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	PATIENT INFORMATION

First Name:________________ Middle Initial_____

Last Name:________________________________

Address:__________________________________

City:______________________________________

State:_________________ Zip:________________

E-mail:_________________@_________________

Twitter:@__________________________________
Facebook.com/_____________________________
Google+__________________________________
Sex: M     F                           Age:_______________

Birth Date:________________________________

Married         Widowed           Single          Minor

  Separated        Divorced        Partner for___years

Occupation:_______________________________

Employer/School:__________________________

                 Address:__________________________

                               __________________________

                State:__________ Zip:_______________

                Phone: (          )   _________  -_________
                # of hours per week:_________________
Spouse:__________________________________
Date of Birth:__________ SSN:_____-_____-_____

Employer:_________________________________

Whom may we thank for referring you?_________ _________________________________________

PHONE NUMBERS
Home: (_______)__________-________________

Cell:      (_______)__________-________________

Work:  (_______)__________-________________

Best time and place to reach you:______________

_________________________________________

EMERGENCY CONTACT
Name:____________________________________
         Relationship:__________________________

         Cell  #: (_____) ______ - ________________

         Home: (_____) ______ - ________________
         Work:  (_____) ______ - _________________
	INSURANCE

Who is responsible for this account?_______________
____________________________________________
Relationship to Patient:__________________________
Date of Birth:__________ SSN:_____-_____-_______

Insurance Co:_________________________________
Group #:_____________________________________
Phone #:(_______)_________  -  _________________
Is patient covered by any additional insurance?

 Y       N     
Subscriber’s Name:____________________________

Date of Birth:__________ SSN:_____-_____-_______

Relationship to patient:__________________________
Secondary Insurance Co:________________________

Group #:_____________________________________

Phone #:(______)________ - ____________________
Assignment and Release

I certify that I, and/or my dependant(s), have insurance coverage with:________________________________
and assign directly to the Los Angeles Mobile Acupuncture group, assigned provider or agents all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by my insurance submissions.

Los Angeles Mobile Acupuncture and its providers may use my health care information and may disclose such information to the above named insurance company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related  services. This consent will end upon written notice or 7 years after last visit.
Patient Signature             (Or Patient Representative)           
Date

                                    (Indicate relationship if signing for patient)


Patient Printed Name:________________________________________________________________________

FINANCIAL AGREEMENT HEALTH INSURANCE

We would like to take a moment to welcome you to our office and assure you that you will receive the very best of care available for your condition. In order to familiarize you with the financial policy of this office we would like to explain how your medical bills will be handled.

Explanation of Insurance Coverage:

Many insurance policies do cover acupuncture care but this office makes no representation that yours does. Insurance policies may vary greatly in terms of deductible and percentage of coverage for acupuncture care. Because of the variance from one insurance policy to another, we require that you, the patient, be personally responsible for the payment of your deductibles, as well as any unpaid balances in this office. We will do our best to verify your insurance coverage, and will bill your insurance in a timely manner.

Payment Arrangements

We require that you pay $20 towards today’s charges and $20 on each visit. Your full portion of the bill is expected to be when payment is received from your insurance carrier. Any unpaid balances will be considered past due 30 days following insurance reimbursement Past due balances may have an interest charge of 1.5 % applied per month.

Assignment of Benefits

Attached is an “Assignment of Benefits” form which we would like you to sign. This form directs your insurance company to send payments directly to this office. If your insurance carrier sends payment to you for services incurred in this office, you agree to send or bring those payments to this office upon receipt. If you pay for your visits in full the assignment need not be signed and the payments will be sent directly to you from the insurance.

Release of Information

If your insurance company requires medical reports or records to document your treatment or progress, your signature below authorizes this office to release the medical information necessary to process your claim.

Voluntary Termination of Care

If you suspend or terminate your care at any time, your portion of all charges for professional services is immediately due and payable to this office.  All services rendered by this office are charged directly to you, and you, ultimately will be personally responsible for payment regardless of your insurance coverage.

