Golden Needle Acupuncture and Wellness, LLC.

Acupuncture — Evaluation Form

Information provided on this form is confidential.

PLEASE PRINT 0. o
Name Age Sex 0O Male O Female
Address Occupation
City State ZipCode  Date of Birth G s e i
Telephone Elay® (5 ) Extension  Evening ()
Referred by
Physician Telephone ()
What do you want treated with acupuncture?
How long have you had this condition? The onset was [ Sudden [0 Gradual
Symptoms relieved by Symptoms worsened by

What medical diagnosis have you received?

What other treatments have you received recently for this and/ or other conditions?

What medications are you taking?

For what conditions?

In general, do you feel hot or cold? Do you have chills or fever?

Past Medical History

Have you had any of these? Please check ALL that apply.

O AIDS/HIV O Cancer O Lyme Disease O Seizures

0O Alcoholism O Diabetes O Multiple Sclerosis O Tuberculosis

O Allergies O Emphysema O Pacemaker O Latex Allergy

O Asthma O Heart Disease O Polio O Lymph Nodes

O Birth Trauma O Hepatitis A/B/C O Rheumatic Fever removed
(your own birth) O Herpes O Scarlet Fever O Other

Are you currently pregnant? [0 Yes 00 No
Are you presently trying to get pregnant? 00 Yes 00 No

Describe any significant injuries, surgeries, or major illnesses, whether hospitalized or not, and the dates:

Diet & Food

How is your appetite?

Any food cravings?

List any food intolerances

List any vitamins and supplements you are taking
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