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Center Medicine: New Patient intake (Male) 

 

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 tried acupuncture or Chinese herbal medicine before? �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?  

______________________________________________________________________

______________________________________________________________________ 

Were any of them Helpful? If yes, which and how? 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

______________________________________________________________________ 
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***FAMILY HEALTH HISTORY*** 

Has anyone in your immediate family (Grandparents, Parents, and Siblings) had issues 
with the following? Please check all that apply 
�Cancer  �Seizures  �Parkinson’s     �Alzheimer’s/Dementia 
�Diabetes  �Heart Disease �High Blood Pressure�Migraine Headaches 
�Mental Illness �Eating Disorder �Alcoholism      �Depression 
�Suicide  �Other significant medical issues 

 

***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) 

How long have you felt this way? 
______________________________________________________________________ 

Is this better or worse than how you felt before? 
�Same (for the last 6 months)  �Better  �Worse  

What time of day do you feel the best? 
�Morning  �Afternoon  �Evening  �Night 

What time of day do you feel the worst? 
�Morning  �Afternoon  �Evening  �Night 

Temperature: are you? 
�Usually comfortable �Always or often cold �Always or often hot 
 

DIET / APPETITE--------------------------------------------------------------------------------------------- 

How is your appetite? Please check all that apply. 
�Low, I eat very little �Low, 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 

Before a meal do you often feel? Please check all that apply. 
�Fine    �Tired   �Anxious   
�Irritable   �Sad    �Other 
 
After a meal do you often feel? Please check all that apply. 
�Fine �Tired / Sleepy  �Anxious               
�Irritable             �Sad                        �Sweaty / Clammy       
�Increase in heart rate     �Bloated   �Other 

 
 
 



3/9 

 

Do you follow a particular diet? Please check all that apply. 
�No   �Vegan  �Vegetarian  �Modified vegetarian 
�Paleo  �Low carb             �Gluten-Free �Dairy-Free  
�Other 

Do you experience cravings for foods that are? Please check all that apply 
�Sweet �Spicy  �Sour  �Bitter  �Salty 

Are you now dealing with, or have you ever dealt with an eating disorder? 
�Never  �Currently   �In the past    
 

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. 

Do you have a temperature preference for liquids? 
�Room Temperature   �Hot    �Cold  
 

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 

Do you wake during the night to urinate? 
�No, not regularly  �Yes, 1-2 times per night  �Yes, 3-5 times per night. 
 

EMOTIONS----------------------------------------------------------------------------------------------------- 

Do you regularly experience? Please check all that apply 
�Joy    �Contentment   �Depression / Sadness 
�Anxiety / Nervousness  �Anger / Frustration   �Worry / Over thinking               
�Fear / Fright �Other  

How would you rate your stress level (1 being low, 10 being high)? ____ 

Have you experienced any major stressors in the last year? �Yes�No 

 

How does stress manifest in your body? Please check all that apply 
�Digestive disturbances �Muscular tension  �Decrease in mental clarity 
�Mood swings  �Disturbed sleep     �Other 
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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         
�Physically active work �other 
 

RECREATION------------------------------------------------------------------------------------------------- 

Do you have recreational activities (hobbies, pastimes) that you enjoy? �Yes�No 

If so, What are they and how many hours a week do you engage in them? 
______________________________________________________________________
______________________________________________________________________ 

Please mention any way you regularly spend your free time? 
______________________________________________________________________
______________________________________________________________________ 
 

Do you drink alcohol? �Yes�No 

If yes: How often in number of days per week? ____ 

Number of drinks per sitting? ____  

Type of Alcohol? Please check all that apply 
�Beer / Cider   �Wine   �Liquor 

Do you regularly use recreational/ non-prescription drugs? �Yes �No 

Are you taking any prescription meds, supplements, or herbal medicines? �Yes �No 

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

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
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***REVIEW OF SYSTEMS*** 