We hope this answers any questions you might have concerning the financial policy of this office. Once again we welcome your to our office, and will be glad to answer any further questions that you might have.

I have read and agree to the above.

Patient Signature 





(Or Patient Representative) 

Date









(Indicate relationship if signing for patient)

Patient Printed Name:________________________________________________________________________

Acknowledgement of Notice of Privacy Practices

I have been presented with a copy of the Notice of Privacy Practices for the offices of the Los Angeles Mobile Acupuncture group, detailing how my information may be used and disclosed as permitted under federal and state law.

Patient Signature 





(Or Patient Representative) 

Date









(Indicate relationship if signing for patient)

Acupuncture Informed Consent to Treat
I hereby request and consent to the performance of acupuncture treatments nd other procedures within the scope of the practice of acupuncture on me (or on the patient name below for whom I am legally responsible) by the acupuncturist below or any acupuncturist at the Los Angele Mobile Acupuncture group who now or in the future treat me while employed by, working or associated with or serving as back-up for the acupuncturist listed below, including those working at the clinic, office, or group listed below or any other office or clinic, whether signatories to this form or not.

I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling. I understand that the herbs may need to be prepared and the teas consumed according to the instructions provided orally and in writing. The herbs may be an unpleasant smell o taste. I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising, numbness or tingling near the needling sites that may last a few days, and dizziness or fainting. Burns and/or scarring are a potential risk of moxibustion and cupping, or when treatment involves the use of heat lamps. Bruising is a common side effect of cupping. Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax). Infection is another possible risk although the clinic uses sterile disposable needles and maintains a clean and safe environment.

I understand that while this document describes the major risks of treatment, other side effects and risks ay occur. The herbs and nutritional supplements (which are from plant, anima and mineral sources) that have been recommended are traditionally considered safe in the practice of Chinese Medicine, although some may be toxic in large doses. I understand tat some herbs may be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the tongue. I will notify a clinical staff member who is caring for me if I am or become pregnant.

I do not expect the clinic staff to be able to anticipate and explain all possible risks and complications of treatment, and I wish to rely on the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then known is in my best interest. I understand that results are not guaranteed.

By voluntarily signing below, I show that I have read, or have had read to me, the above consent to treatment, have been told about the risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Patient Signature 
(Or Patient Representative) 






Date




(Indicate relationship if signing for patient)

Patient Printed Name:________________________________________________________________________
Arbitration Agreement

Article 1:  Agreement to Arbitrate:  It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be determined by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process except as state and federal law provides for judicial review of arbitration proceedings.  Both parties to this contract by entering into it, are giving up their constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration.  

Article 2:  All Claims Must be Arbitrated:  It is also understood that any dispute that does not relate to medical malpractice, including disputes as to whether or not a dispute is subject to arbitration, will also be determined by submission to binding arbitration.  It is the intention of the parties that is agreement bind all parties as to all claims arising out of or relating to treatment or services provided by the health care provider including any heirs or past, present or future spouse(s) of the patient in relation to all claims, including loss of consortium.  This agreement is also intended to bind any children of the patient whether born or unborn at the time of the occurrence giving rise to any claim.  This agreement is intended to bind the patient and the health care provider and/or other licensed health care providers or preceptorship interns who now or in the future treat the patient while employed by, working or associated with or serving as a back-up for the health care provider, including those working at the health care provider’s clinic or office or any other office where signatories to this form or not.  All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health care provider’s associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages.

Article 3: Procedures and Applicable Law:  A demand for arbitration must be communicated in writing to all parties.  Each party shall select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties within thirty days thereafter.  The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration    Each party to the arbitration shall pay such party’s pro rata share of expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees or other expenses incurred by a party for such party’s own benefit.  

Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the neutral arbitrator.  The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party in a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending arbitration.  

