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Center Medicine: New Patient intake (Acute pain) 

 

Name: ____________________________ Date: __/__/____ 

Home Address: 

___________________________________________________________ 

City: ____________________ State: __________________ Zip______   

Phone :(    )____ -________      Cell: :(    )___ -________      Email: ________________ 

Place of Birth: 

____________________________________________________________   

Date of Birth: ___/___/______ Age: ______     Height: ______     Weight: ______ 

Sex: _____ Marital Status: (Single, Married, Life Partner, Divorced, Widowed)   

In case of emergency notify: 

________________________________________________________ 

How did you hear of this office? 

________________________________________________________ 

Have you ever before tried acupuncture or Chinese herbal medicine? �Yes �No 

If yes, was it helpful? 

______________________________________________________________________

______________________________________________________________________ 

 

***CHIEF COMPLAINT*** 

What are the main health problems for which you are seeking treatment?  

______________________________________________________________________ 

______________________________________________________________________

______________________________________________________________________ 

To what extent do your current complaint affects your daily life? (1 = minor; 10 = major) 

1 2 3 4 5 6 7 8 9 10           

To what extent are you commited to resolving this problem? (1 = minor; 10 = major) 

1 2 3 4 5 6 7 8 9 10           

What other forms of treatment have you sought?  

______________________________________________________________________

______________________________________________________________________ 
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Where any of them helpful? If yes, which and how? 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

 

 

***GENERAL HEALTH*** 

 

ENERGY-------------------------------------------------------------------------------------------------------- 

What is your general energy level on a scale of 1-10? 
�Fatigued (1-2) �Tired (3-5)  �Moderate (6-8)  �Vital (9-10) 

APPETITE------------------------------------------------------------------------------------------------------ 

How is your appetite? Please check all that apply. 
�None, I eat very little �None, but I still eat regularly  �Small (1 meals per day) 
�Moderate (2-3 meals per day)  �Large (~3+ meals per day) �I eat a lot of snacks 

THIRST---------------------------------------------------------------------------------------------------------- 

How would you rate your thirst? 
�Always thirsty, and drink a lot.  �Always thirsty, but don’t drink a lot. 
�Occasionally thirsty, and drink a lot. �Occasionally thirsty, but don’t drink a lot.    
�Rarely thirsty, but drink a lot.            �Rarely thirsty, don’t drink a lot. 

SLEEP----------------------------------------------------------------------------------------------------------- 

How many hours do you typically sleep per night? ____ 

Do you have difficulty with? Please check all that apply 
�Falling asleep  �Staying asleep  �Waking early �Other 

EXERCISE----------------------------------------------------------------------------------------------------- 

Do you exercise regularly? �Yes�No 

If yes, what type of exercise do you do? Please check all that apply 
�Walking  �Running / Jogging �Body weight exercises 
�Weightlifting �Cardio / Aerobics  �Cross fit   
�Yoga  �Pilates   �Martial arts         
�Other 
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Are you taking any prescription drugs, supplements, or herbal medicines? �Yes �No 

If yes, what are they? (please note dose and frequency) 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 

 

*** (Pain) *** 

 

Are you experiencing pain or discomfort currently? �Yes �No 

If yes please rate on a scale of 1-10 (1 being mild, 10 being severe): 

1 2 3 4 5 6 7 8 9 10  

Where? 
______________________________________________________________________
______________________________________________________________________ 

Please mark any area where you are experiencing pain 
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Can you describe it? (frequency, sharp or dull, range of motion, numbness...) 

______________________________________________________________________
______________________________________________________________________
________________ _____________________________________________________  

When did it start?_________________________________ 

Was there a specific injury involved?�Yes �No 

Have you found anything that makes it better? �Yes �No 

If yes, what? 
______________________________________________________________________
______________________________________________________________________ 

Have you found anything that makes it worse? �Yes �No 

If yes, what? 
______________________________________________________________________
______________________________________________________________________ 

 

 

 

 

 

In general is there anything else that you feel is relevant or would like us to know? 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 

Patients (or Patient Representative’s) Signature: 
___________________________________________ 

Patient’s Name: ______________________________ 

Patient Representative’s Name: _________________ 

Date: ___/___/______ 

Reviewed by: ________________________________ 

 

 

 

 


