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ALL INFORMATION IS CONFIDENTIAL and is used in determining the best treatment plan 
for you. If you have any questions, please ask. 

 
PATIENT INFORMATION 

 

Name:  Gender:  

Address:  

City:  State:  Zip Code:  

Home Phone:  Cell Phone:  

Work Phone:  E-Mail:  

 
 Single   Married    Divorced   Separated   
Widowed  Partnered  

 

Occupation:  Date of Birth:  

Height:  Weight:  Age:  

 

 
 

Emergency Contact:  

Home Phone:  Other Phone:  

Relationship to You:  

 
How did you hear of us? (please check all that apply) 
 Walking By  Referred By:  

 Newspaper  Local Presentation at:  

 Internet  Saw Flyer at:  

 Phonebook  Local Event:  

 
Have you received acupuncture before? Yes  No  

If yes, with whom?  

For what condition?  

 
What are your most important health concerns?  Please list in order of importance: 

1.  Date of Onset?  

2.  Date of Onset?  

3.  Date of Onset?  

4.  Date of Onset?  

5.  Date of Onset?  

 
What are your health goals?  
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SYMPTOM SURVEY 

 
Please review the following symptoms and mark an X in the appropriate column.   

 Past Present  Past Present 

cough   shortness of breath   

spontaneous sweating   catch colds easily   

nasal congestion/runny nose   allergies   

post-nasal drip   eczema or psoriasis   

enlarged lymph glands   acne or boils   

sinus congestion or infection   ringworm or fungus   

skin rashes or hives   dry nose, throat or skin   

asthma or wheezing   decreased sense of smell   

bleeding gums   hoarse or sore throat or voice   

low appetite   constipation   

loose stool or diarrhea   hemorrhoids   

acid reflux/heartburn   feelings of claustrophobia   

blood in the stool   excessive appetite   

fatigue after eating   gas or bloating after food   
obsession in work or relations   nausea or vomiting   

insomnia    palpitations   

tongue or mouth sores   anxiety   

sadness   vivid dreams or nightmares   

mental restlessness   excessive sweating   

chest pain   laughing for no reason   

irritability   hearing impairment   

bitter taste in the mouth   difficulty digesting oily foods   

muscle spasms or twitching   difficulty making decisions   

neck/shoulder tension   ringing in the ears   

low back pain   decreased sex drive   

sore, cold or weak knees   frequent urination   

hair loss   cold hands and feet   

urinary incontinence or 
urgency 

  body feels heavy   

dizziness/fainting   poor concentration   

floaters in field of vision   sticky taste/feeling in mouth   

hot hands and feet   foggy headed   

afternoon fevers   night sweats   

flushed cheeks   edema or ankle swelling   

headaches   cloudy urine   

heat or cold intolerance   bruise easily   

excessive thirst   muscle weakness   

change in weight   numbness/tingling   

nose bleeds   pain on urination   

ear aches or infections   athlete’s foot   
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HEALTH HISTORY 
 

Primary Physician:  

Physician’s Phone:  Date of last physical exam:  

 
Please list any hospitalization and/or surgeries  

Hospitalization / Surgery Date Reason 

   

   

   

 
Please list any accidents and/or injuries: 

Accident / Injury Date Relation to Health 

   

   

   

 
Please list all prescription and over-the-counter medications you are currently taking: 

Name Dosage Reason for Taking Taking Since 

    

    

    

 
About how many courses of antibiotics have you taken over the past 10 years?  

List any allergies or food sensitivities:  

  

 
Please list all vitamins, minerals & supplements you are currently taking (include energy drinks, etc): 

Name Dosage Reason for Taking Taking Since 

    

    

    

 
Do you have a pacemaker? Yes  No  

 
Are there any issues of physical / sexual / emotional abuse      
that you would like to discuss? Yes  No  
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HEALTH HISTORY (continued) 
Please indicate if you are taking any of the following:  

 blood thinners (e.g. warfarin, Coumadin)  lithium 
 pain relievers (e.g. Tylenol, aspirin.)  other tranquilizers/sedatives 
 sleeping aids  diet pills (e.g. diuretics, appetite suppressants) 
 thyroid medication  cortisone or other steroids 
 laxatives  antacids (e.g. Tums, Prevacid) 

 
 
Do you have a bowel movement every day? Yes  No   

Number of bowel movements per day?   

Are your bowel movements (check all that apply):     

Well formed    Containing undigested food    Burning/heaviness in rectum   

Soft   Containing blood Incomplete 

Ribbon-like    Bad smelling     Hard to clean up after  

Loose    Burning  A struggle  

 
Using the appropriate letters, note any areas of pain on the diagram: 

 

 
 
D = Dull 
S = Sharp 
N = Numbness 
T = Tingling 
B = Burning 
R = Radiating 
A = Ache 
X = other: _______________________ 
 

 

FAMILY HISTORY 
 
Please indicate any significant illness you or a blood relative (grandparent, parent, sibling) have had: 
_______ I am adopted 
 
 You Which Relative?  You Which Relative? 

Cancer   Diabetes   

Emotional Disorders   Heart Disease   

High Blood Pressure   Seizures   

Rheumatic Fever   Hepatitis   

Arthritis   Tuberculosis   
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LIFESTYLE HISTORY 
 
Please indicate the use and frequency of the following: 
 
 Now Past How Much  Now Past How Much 

Water    Recreational Drugs    

Soda Pop    Alcohol    
Coffee/Black Tea    Tobacco    

 
Do you exercise?  How many times a week?  

What type of exercise?  

 
Please describe your typical diet: 

Breakfast:  

Lunch:  

Dinner:  

Snacks:  

 

# meals per day: 

  

Do you eat at regular times each day? 