The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce evidence of any amount payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to recover non-economic losses, and the right to have a judgment for future damages conformed to periodic payments, shall apply to disputes within this Arbitration Agreement.  The parties further agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern any arbitration conducted pursuant to this Arbitration Agreement. 

Article 4:  General Provision:  All claims based upon the same incident, transaction or related circumstances shall be arbitrated in one proceeding.  A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would be barred by the applicable legal statue of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures prescribed herein with reasonable diligence.  

Article 5:  Revocation:  This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature and if not revoked will govern all professional services received by the patient and all other disputes between the parties.  

Article 6:  Retroactive Effect:  If patient intends this agreement to cover services rendered before this date it is signed (for example, emergency treatment) patient should initial here.  _____________.  Effective as the date of first professional services.

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not be affected by the invalidly of any other provision.  I understand that I have the right to receive a copy of this Arbitration Agreement.  By my signature below, I acknowledge that I have received a copy. 

Notice:  By signing this contract you are agreeing to have any issue of medical malpractice decided by neutral arbitration and you are giving up your right to a jury or court trial.  See Article 1 of this contract.

Patient Signature 





(Or Patient Representative) 

Date









(Indicate relationship if signing for patient)

Office Signature









Date

MALE: MEDICAL INTAKE and PERSONAL HISTORY
AFTER FILLING OUT: Please, e-Mail to scheduling@lamobileacu.com, Fax to (866)629-8089 or Hold for us. 

Patient Note: This is a confidential record of your medical history. It will not be released except when you have authorized us to do so.
Successful health care and preventive medicine are only possible when the doctor has a thorough understanding of your health ― physically, mentally and emotionally. Please complete this questionnaire as thoroughly as possible. Mark anything you do not understand with a question mark. Thank you.
Last Name:___________________ First Name:____________ MI:______ Today's Date: ____________ 
Are you receiving health care anywhere else? Yes / No

If yes where and from whom?____________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Chief Complaints: List your health concerns in order of their importance to you. When did they start and what makes them better or worse, if anything?

1._________________________________________________________________________________________________________________________________________________________________________

2._________________________________________________________________________________________________________________________________________________________________________

3._________________________________________________________________________________________________________________________________________________________________________

4._________________________________________________________________________________________________________________________________________________________________________

5._________________________________________________________________________________________________________________________________________________________________________

6._________________________________________________________________________________________________________________________________________________________________________

7._________________________________________________________________________________________________________________________________________________________________________

GENERAL PAIN INDEX QUESTIONNAIRE
We would like to know how much your pain presently prevents you from doing what you would normally do. Regarding each category, please indicate the overall impact your present pain has on your life, not just when the pain is at its worst.

Please circle the number which best describes how your typical level of pain affects these six categories of activities.

