
Acupuncture Center for Balance & Healing 
                                                                                      560 DAVIDSON GATEWAY DRIVE∙ SUITE 200∙ DAVIDSON NC∙ 28036  

                                                                                              WWW.ACUCENTERBH.COM ∙ TEL: 704.896.0217 

NEW CLIENT INTAKE FORM 

          PERSONAL INFORMATION 

 NAME                                                                                                                             DATE    

 ADDRESS                                                                                                                         CITY   

 STATE                                                                ZIP                                                           HOME PHONE   

 EMAIL                                                                                                                             CELL PHONE   

   DATE OF BIRTH                                               AGE                                                        MARTIAL STATUS ___________________________________                                                                                                                                                                                           

 OCCUPATION                                                                                                               BUSINESS PHONE   

 # OF CHILDREN                                                                                     AGES OF CHILDREN    
 

 EMERGENCY CONTACT                                                                                                 PHONE   
 

 

 REASON FOR VISIT                                                                                                           REFERRED BY?   
 

    HOW LONG HAVE YOU HAD THIS CONDITION? ___________________________________________________________________ 

    WHAT SEEMS TO MAKE IT BETTER? ___________________________WORSE? _________________________________________                                 

    ARE YOU CURRENTLY UNDER THE CARE OF A PHYSICIAN? ____________________________________________________________                                                               

   PHYSICIANS NAME    ______________ _______________________PHONE_________________________________________  _ 

 

    YOUR DIET 

APPETITE: HIGH              LOW __ _   WHICH FOODS DO YOU CRAVE? ____________________________________________________    

DO YOU SUSPECT ANY ALLERGIES OR SENSITIVITIES TO CERTAIN FOODS? IF SO, EXPLAIN _____  ___ 

 
 

 

   DO YOU USE ARTIFICIAL SWEETENER?  ___________WHAT DRINKS DO YOU PREFER? HOT ___   __ OR COLD   _________ 

   DO YOU DRINK COFFEE/TEA?     _________ HOW MANY CUPS PER DAY?      ___ REGULAR OR DECAF? ____________________________ 

   VITAMINS OR SUPPLEMENTS YOU TAKE ON A DAILY BASIS? ________________________________________________________ 

 

   PHARMACEUTICALS? __   __

 

FAMILY MEDICAL HISTORY 

          ALCOHOLISM 

___HIGH BLOOD PRESSURE 

         CANCER 

         HEART DISEASE 

         DEPRESSION 

         SEIZURES 

         DIABETES 

         STROKE 

 

YOUR PAST MEDICAL HISTORY (Check any of the following conditions you currently have, or have had in the past.) 

 
 
 

       AIDS/HIV 

          ALCOHOLISM 

          ALLERGIES 

          BIRTH TRAUMA 

          CANCER 

          DIABETES 

         EPILEPSY 

         HEART DISEASE 

         HEPATITIS TYPE   

         HERPES TYPE    _ 

         HIGH BLOOD PRESSURE 

         MULTIPLE SCLEROSIS 

         PACEMAKER 

         SEIZURES 

         STROKE 

         SURGERIES PLEASE LIST 

         THYROID DISORDERS 

         ULCERS 

         VENEREAL DISEASE 

        OTHER (PLEASE EXPLAIN)  

 _________________________ 

 _________________________ 

_________________________ 

 

http://www.acucenterbh.com/


NEW CLIENT INTAKE FORM CONTINUED 

 

YOUR  LIFESTYLE 
 

DO YOU DRINK ALCOHOL?            ___         HOW MANY DRINKS PER WEEK? ______ ________________________________________ 

DO YOU SMOKE?                               HAVE YOU SMOKED IN THE PAST?                                    HOW MANY PER WEEK? _____________________ 

DO YOU USE RECREATIONAL DRUGS OR ABUSE PRESCRIPTION DRUGS?    ____    __      HOW LONG?  ____    

PLEASE EXPLAIN   ____     

DO YOU LEAD A STRESSFUL LIFESTYLE?             OCCUPATIONAL HAZARDS? _______ DO YOU EXERCISE?   __            HOW OFTEN? _________ 

