Confidential intake for Tao to Wellness 510.883.0383

Name: Sex: M F Age: Today’s Date:
Address: City: State: Zip:
Phone # to reach you: Alternate phone:

Birth Date: Email:

Would you like to receive occasional emails with specials, newsletters and/or announcements?  Yes  No

Occupation: Referred by:

Have you ever had acupuncture before?  Yes No Do you have any surgical implants?  Yes No
Do you have a pacemaker? Yes No Are you pregnant!  Yes No

Who is your Western Family Doctor? Gynecologist?

Do we have permission to notify and inform your doctor about your treatment plan and progress? YES NO

Are you taking any medication (this includes herbs and homeopathic remedies)? Please be specific.

In case of emergency, call.... Telephone
Is Acupuncture a part of your medical insurance plan? Yes No  If yes, then please complete the following, if not, please skip.

What is the name of your plan? Is it a PPO, POS or HMO!? Circle one

ID Number on your card

What is the phone number for eligibility on the back of your card?

Group or Policy number

Check if you or any blood relative has been diagnosed with the following:

You Blood Relative
Anemia O
Asthma
Pneumonia
Bronchitis
Epilepsy
Tuberculosis
Tumors
Epstein Barr Virus
Fibromyalgia
Irritable Bowel Syn.
Candida
Hyperthyroidism
Hypothyroidism
High Cholesterol
High Blood Pressure
Gall Stones
Hepatitis
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HIV/AIDS

Cancer

Kidney Stones
Pyelonephritis

Heart [ssues
Prostatitis
Osteoarthritis
Rheumatoid Arthritis
Hernia

Scoliosis

Bleeding Disorders
Ovarian cyst

Fibroid Tumor

pPCOS

Stroke

Diabetes

Chronic Urinary Tract Infections

You
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Blood Relative

0
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Comprehensive Acupuncture Examination
Note: This is a confidential record of your medical history and will be kept in my possession.
Information contained here will not be released to any person without your authorization.

Present Issue:

What is it that brought you here today?

What is your goal for our work together?

When did it start/ date of onset? Have you had this in the past?
What makes it better? What makes it worse?
Is your condition: 0 Getting worse fConstant [IComes and Goes

What treatments have you already received?

What is your doctor’s diagnosis

If your problem is related to pain:

On a scale of 1-10 (1: no pain 10:excruciating pain) what is your pain level typically?

On a scale of 1-10, what is your pain level today?




Please answer the following:

How many times 3 year do you geta cold or flu? 1 2 3 4 times a year.

How often do you have a bowel movement? Every otherday / 1/ 2 / 3 timesaday. Circle One

What is the consistency like? Firm-normal / Toothpaste like / Watery / Hard and difficult to pass

What do your stools mostly resemble? Marble-like / Long and Thin / Fibrous and Broken / Banana shaped
How many hours of sleep do you get nightly? Is it restful? Yes No

Are you 3 vegetarian? Yes No  Areyou vegan?! Yes No Do you eat soy products! Yes No

How many glasses of water do you drink daily? How much caffeine do you consume daily?

Do you have a meditation practice! Yes No What is your exercise program?

Please check where appropriate.
Never Rare  Monthly  Weekly 3 times/week  Daily

Fatigue/Letharqy 0 0 0 0 O O
Generalized muscle pain from head totoe [ O O O O O
Arthritic stiffness in your joints 0 O O O O O
Bruising 0 0 0 0 0 0
Chronic cough 0 O O O 0 0
Shortness of breath O O O O 0 0
Dry or sore throat O O O O 0 0
Allergies 0 O O

U U U

Yeast infection

Never ~Rare  Monthly  Weekly — 3times/week  Daily
Flatulence 0 O O O O O
Belching O O O O
Lower abdominal bloating
Acid requrgitation (GERD)
Heartburn
Nausea
Vomiting
Dry heaves
Constipation
Diarrhea
Poor appetite
Ulcers or cold sores (mouth or lips)
Bleeding gums
Bitter/Sour taste in the mouth
Nosebleeds
Bad breath/Halitosis
Hemorrhoids
Rectal bleeding
Digestive abdominal pain/cramping
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Never ~Rare  Monthly ~ Weekly — 3times/week  Daily