1. FAMILY / AT-HOME RESPONSIBILITIES: (SUCH AS YARD WORK, CHORES AROUND THE HOUSE OR DRIVING THE KIDS TO SCHOOL)
0 

1
 2
 3

 4
 5
 6
 
7
 8
 9

 10

COMPLETELY ABLE TO FUNCTION 








UNABLE TO FUNCTION

2. RECREATION: (INCLUDING HOBBIES, SPORTS OR OTHER LEISURE ACTIVITIES)
0 

1
 2
 3

 4
 5
 6
 
7
 8
 9

 10

COMPLETELY ABLE TO FUNCTION 








UNABLE TO FUNCTION

3. SOCIAL ACTIVITIES: (INCLUDING PARTIES, THEATER, CONCERTS, DINING –OUT AND ATTENDING OTHER SOCIAL FUNCTIONS)
0 

1
 2
 3

 4
 5
 6
 
7
 8
 9

 10

COMPLETELY ABLE TO FUNCTION 








UNABLE TO FUNCTION

4. EMPLOYMENT: (INCLUDING VOLUNTEER WORK AND HOMEMAKING TASKS)
0 

1
 2
 3

 4
 5
 6
 
7
 8
 9

 10

COMPLETELY ABLE TO FUNCTION 








UNABLE TO FUNCTION

5. SELF –CARE: (SUCH AS TAKING A SHOWER, DRIVING OR GETTING DRESSED)
0 

1
 2
 3

 4
 5
 6
 
7
 8
 9

 10

COMPLETELY ABLE TO FUNCTION 








UNABLE TO FUNCTION

6. LIFE –SUPPORT ACTIVITIES: (SUCH AS EATING AND SLEEPING)
0 

1
 2
 3

 4
 5
 6
 
7
 8
 9

 10

COMPLETELY ABLE TO FUNCTION 








UNABLE TO FUNCTION

SCORE _ [60] 









BENCHMARK = 5

Allergies
To any drugs? _________________________________________________________________________ 

To any foods? _________________________________________________________________________ To any environmental pollens/grasses? ____________________________________________________ Other? _______________________________________________________________________________
Surgeries: List the type and year of any surgeries: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Hospitalizations: List any other hospitalizations and the reason: __________________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________ List all the medications that you are currently taking, including dosage
Be sure to include things such as: Laxatives, Cortisone, Tranquilizers, Pain Reliever, Appetite suppressants, Thyroid medications, Antacids, Antibiotics, Sleeping pills, Birth Control Pills, water pills, hormone replacement, blood pressure medications and any other prescription medications:
	Name of Medication
	Dosage/Frequency
	Length of Use
	Reason for Medication

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	


List all vitamins, minerals, herbs, homeopathic remedies and nutritional supplements you are currently taking:
	Vitamin or Supplement
	Dosage/Frequency
	Length of Use
	Reason for Supplement

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	


Personal Habits:

Do you eat three meals per day?
YES NO
Do you consume alcohol? 
YES NO 

How many hours of sleep each night? _________ 
Beer Wine Spirits

Do you wake feeling rested? 
YES NO
Number of drinks per day/week/month _______

Do you spend time outside?
YES NO
Do you smoke?
YES NO

Do you have a supportive relationship?
YES NO

Current Past

Do you take vacations?
YES NO

Yr started _______ Yr stopped _______

Have you had any major traumas?
YES NO
Recreational drug use? 
YES NO PAST

Do you have a history of abuse?
YES NO
amphetamines barbituates narcotics


(physical, emotional or sexual)

heroin cocaine marijuana

Do you drink coffee?
YES NO
other____________________________________

Do you drink black tea?
YES NO
Religious or spiritual practice? 
YES NO

Do you drink sodas or energy drinks? 
YES NO
Do you enjoy your job? 
YES NO

Do you consume sugar?
YES NO
Do you watch TV? 
YES NO 




Do you read? ? 
YES NO
Typical Daily Food Intake

Breakfast: ____________________________________________________________________________

Lunch: _______________________________________________________________________________ 

Dinner: ______________________________________________________________________________ 

Snacks: ______________________________________________________________________________ 

Beverages: ___________________________________________________________________________
How much/often do you consume of the following?

☐ soda or carbonated beverages
NEVER
RARELY
SOMETIMES
FREQUENT

☐ white flour products
NEVER
RARELY
SOMETIMES
FREQUENT

☐ fried foods
NEVER
RARELY
SOMETIMES
FREQUENT

☐ raw foods
NEVER
RARELY
SOMETIMES
FREQUENT

☐ refined sugar
NEVER
RARELY
SOMETIMES
FREQUENT

☐ red meat or pork
NEVER
RARELY
SOMETIMES
FREQUENT

☐ tap water
NEVER
RARELY
SOMETIMES
FREQUENT

☐ fresh vegetables
NEVER
RARELY
SOMETIMES
FREQUENT

☐ fresh fruit
NEVER
RARELY
SOMETIMES
FREQUENT

☐ pure water (eg. bottled)
NEVER
RARELY
SOMETIMES
FREQUENT

☐ cook with shortening or oils
NEVER
RARELY
SOMETIMES
FREQUENT

other than coconut oil

☐ margarine
NEVER
RARELY
SOMETIMES
FREQUENT

☐ green leafy vegetables (spinach, salad, etc)
NEVER
RARELY
SOMETIMES
FREQUENT
☐ sweets/deserts
NEVER
RARELY
SOMETIMES
FREQUENT

