
~St.John's ACUPUNCTURE INTAKE - CENTER\/J/ Hospital FOR LIVING 
AN AFFILIATE OF HOSPITAL StsTERS HEALTH SYSTEH 

Please print and complete ALL questions. 

Nrune:'__________________________________________________~Date:__________________________ 

Address:________________________________________________~Phone:_________________________ 

__________________________________________________~Phone-Eve:,___________________ 

City: _____________________________________St______----'Zip:___________________ 

Date ofbirth: ____________~Age:--------"Email:--------------_____________________________ 

Primary health care provider:, __________________________________________________________________ 

Telephone:__________________________---iAddress:___________________________________________ 

Emergency contact__________________________________________Contact #:_____________________ 

Have you ever received an acupuncture or massage treatment? DYes 0 No I/Yes,/requency & date o/last 
treatment or problems: _____________________________________________________________________ 

Main complaint(s) or purpose for visit 

1:______________________________________ 

11:,_____________________________________ 

III:____________________________________ 

What results do you expect from your treatment sessions? _____________________________________________ 

Are you currently being treated by other medical practitioners? DYes 0 No I/Yes, please explain: __________ 

Acupuncture/massage may bring up emotional issues, and is often used in conjunction with psychotherapy to enhance the 
process. 

Are you currently seeing a psychotherapist or are you attending regular support group meetings? 

DYes 0 No 1/Yes, please explain: _____________________________________________________________ 


List stress reduction and exercise activities. Include frequency: _________________________________________ 

List current medications, including aspirin, ibuprofen, herbs or supplements, etc. : _____________________________ 

List previous surgeries and/or physical injuries (include year and treatment): _________________________________ 
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Page 2 Client Name: ___________ 

SKIN 

o 
o rashes,________________ 
o athletes' LV\.I'L_____________ 

o warts'--________________ 
o V~,~J______________ 

DIGESTIVE 

o constipation~____________ 

o gaslbloating_---~~~~~~--
o 
o irritable bowel syndrome, __~~~____ 
o v~£~£_________________ 

NERVOUS SYSTEM 

o herpes/shingles.____________ 
o numbness/tinglin5-g___________ 
o chronic I-'u~u_____________ 

o LUU.6W~_________________ 

o sleep disorders. ____________ 
o v~·v£______________ 

OTHER 

o cancer/tumors'--____________ 

o 
o eating disorders'--___________ 
o 
o drug/alcohol addiction'--_________ 
o nicotine/caffeine addiction~_______ 

MUSCUL~SKELETAL 

o bone/joint disease'--__ 

Oreooooilils_______________ 

o bursitis'--______________ 
o broken or fractured VVJLv"'-__________ 

o arthritis'--___________________ 

o jaw pain/TMJ dysfunction~_______ 
o sprains/strains'--____________ 
o low back, hip, leg PUL''--__________ 

o neck, shoulder, arm pain _________ 
o headacheslhead injuries'--________ 
o spasms/cramps'--_____________ 

o 
o oilier,_________________ 

CIRCULATORY 

o heart conditionL--____________ 
o varicose veins._____________ 

o blood 
o high blood pressure, ____________ 
o low blood pressure'--__________ 
o lymphedemaL--____________ 
o breathing difficulty __________ 
o sinuspIT~kma~;____________ 
o allergies'--_____________ 
o oilier__________________ 

INFECTIOUS DISEASE 

o disease name(s): ____________ 

Please indicate the area ofpain on the figures below: 
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