Headaches O 0 0 0 O O
Migraines 0 0 0 O 0 O
Neck and shoulder tension 0O O O O 0 0
Clench your jaws O O O O 0 0
Grind your teeth 0O O O O O O
Dizziness O O O O 0 0
Vertigo 0 0 0 0 0 0
Fainting spells O O O O 0 0
Sharp pains in your ribcage O O O O O O
Dry eyes or burning eyes 0 O O O O O
Floaters or spots in your vision O O O O 0 0

Never Rare  Monthly  Weekly  3times/week  Daily
0 0 0 U

O

Frequent Urination

Urination at night

Cloudy Urination

Burning urination

Small urine output

Sudden hair loss

Ringing in the ears

Low back pain

Palpitations

Poor circulation in hands and feet
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Never Rare  Monthly ~ Weekly  3times/week  Daily
0 0 U

O

Stressful Dreams
Night sweats
Trouble falling asleep
Trouble staying asleep
High Stress
Depression

Sadness

Debilitating Fear
Indecisiveness
Anxiety

Excessive shyness
Food cravings
Smoke cigarettes
Drink alcohol
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Is there anything we missed that you would like us to know about you?

Are you interested in receiving massage or cranio-sacral therapy as well? YES NO



For women only...

How many children have you given birth to, if any Abortions? Miscarriages?
How old were you when you first started your menses?
Are you currently taking the birth control pill? Yes No  Have you ever?  Yes No ~ How long?

For women starting or in menopause...

How old were you when you started menopause? Are you still having periods? YES NO
Rare Monthly Weekly Daily
Hot Flashes O 0 0 O

Nightsweats

Facial Flushing
Vaginal Dryness
Mood Swings
Ringing in the ears
Nocturnal urination
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For women still menstruating...
Never  Every other month ~ Monthly (Light)  Monthly (Severe)

PMS mood swings O 0 0

PMS breast tenderness O 0 0 0
PMS cravings O 0 0 O
PMS water retention 0 0 0 O
Pre-menstrual cramps 0 0 O O
Menstrual cramps 0 0 O O
Menstrual clots O O O O
Menstrual spotting between periods O O 0 0
Bowel irreqularity around period 0 O O 0
What is your menstruation cycle? Every Day. How many days do you bleed?

Does your bleeding stop in the middle of your menses and then start again?  YES NO  What day?

Do you spot during ovulation or before/after your period? YES NO  Explain

On the heaviest day of your period, how many tampons or pads will you use during the day (14 hours)?

What was the start date of your last menstrual period?

Please describe below your menstruation:

Please be specific in:

Amount of Flow (i.e. Heavy, light, stops, slows down, spots)

Color (i.e. Dark Red, Bright red, Black, Brown), Cramps and their severity and Clots

Day 1 Day 5
Day 2 Day 6
Day 3 Day 7

Day 4 Day 8




INFORMED CONSENT FOR CHINESE MEDICAL TREATMENT

| hereby request and consent to the performance of acupuncture and other procedures within the scope of
practice of Traditional Chinese Medicine on myself (or the patient named below for whom I am legally
responsible for) by Christina Martin L.Ac., Megan Nielsen, L. Ac., and/or any other licensed acupuncturists
serving as back-up for the Tao to Wellness acupuncturists.

| understand and have been informed that, as in the practice of acupuncture, there are some risks to treatment,
including but not limited to possible bruising, possible hematoma, residual soreness, nausea or infection. In
the practice of cupping; possible bruising, in the practice of moxibustion; possible burns and in the practice of
massage and acupressure; possible soreness.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about
its content, by signing below | agree to the above named procedures. Iintend this consent form to cover the
entire course of treatment for my present condition(s) and for any future condition(s) for which I seek
treatment.

To be completed by the patient: To be completed by patient’s
representative or quardian:

Print Name Print Name of Patient Relationship to Patient
Signature of Patient Print Name of Representative Date
Date Signature of Representative

CANCELLATION and PAYMENT POLICY

In order to maintain the integrity of our practice, we ask that all cancellations be made with a minimum of 24
hours notice. Failure to provide 24-hour notice will result in a charge of §40.00, failure to show or call will
result in a charge of $85.00. If you sign below, you will be held responsible for these charges.

We require payment after services are rendered. We accept Cash or Check. We accept insurance as long as you

have Acupuncture on your plan. And please note, you are responsible for any remainder of your bill in the
event your insurance company does not pay.

Please Sign
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