Patient Information

	Patient Name ____________________________________________________
	Date ____________________________

	Address ________________________________________________________
	Gender    M  /  F             Age _________

	City ___________________
	State ______
	Zip Code ________________
	Date of Birth ______________________

	Social Security number _____________________________
	Driver’s License number/state _________________________

	Phone Numbers:
	Email address: _____________________________________

	Home _________________________
	Cell __________________________
	Work __________________________


	Employer’s Name ________________________________________________
	Occupation ________________________

	Work Address __________________________________________________
	How long? ________________________

	City ___________________
	State ______
	Zip Code ________________
	


	Emergency Contact _______________________________________________
	Relationship to Patient________________

	Work Address __________________________________________________
	Phone Number _____________________

	City ___________________
	State ______
	Zip Code ________________
	


	Person Responsible for this account ___________________________________
	Relationship to Patient________________

	Address _______________________________________________________
	Phone Number _____________________

	City ___________________
	State ______
	Zip Code ________________


	Who can we thank for referring you? ______________________________________________________________________

	Have you received acupuncture before?    □ Yes  □ No     How long ago? ____________  With whom? ____________________


	
	Please mark areas of pain
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	Reason for your visit: _________________________________________________
	

	Date of onset (when you first noticed problem)? _____________________________
	

	Have you had this or similar conditions in the past?  □ Yes  □ No  When? ___________
	

	Is this condition due to an accident?  □ Yes  □ No
	

	Did this injury occur while you were at work?   □ Yes   □ No 
	

	Were you involved in an automobile accident?  □ Yes  □ No
	

	What other forms of treatment have you sought? _____________________________________________________________

	Has anyone given you a diagnosis?    □ Yes  □ No     If so, who? __________________________________________________  

	What was the diagnosis? _______________________________________________________________________________

	What, if any, medications are you currently taking for this condition? _______________________________________________








