
 

         NEW PATIENT INFORMATION        

                          

Patient Name:                Date:       
                         

Address:                         
                      

City:          State:       Zip Code:     

                     

Home Telephone: ( )     Work Telephone: ( )       
                   

Mobile Telephone: ( )     email address:          
                

Date of Birth:          Age:        M/F    
           

Occupation:           Marital Status S  M W  D    
                           

 
 
Who/what referred you to this office? 
 

 

What symptoms brought you to this office? Please list the length of time they have been 

bothering you. 
 
 
What have you done to find relief? 
 
 
 
 

 

Have you had tests/x-rays/scans, etc. to determine the origin of these symptoms?  
_____yes   _____no 
 

Type of test(s):  Date(s):  
 
 
Results: 
 

 

What medicine(s) are you taking for the relief of these symptoms? 
 
 
 
 
Are you allergic to any food, medicines, herbs, etc? 
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Have you ever had acupuncture before? If so, when? 
 
 
 
 
 
 
 
 
 
Initial 
 

I have read and understood the Informed Consent Agreement and give consent 
for treatment. 

 
 
 
Signature:      Date: 
 
 
 
 
 

 
 Thank you for answering these questions. They will help us in the understanding of your problems. 
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