 
MUSCULOSKELETAL: Do you have a history of or current issue with? (please mark H 
for history and C for current) Please check all that apply 
(C/H)Chronic pain (C/H)Arthritis (C/H)Osteoporosis / Osteopenia  
(C/H)Hernia  (C/H)Sciatica (C/H) Muscle soreness  
(C/H)Joint stiffness / Aching   (C/H)Neck / Shoulder / Back pain  
(C/H)Hip/ Knee/ Foot pain  (C/H)Hand / Elbow Wrist pain 
(C/H)Muscle weakness / Atrophy    (C/H)History of contact sports  
�Other 
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? 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 

Can you describe it? 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
            

HEAD, EARS & EYES: Do you have a history of, or current issue with? (please mark H 
for history and C for current) Please check all that apply 
(C/H)Dizziness / Vertigo   (C/H)Floaters / Blind spots (C/H)Light sensitivity 
(C/H)Glaucoma / Cataracts (C/H)Blurry vision / Double vision (C/H) Diminishing vision       
(C/H)Headaches /Migraines(C/H)Enlarged lymph nodes (C/H)Head Injury   
(C/H)TMJ / Teeth grinding   (C/H)Ringing in the ears           (C/H)Multiple ear Infection 
C/H)Decreased hearing /Deafness (C/H)Pressure in the ear / Clogged ears  
(C/H)Nose bleeds  �Other: 
 
SKIN, HAIR, NAILS & TEETH: Do you have a history of, or current issue with? (please 
mark H for history and C for current) Please check all that apply 
(C/H)Rashes / Hives (C/H)Rosacea  (C/H)Fungus: nails or skin 
(C/H)Eczema   (C/H)Psoriasis  (C/H)Itching  
(C/H)Acne   (C/H)Night sweating  (C/H)Excessive sweating 
(C/H)Lack of sweat   (C/H)Dry skin (C/H)Bruising easily  
(C/H)Thin or brittle nails (C/H)Thinning hair  (C/H)Weak or loose teeth 
(C/H)Toothache   (C/H)Multiple cavities �Other 
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NEUROLOGICAL: Do you have a history of or current issue with? (please mark H for 
history and C for current) Please check all that apply 
(C/H)Stroke (C/H)TIA / Mini stroke      (C/H)Alzheimer's / Dementia 
(C/H)Parkinson's (C/H)Tremors  (C/H)Epilepsy                                
(C/H)Seizures/Convulsions (C/H)Paralysis                (C/H)Bell's palsy                  
(C/H)Numbness/Tingling (C/H)Specific muscle weakness  (C/H)Balance problems      
(C/H)Poor coordination (C/H)Brain fog        (C/H)Poor memory    
(C/H)Learning disabilities �Other  
 

PSYCHOLOGICAL: Have you ever been diagnosed with, or believe that you have a 
psychological disorder? �Yes�No 

If yes please state the diagnosis, or describe the issue: 
______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 
CARDIOVASCULAR: Do you have a history of or current issue with? (please mark H 
for history and C for current) Please check all that apply 
(C/H)Pace marker (C/H)Heart disease         (C/H)Congestive heart failure        
(C/H)Peripheral vascular disease  (C/H) High blood pressure (C/H)Low blood pressure  
(C/H)Dizziness (C/H)Fainting  (C/H)Palpitations                                         
(C/H)Rapid heart rate  (C/H)Irregular heart beat (C/H)Chest pain/tightness    
(C/H)Anemia (any type) (C/H)High cholesterol  (C/H)Raynaud's disease 
(C/H)Cold hands or feet       �Other 
 
RESPIRATORY: Do you have a history of or current issue with? (please mark H for 
history and C for current) Please check all that apply 
(C/H)Chronic or recurrent bronchitis (C/H)Chronic or recurrent sinusitis 
(C/H)Chronic or recurrent cough                       (C/H)Persistent runny or stuffy nose  
(C/H)Catches colds easily         (C/H)Hay fever/Allergies           (C/H)Post nasal drip               
(C/H)Hoarseness / loss of voice  (C/H)COPD/Emphysema          (C/H)Pneumonia 
(C/H)Asthma                                (C/H)Difficulty breathing            (C/H)Sore throat  
(C/H)Tobacco / Vape use             �Other  
 

