Welcome to Whole Cosmos Acupuncture
Sally Adams, RN, Licensed Acupuncturist

Important: Complete this document as thoroughly as possible. Some of the questions that follow may
seem unrelated to your condition, but they may play a major role in diagnosis and treatment.
All information is strictly confidential.

I. General Patient Information

Name: Date: / /

Address:

City, State, Postal Code:

Phone: Home ( ) Cell ( ) Work ( )

Email Address: Age: Date of Birth: / /

Marital Status: @S OM QAD QW QPartnered Social Security Number: - -

Occupation: Employer:
Emergency Contact Relationship
Phone of Emergency Contact Name of Primary Physician

Who can we thank for having referred you? Friend/Referral

Q Walk In/Drive By QO Medical Doctor Q Phone book QlInternet
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Major Complaint(s), in order of significance to you:

My concerns are a result of: O Auto Accident O Job Related O Injury Q Other

How do these conditions impair your daily activities?

II1. Patient Medical History

How was your childhood health?

Recent tests: (please indicate test results and date below)

QPhysical QCholesterol UProstate QBlood (which?)
QHIV/STD UdPap smear QMammography QOther:

Test Results and Date:

Check any you have had in the past:

QDiabetes QAllergies QGlaucoma QRheumatic Fever
QHeart Disease QCVA (stroke) QVein condition QThyroid disorder
QAsthma dPneumonia QTuberculosis QEmphysema
QJaundice QGonorrhea dMumps QBleeding tendency
QSyphilis QOMeasles QChicken pox QNervous disorder
UMeningitis aHIv QPolio QMononucleosis
QEpilepsy QHigh fever UHepatitis QMultiple Sclerosis

QParalysis dCancer UMigraines QHigh blood pressure
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Immunizations:

Surgeries (Please list types and dates):

My current medications/Herbs/Supplements are:

III1. Patient Profile

Please mark areas of your body where you have pain on
the image to the right ------------ > MARK AREAS OF PAIN ON THE FIGURES BELOW
USING THESE CODES
+ + + BURNING
000 STABBING
- SHARP

The pain feels: || CONSTANT
QSharp WBurning QAching
dCramping QDull dMoving
QFixed QOther:

The pain feels better with:

QPressure QcCold OHeat

URest UExercise

QOther:

The pain feels worse with:

QPressure QcCold OHeat
URest UExercise

QOther:

Please check the following that currently pertain to you (if
you have symptoms in the following categories, it
indicates that you have a problem with that organ’s
function):

Overall Temperature (Kidney function):

QCold hands QcCold fingers QCold feet QCold toes
QSweaty hands QSweaty feet QAfternoon flushes QNight sweats
OHeat in the hands, feet, and chest QHot flashes any time of the day
QThirsty QPerspire easily QLack of perspiration

WUTake water to bed

Overall energy (Lung, Kidney function):
QShortness of breath QLow energy QGeneral weakness
QEasily catch colds UOFeel worse after exercise

Overall blood (Liver, Spleen, Heart function):
QDizziness QSee floating black spots Q Overall cold sensation

Heart function:

QPalpitations QAnxiety QSores on the tongue

ORestlessness OMental confusion OChest pain traveling to shoulder

QFrequent dreams OWake tired QDrink coffee (# of cups per week: )




Lung function:
QNasal Discharge (Color:

) QCough

QONose Bleeds QSinus Congestion ODry mouth QSore throat
aDry Nose QDry Skin QAllergies (To what?

QSneezing QOverall achy feeling in the body

QDifficulty breathing dSmoke cigarettes (# of cigarettes per day: )
QdSadness QOMelancholy

Spleen function:
dLow appetite

QAbdominal bloating DAbdominal gas

QAbrupt weight gain QAbrupt weight loss

QFatigue after eating

QProlapsed organs (previously diagnosed, which organ? )

QEasily bruised QHemorrhoids

QWorry/Over-thinking

Spleen, Stomach, Large Intestine, Small Intestine function:

QLoose stools
UBlood in stools

QConstipated
QdMucous in stools

Dampness trapped in the body:
UGeneral sensation of heaviness

ASwollen feet asSwollen joints

Stomach function:

QBurning sensation after eating

OMouth (canker) sores

QHeartburn QAcid regurgitation
QHiccoughs QsStomach pain

Liver, Gall Bladder function:
QOAlternating diarrhea and constipation
QTight sensation in the chest

QIncomplete stools ODiarrhea
QUndigested food in stools

QdSwollen hands
QNausea

OMental fogginess
QChest congestion

QLarge appetite QBad breath
QBleeding, swollen or painful gums
QUlcer (diagnosed) UOBelching
WUVomiting

QChest pain
QBitter taste in the mouth

QAnger easily QFrustration ODepression Qlrritability
QFrequently unable to adapt to stress (What causes the stress? )
askin rashes OHeadache at the top of the head ONumbness

QTingling sensation QOMuscle spasms
USeizures QConvulsions
QLimited Range-of-Motion, Neck
QLimited Range-of-Motion, Shoulder

OMuscle twitching  OMuscle cramping
QLump in the throat OdNeck tension
QShoulder tension

QDrink alcohol

QRecreational drugs (Which?
QHigh-pitched ringing in the ears

Eyes (Liver function):
Qltchy QBloodshot

UWatery QGritty
QNear-sighted QFar-sighted

Kidney, Urinary Bladder function:
QFrequent cavities

OWeak knees

QEasily broken bones
QCold sensation in the knees

, How much perweek? _ )
QGall stones (history or current)

WBurning
QBlurry vision

UDry
QDecreased night vision

QSore knees
QLow back pain

QMemory problems QOExcessive hair loss QLow-pitched ringing in the ears

QKidney stones
QLack of bladder control

Urination:

QNormal color QDark yellow
QCloudy QScanty
WBurning QPainful
QUrgent UFrequent
Libido:

QNormal QHigh

QBladder infections QWake during the night twice or more to urinate

OFear QEasily startled
QClear QReddish
QProfuse QStrong odor
QDischarge QADifficult
ULow
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Women only:

Monthly menstrual cycle? QY anN Currently Pregnant? QY QN  QPossibly

Number of pregnancies: Number of miscarriages:

Number of abortions: Number of children:

Age of first menstrual cycle: Age of menopause (if applicable):

Average number of days of flow: QForm of Contraception

Average number of days of entire cycle (from first day of flow to next first day of flow):
QBleeding between periods QHormone Replacement

QAbnormal Pap Smear QVaginal Infections

QEndometriosis QUterine Fibroids

Do you experience any of the following pre-menstrual syndromes?

UNausea dVomiting QWater retention QBreast swelling/tenderness
QFood cravings OHeadaches UMigraines QHot at night

UDepression Qlrritability UAnxiety QConstipation

Emotions:

QDull pain, where? QSharp pain, where?

Do you experience any of the following with your menstrual flow?

dCramps QClots OHeavy blood flow OMinimal blood flow
QTiredness QLoss of Appetite QDiarrhea OHeadaches
dDizziness UDepression
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Men only:

dSwollen testes QTesticular pain QImpotence QPremature ejaculation
QProstate problems QOther
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For everyone:

I accept my responsibility to provide a 24-hour appointment cancellation notice. Your missed
appointment fee of $65.00 will be donated to Heifer International.

Patient Signature: Date

Acupuncturist Signature: Date



SOCIAL HISTORY & LIFESTYLE

It is important that we understand your general lifestyle as it often has a significant impact on your overall health. Please
check mark the box which most closely describes your general lifestyle for each question.

1. Smoking: (For cigars, pipes, or chewing tobacco estimate the amount of tobacco used per day.)

O O O O O

I do not smoke. I smoke 1/4 pack I smoke 1/2 pack I smoke 3/4 pack I smoke 1 pack
or less per day. per day. per day. per day.

2. Alcohol: On average how many alcoholic drinks do you consume per week?
(one drink = 12 oz. of beer, 4 oz. of wine, 1 wine cooler, 1 cocktail, or 1 shot of hard liquor)

O O O O O O

None 1 drink/week 2-7 drinks/week 8-14 drinks/weeks 15-21 drinks/week +22 drinks/week

3. Caffeine: On average how many caffeinated drinks do you consume per day? (soda, coffee, tea)

O O O O O O

None 1 drink/day 2 drinks/day 3 drinks/day 4 drinks/day 5+ drinks/day

4. Exercise: For this questions, exercise means at least 30 minutes of activity.

O O O O O

I exercise 3-5 I exercise 2 I exercise 1 I exercise 1 I am not exercising
Days/week Days/week Days/week Days/month

5. Diet: Fruits and Vegetables are abbreviated as F&V.

O O O O O

I eat 3 or more I eat 2 servings I eat 1 serving I eat 1-4 servings I eat NO servings
servings of F&V of F&V per day of F&V per day of F&V per week of F&V per week
per day

6. Sleep: How many hours of undisturbed sleep to you get each night?

O O O O O

Less than 6 hours 6 hours 7 hours 8 hours More than 8 hours

7. Stress: Rate the level of stress in your life on a daily basis 0 = NO STRESS and 10 = HIGH STRESS.

0 1 2 3 4 5 6 7 8 9 10

8. Health: How would you rate your overall health.

O O O O O

Excellent Very Good Good Fair Poor

Patient Signature Date