 

# snacks per day:  How often do you eat out (or order in)?  

I eat the following diet (please circle) vegetarian vegan kosher 

Are there other restrictions to your diet?  

 
What is your average stress level (1 is lowest, 10 is highest)?  

What is your average energy level (1 is lowest, 10 is highest)?    

At what time of day is your energy typically at its best?  At its worst?    

How do you feel about the following areas of your life? 
 

 Great Good Fair Poor Bad 
Significant Other      
Family Relations      
Friendships      
Self Image      
Sex      
Work      
Exercise      
Spirituality      
 
How much change are you willing to/able to make at this time to improve your health?  (Please circle)
  Minimal   Some   Complete 
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Informed Consent for Acupuncture Treatment and Care 

 
I hereby request and consent to the performance of acupuncture treatments and other Oriental Medicine 
procedures on me (or the patient named below, for whom I am legally responsible) by the acupuncturist named 
below. 
 
 
I understand that methods of treatment may include, but are not limited to acupuncture, moxibustion, cupping, 
gua sha, electrical stimulation, Tui Na (Chinese massage), Chinese or Western herbal medicine, and nutritional 
counseling. 
 
I have been informed that acupuncture is a safe method of treatment, but that it may have side effects, including 
bruising, numbness or tingling near the needling sites that may last a few days, and dizziness or fainting. I 
understand that I should not make significant movements while the needles are being inserted, retained, or 
removed. Bruising is a common side effect of cupping or gua sha.  Unusual risks of acupuncture include 
spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax). Infection 
is another possible risk, although the acupuncturist below uses sterile disposable needles and maintains a safe, 
clean environment. Burns and/or scarring are potential risks of moxibustion. I understand that while this 
document describes the major risks of treatment, other side effects and risks may occur. 
 
The herbs and nutritional supplements (which are from plant, animal, and mineral sources) that have been 
recommended are traditionally considered safe in the practice of Oriental Medicine. I understand that some 
herbs may be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, 
stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the tongue. I understand that the herbs 
need to be consumed according to the instructions provided orally and in writing. I understand that some herbs 
may have an unpleasant taste or smell. I will immediately notify the acupuncturist of any unanticipated or 
unpleasant effects associated with the consumption of the herbs. I will notify the acupuncturist who is caring for 
me if I am or become pregnant.  
 
I do not expect the acupuncturist to be able to anticipate and explain all possible risks and complications of 
treatment, and I wish to rely on the acupuncturist to exercise judgment during the course of the treatment, which 
the acupuncturist thinks at the time, based on the facts then known, is in my best interest. I understand that 
results are not guaranteed. 
 
By voluntarily signing below I show that I have read this consent to treatment, have been told about the 
risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. 
I intend this consent form to cover the entire course of treatment for my present condition and for any 
future condition(s) for which I seek treatment.  
 
 
 

  

Print Name of Patient  Print Name of Acupuncturist 
 
X 

  
X 

Signature of Patient (or Representative)  Signature of Acupuncturist 
 
 

  

(Print Name of Patient Representative)  (Print Name of Witness / Translator) 
 
X 

  
X 

Date Consent Completed  (Signature of Witness / Translator) 
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Consent for Purposes of Treatment and Office Policies 

 
I consent to the use or disclosure of my identifiable health information by Solis Acupuncture and Wellness 

for the purposes of diagnosis or providing treatment, obtaining payment for my health care bills or to conduct 

health care operations. I understand that my diagnosis or treatment at Solis Acupuncture and Wellness may 

be conditioned upon my consent as evidenced by my signature on this document. 

My identifiable health information means health information, including my demographic information, 

collected from me by my practitioner, another health care provider or a health plan. If I believe health 

information at Solis Acupuncture and Wellness is incorrect or incomplete, I may ask to correct or complete 

the information. I have the right to request a correction as long as the information is kept by this office. I 

always have the right to my medical records and to obtain them I understand that I must make a written 

request. 

Confidentiality 

Patient confidentiality (as mandated by state and federal law) is maintained at all times.  

Courtesy 

Please do your best to keep your voice low and cell phone on a silent or quiet setting while in the office 

waiting and treatment rooms. This helps ensure that you and all other patients have a positive and 

uninterrupted treatment experience. Please also refrain from wearing strong fragrances or perfumes to your 

treatment, as many people have different reactions to strong scents.  

Cancellations 

Your appointment time is reserved solely for you. Consequently, a 24-hour cancellation policy applies to 

your appointment.  If you are unable to cancel your appointment 24-hours in advance, a cancellation charge 

of $35.00 will apply.  

Appointments 
You are expected to be on time for your appointments. If you find that you cannot be on time, please notify 

our office as soon as possible.  
Payment 
If my insurance does not pay for the treatment, I agree to pay at the time of service. Also, I agree to pay co-

payments, deductibles and coinsurances for treatment services. 

Payment in full is expected at the time of service. Cash, checks, debit cards and credit cards (Visa, 

Mastercard, Discover & American express) are accepted forms of payment.  

Assignment of Benefits 
I authorize the insurance company to make payments to the practitioner for my treatments. I authorize release 

of information concerning my (or my child’s) health care, advice and treatment provided only for the purpose 

of evaluating and administering claims for insurance benefits. 

HIPPAA Privacy Act 
Ensures that all your personal and health information remains confidential at all times between this office, 

your insurance company and you only. Should you have any questions about the privacy of your information 

at this office, you may ask the practitioner at any time. 

 

Your signature indicates that you have read, understood and agree with the above information. 

 

 

 

 

____________________________________________        _________________ 

Signature of Patient or Authorized Representative   Date 

 

 

 


