_____________________________________________________________________________

_____________________________________________________________________________
FAMILY HISTORY

Mark illnesses that occurred in any of your blood relatives”

__High blood pressure  __Depression    __Stroke    __Heart disease  __Kidney disease    __Thyroid disease    __Allergies  __Cancer: What kind?______________________________

LIFESTYLE

Mark which substances you use and how much:         Mark if you experience the following:
__sugar                                                                         __stress

__caffeine                                                                     __long working hours
__alcohol                                                                      __long commute
__tobacco                                                                     __hazardous environment
__soda                                                                          __insufficient sleep
HEALTH HISTORY

Please put a “C” if the condition is current, or a “P” if you had it in the past.

GENERAL

__Insomnia

__Dreams/Nightmares

__Fatigue

__Poor Memory

__Strongly like cold drinks

__Strongly like hot drinks

__Recent weight gain/loss
__Cold hands/feet

HEAD and NECK

__Headaches
__Migraines
__Stiff neck

__Dizziness

__Fainting

EARS

__Ringing

__Hearing loss

__Infections

__Earache

__Vertigo

EYES

__Blurred vision

__Poor night vision

__Spots or floaters

__Glaucoma

__Cataracts

NOSE, THROAT, MOUTH

__Sinus Infection

__Hay fever/allergies

__Frequent sore throats

__Nosebleed

__Nasal congestion

__Loss of voice

__Excessive phlegm

__TMJ

__Gum problems

SKIN

__Hives

__Rashes

__Night sweating

__Excess sweating

__Dry skin

__Easily bruising

__Itching

RESPIRATORY

__Wheezing

__Asthma

__Cough

__Shortness of breath

CARDIOVASCULAR

__Chest pain

__High/low blood pressure

__Palpitation

__Poor circulation

__Swollen ankle

GASTROINTESTINAL

__Nausea

__Pain over stomach

__Indigestion

__Diarrhea

__Constipation
__Vomiting

__Excessive gas

__Bloating

__Bad breath

MUSCULOSKELETAL

__Joint pain/swelling

    Where:

__Sore/weak muscles

__Limited range of motion

NEUROLOGICAL

__Numbness

__Tingling

__Seizure

__Tremors

EMOTIONAL

__Depression

__Irritability

__Mood swings

__Hopeless

__Loneliness

__Excessive worry

__Suicidal thoughts

URINARY

__Blood/pus in urine

__Frequent urination

__Inability to control urine

FOR MEN ONLY
__Impotence

__Pain/itching of genitalia

__Lumps in testicles

FOR WOMEN ONLY

__#of pregnancies

__# of miscarriages

__# of abortions

__Irregular periods

__PMS

__Menopausal symptoms

__Cramping
ANY OTHERCOMMENTS or QUESTIONS

______________________________________________________________________________________

I verify that the above information is correct to the best of my knowledge.  I understand that my health information is private and the use and disclosure is consistent with the Notice of Privacy Practice.

SIGNATURE___________________________________________Date_________________
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