GASTROINTESTINAL: Do you have a history of or current issue with? (please mark H 
for history and C for current) Please check all that apply 
(C/H)Indigestion / Heartburn (C/H)GERD  (C/H)Bleeding gums  
(C/H)Nausea  (C/H)Vomiting    (C/H)Diarrhea 
(C/H)Constipation  (C/H)Bloating (C/H)Parasites (C/H)Abdominal pain 
(C/H)Ulcers                  (C/H)Bad breath   (C/H)Hemorrhoids 
(C/H)Difficulty swallowing (C/H)Bloody or black stools (C/H)IBS 
(C/H)Soft / Sticky / loose stools    �Other 
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UROGENITAL: Do you have a history of or current issue with? (please mark H for 
history and C for current) Please check all that apply 
(C/H)Frequent urination (C/H)UTI’s (C/H)Kidney disease    
(C/H)Kidney stones  (C/H)Incontinence  (C/H)Blood in urine  
(C/H)Cloudy urine     (C/H)Pain with urination (C/H)Weak stream     
�Other 
 
HEPATIC: Do you have a history of or current issue with? (please mark H for history 
and C for current) Please check all that apply 
(C/H)Liver failure  (C/H)Cirrhosis  (C/H)Fatty liver    
(C/H)Non-viral hepatitis (C/H)Gout   (C/H)Jaundice    
(C/H)Gallbladder stones (C/H)Gallbladder removal (C/H)Severe flank pain 
(C/H)Morning nausea (C/H)Pale or tan stool (C/H)Metallic taste  
�Other 
 
METABOLIC / ENDOCRINE: Do you have a history of or current issue with? (please 
mark H for history and C for current) Please check all that apply 
(C/H)Pituitary function (C/H)Thyroid function (C/H)Adrenal function 
(C/H)Addison disease  (C/H)Cushing disease (C/H)Pancreatic function  
(C/H)Diabetes type 1  (C/H)Diabetes type 2  (C/H)Low blood sugar  
�Other 
 
IMMUNOLOGICAL: Do you have a history of or current issue with? (please mark H for 
history and C for current) Please check all that apply 
(C/H)Psoriasis (C/H)Rheumatoid arthritis (C/H)Hashimoto's thyroiditis  
(C/H)Celiac disease  (C/H)Crohn's disease   (C/H)Ulcerative colitis     
(C/H)Lupus  (C/H)Multiple sclerosis   (C/H)Myasthenia gravis  
(C/H)Scleroderma �Other 
 

INFECTION: Do you have a history of or current issue with? (please mark H for history 
and C for current) Please check all that apply 
(C/H)TB (Tuberculosis) (C/H)Hepatitis (A/B/C)  (C/H)Rheumatic fever  
(C/H)Chicken pox/Shingles   (C/H)Mono / Epstein Barr (C/H)Lyme’s   
(C/H)Staph  (C/H)STI /STD   �Herpes 
�)HIV/AIDS �Other 
 
ONCOLOGY: have you ever been diagnosed with cancer? �Yes �No 
If yes, please describe what type of cancer, the stage it was at, and any treatment 
(chemo, radiation, surgery, etc.) you have undergone: -
______________________________________________________________________ 
 

 
Have you recently (over the last 3 months) experienced? Please check all that apply 
�Weight loss   �Change in appetite �Fevers  
�Change in bowel habits �Increasing fatigue  �Worsening of known patterns 
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REPRODUCTIVE--------------------------------------------------------------------------------------------- 

Are you sexually active? �Yes�No 

How would you rate your libido? 
�Comfortable �Low  �High  �Other 

Do you have a history of or current issue with? (please mark H for history and C for 
current) Please check all that apply 
(C/H)Prostatitis (C/H)BPH  (C/H)Interrupted urination 
(C/H)Testicular pain  (C/H)Fatigue after sex  (C/H)Premature ejaculation 
(C/H)Difficulty getting an erection       (C/H)Difficulty maintain an erection            
(C/H)Blood/mucous discharge       �Other 
 
 

 

 

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: ________________________________ 

 

 

 


