. ACUPUNCTURE HORIZONS
A B\ 855 Davis Blvd. Suite 300
o . Southlake TX 76092
Clinic: 817 291-0371

Name: Date:
DOB: / / Age: oM oF Social Security # (last four digits)
Address:

City State Zip code

Phone number: Please circle the best way to contact you
Home: Cell phone: Work:

E-mail:

May we leave a voice mail with information concerning your appointments? o Yes oNo
Please check preferred notification: o Home phone o Cell phone o Work phone o E-mail
Occupation: 0 Full Timeo Part Time o Night shift cDay Shift

Marital status: oSingle oMarried oLife Partner oDivorced oWidowed

Primary Care Physician and phone #

In case of an emergency contact:

Phone: Relationship to you

How did you find out about us?
oNewspaper oTelephone directory o Web Site oOther
Who may we thank for this referral?

oFriend o Doctor

oChiropractor o Other

I have completed the above information and certify it to be true and correct to the best of my knowledge
and belief and hereby authorize this office to do whatever is necessary, in accordance with current State
and Federal laws, for the management of my healthcare.

Patient signature:

Parent’s signature of minor patient;

Relationship to the patient:

May we call you for follow up after treatment? o Yes o No
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Please mark the area of pain and indicate the type and severity of pain.
Pain scale 1 to 10, very mild=1, moderate= 5, excruciating=10.

A: aching B: burning N: numbness  P: pins and needles S: stabbing
O: other

How long have you had this pain?

How did this happen?

What makes it better?

What makes it worse?

How does this affect you emotionally?

Hoe does this effect your daily activities?

What other treatments have you had for this condition?




Please mark any of the conditions that you have had:

Past Medical History:

oAids/HIV oDiabetes oMumps oThyroid disorders
oAlcoholism oEmphysema oPacemaker oTuberculosis
oAllergies oEpilepsy oPleurisy oTyphoid Fever
oAppendicitis oGoiter oPneumonia oUlcers
oArteriosclerosis oGout oPolio OVenereal Disease
oAsthma oHeart Disease oRheumatic Fever oWhooping cough
oBirth Trauma (yours) oHigh Blood Pressure oScarlet Fever

oCancer oMeasles oSeizures

oChicken Pox oMultiple Sclerosis oStroke

List Medications you are presently taking.

Medication Strength Dosage For how long?

List Allergies (medications or substances)

List any Surgeries you have had

Date

Problem



List any significant trauma

Date Problem

Significant Family History

Ages Deceased? Significant Medical problems
Y/N
Mother
Father
Sisters
Brothers

Your birth order in the family, age of parents at conception

Your Diet

oAppetite high oCoffee

oAppetite Low oCrave sweet

oSugar oCrave salty

oArtificial sweetener oCrave sour

oSoft Drinks oCrave spicy

How much water do you drink per day? 80z glasses.

Your Lifestyle

oThirsty oFast food

oNo thirst oFresh fruit
oThirst for hot oVegetables
oThirst for cold OVegetarian

oVitamins daily

# of drinks

oAlcohol use Type

oTobacco Cigarettesperday
oRecreational drug use oMarijuana

oStress oHome oWork
oOccupational hazards Type

Other pipe/ cigar etc

Pharmaceutical addiction

Regular Exercise X per week




General Symptoms

ORecent Weight loss
oRecent Weight Gain
oPoor sleep

oDream disturbed sleep

oFatigue
oLack of strength
oBodily heaviness

oCold hand and feet

Head, Eye, Ears, Nose and Throat

oGlasses
oEye Strain
oEye pain
oRed eyes
oltchy eyes
aSpots in eyes
oPoor vision

oBlurred vision

Respiratory

oPneumonia

aDifficulty breathing lying down

oShortness of breath

oTightness of chest

Cardiovascular

aoHigh blood pressure
oLow blood pressure
oStents in heart

oOpen heart surgery

Gastrointestinal

oNausea
oVomiting

oAcid regurgitation
oAntacid use

oGas

Bowel movements; Frequency

Odor

oNight blindness
oGlaucoma

oTeeth problems
oGrind teeth

aoTMJ pain

oFacial pain / numbness
oGum problems

aSores on lips or tongue

oPoor circulation
oShortness of breath
oVertigo or dizziness

oBleed or bruise easily

oEnlarged thyroid
oExcessive saliva
oDry mouth
oSinus problems
oExcessive phlegm

Color of

oRecurrent sore throat

oAsthma / wheezing

oCough oWet odry

oPhlegm othick othin

oHeart valve problems
oChest pain
oSlow heart rate

oFast heart rate

aoHiccups
oBloating
oBad breath
oDiarrhea

oConstipation

alrregular heat rhythm
oHeart palpitations
aFainting

oPacemaker

olLaxative use
oBlack Stools
oMucous in stools

oBlood in stools

olntestinal pain or cramping

, color

texture, form

oSweat easily
oNight sweats
oMuscle cramps

oFever/chills

oSwollen glands
oLumps in throat
oNose bleeds
oRinging of the ears
Poor hearing
oEaraches
oMigraines

oConcussions

Color of phlegm

aoCoughing blood

oBlood clots
oPhlebitis

altchy anus
oBurning anus
oAnal fissures

oHemorrhoids




Musculoskeletal

oNeck / shoulder pain oUpper back pain oJoint pain oLimited range of motion
OMuscle pain oLower back pain gRib pain oLimited use

Other descripbe

Skin and Hair

oRashes oEczema oDandruff oFungal infection
oHives oPsoriasis oltching oRidges in nails
oUIcerations oAcne oHair loss aSplitting nails

Other hair or skin problems, describe:

Neuropsychological

oSeizures oPoor memory olrritability oConsidered / attempted
oNumbness oDepression oEasily stressed osuicide
aTics oAnxiety oAbuse survivor oSeeing a therapist

Other problems describe:

Genitourinary

oPainful urination alncontinent oKidney stones oLow libido
oFrequent urination olncomplete urination oPremature ejaculation oExcessive libido
oUrgent urination oBedwetting oNocturnal emission oVenereal disease
oBlood in urine oWake to urinate almpotence

Gynecological

Age menses began: , length of monthly cycle days, and length of menstrual flow days

Date last period started , Date of last PAP test

# of pregnancies # of live births # of miscarriages # of premature births

Age of menopause are you taking HRT oY or oN, type

alrregular period oVaginal discharge oPMS oHX of ovarian cancer
oPainful period oColor oBreast lumps

oVaginal odor oClots Y N oHX of breast cancer

oVaginal sores oColor oHX of uterine cancer

Other describe:




