North Port Acupuncture

Initial Visit: Patient Medical Record

Name Home Phone Cell Phone
Street Address Email Address
City Emergency Contact
Name:

State Zi

B Phone Number(s):
Date of Birth Occupation Relationship:
Physician Referred By
Phone Number
Age Height Weight Gender

Main Problem and when it began

Other Concurrent Therapies

JFar

Pléce a 'ch‘eck in the box if you or any famiiy members havé had the fdllbwmgi né’sses:

indicate the date(s) when your illness occurred.

you have had the iliness yourself, piease

Disease

Yourself

Father

Mother

Sibling Grandparent

Cancer

Diabetes

High blood pressure

Heart disease

Hepatitis B and/or C

Asthma

Thyroid disease

Seizures

Rheumatic fever

HIV/AIDS

:Surgéries that you have had; when?

Significant accidents/trauma (car, falls) when?

Occupational Stresses (chemical, physical
psychological stresses)

Exercise (# times a week, type, how long)

Daily Diet: Please indicate your average/ho

he following

Morning

Afternooﬁ i

Evening
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