 
 

WOMEN ONLY 
 

  DATE OF LAST MENSTRUAL CYCLE __________     DURATION OF FLOW _________ DAYS      DURATION BETWEEN CYCLES ________ DAYS 

   IRREGULAR PERIODS? ___ PAINFUL PERIODS? ___ CLOTTING? ____ HEAVY FLOW? ___ LIGHT FLOW? ___ BREAST TENDERNESS? ______ 

   PMS? ______ CRAMPING? ______   BEARING DOWN SENSATION? _______ VOMITING/DIARRHEA BEFORE MENSTRUATION? ________ 

   ANY FERTILITY ISSUES? __________   IF YES, DURATION AND PLEASE EXPLAIN?  __________________________________________ 

   # OF PREGNANCIES? _____________ # OF LIVE BIRTHS? _____________ # OF MISCARRIAGES___________ WHEN? ____________ 

   ARE YOU OR COULD YOU BE PREGNANT RIGHT NOW? ________________IF YES, HOW MANY WEEKS? __________________________ 

   AGE AT MENOPAUSE ___________   DO YOU EXPERIENCE HOT FLASHES? _____________    HOW OFTEN? ______________________ 
 

ARE THERE ANY OTHER HEALTH CONDITIONS OR ISSUES YOU WANT TO DISCUSS? IF SO, PLEASE EXPLAIN: 
 

 
 
 

 
 
 

TO THE BEST OF MY KNOWLEDGE THIS INFORMATION IS TRUE AND ACCURATE. 

 

 SIGNATURE                                                                                                                 DATE    
 

 

 PARENT OR GUARDIAN SIGNATURE                                                                             DATE    

 

GENERAL SYMPTOMS (Check any of the following conditions you currently have, or have had in the past.) 

 
 
 
 
 
 
 
 

         POOR SLEEP 

         TROUBLE FALLING ASLEEP 

         STAYING ASLEEP 

         DREAM- DISTURBED SLEEP 

         FATIGUE 

         LACK OF STRENGTH 

         BODY HEAVINESS 

            WHERE? ____________ 

         COLD HANDS AND FEET 

         FEVER 

         POOR CIRCULATION 

         SHORTNESS OF BREATH 

         NIGHT SWEATS 

         SPONTANEOUS SWEATING 

         MUSCLE CRAMPS 

         DIZZINESS 

         BLEED OR BRUISE EASILY 

         RED EYES 

         DRY EYES 

         POOR VISION 

         GRINDING TEETH 

         SORES ON LIPS/TONGUE 

         SINUS PROBLEMS 

         LUMPS IN THROAT 

         NOSEBLEEDS 

         RINGING IN EARS 

         EARACHES 

         HEADACHES 

         TIGHTNESS IN CHEST 

         COUGH 

         BLOOD CLOTS 

         FAINTING 

         HEART PALPITATIONS 

         IRREGULAR HEART BEAT 

         NAUSEA 

         VOMITING 

         GAS 

         DIARRHEA 

         CONSTIPATION 

         HEMORRHOIDS 

         INTESTINAL PAIN/ CRAMPING 

         BOWEL MOVEMENTS 

             ______  X PER DAY 

         RASHES 

         ECZEMA 

         PSORIASIS 

         ACNE 

         PAIN OR WEAKNESS 

         HAIR LOSS 

         FUNGAL INFECTIONS 

         NUMBNESS 

         POOR MEMORY 

         DEPRESSION 

         ANXIETY 

         IRRITABILITY 

         EASILY STRESSED 

         ABUSE SURVIVOR 

         SUICIDE THOUGHTS 

         SEEING A THERAPIST 

         FREQUENT URINATION 

         PAIN IN URINATION 

         BEDWETTING 

         INCREASED LIBIDO 

         DECREASED LIBIDO 

         IMPOTENCE 

         ROOT CANAL 

             WHICH TEETH? __________ 

 