☐ candy
NEVER
RARELY
SOMETIMES
FREQUENT

Current Metabolic Status: Please indicate your present state for each of the following items 

Sleep. usual bedtime, hours slept, problems with falling asleep or waking up after your fall asleep, dreams and/or nightmares.

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Energy Level when waking up, throughout the day. 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Bowel Movements. frequency (number per day), quality of stools (small and hard, loose, etc.) 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Urination. approximate number of times per day, waking up at night to urinate, pain or other symptoms during urination, etc.

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Perspiration. do you perspire excessively during the day or at night. do you NOT perspire when it would be appropriate to do so (for example, during exercise)

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Exercise
How often do you exercise and what type of exercise? 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Do you experience any symptoms during exercise (pain in any particular place in your body, shortness of breath, extreme fatigue beyond what is normal for the activity, heart palpitations, dizziness, abnormally high or low perspiration, etc.)?

_________________________________________________________________________________________________

_________________________________________________________________________________________________

If you know your blood type, please tell us: __________________

Weight ___________ Weight 1 year ago ____________ Maximum Weight _________ when? ________ What do you think should be your desired weight ____________ Height ___________

Personal Medical History: Please circle any of the following conditions/symptoms you have had, Yes-I have this now; Never-I've never had it; Past-I've had it in the past but not now.
Head

Headaches? 
YES NEVER PAST 
Head injury or trauma? 
YES NEVER PAST
Migraines? 
YES NEVER PAST 
Concussion? 
YES NEVER PAST
Lightheadedness? 
YES NEVER PAST 
Loss of balance? 
YES NEVER PAST
Dizziness? 
YES NEVER PAST 
Jaw/TMJ problems? 
YES NEVER PAST
Bell's Palsy? 
YES NEVER PAST 
Other? __________________________
Eyes

Spots in Eyes? 
YES NEVER PAST
Cataracts?
YES NEVER PAST
Impaired vision? 
YES NEVER PAST
Glasses/Contacts?
YES NEVER PAST
Blurriness? 
YES NEVER PAST
Tearing or dryness?
YES NEVER PAST
Color blindness? 
YES NEVER PAST
Glaucoma?
YES NEVER PAST
Double Vision? 
YES NEVER PAST
Night Blindness?
YES NEVER PAST
Eye Pain? 
YES NEVER PAST
Circles under eyes?
YES NEVER PAST
Swollen Eyes? 
YES NEVER PAST
Other? ___________________________

Eyestrain? 
YES NEVER PAST
Ears

Impaired hearing? 
YES NEVER PAST
Ringing in ears? 
YES NEVER PAST
Deafness? 
YES NEVER PAST
Excessive ear wax? 
YES NEVER PAST
Earaches? 
YES NEVER PAST
Frequent ear infections?
YES NEVER PAST
Itching of ears? 
YES NEVER PAST
Other? ___________________________
Nose & Sinuses

Frequent Colds? 
YES NEVER PAST 
Polyps?
YES NEVER PAST
Stuffiness? 
YES NEVER PAST
Sinus Problems?
YES NEVER PAST
Post Nasal Drips? 
YES NEVER PAST
Hayfever?
YES NEVER PAST
Loss of Smell? 
YES NEVER PAST
Allergies?
YES NEVER PAST
Bell's Palsy? 
YES NEVER PAST
Other? ___________________________
Nose Bleeds? 
YES NEVER PAST

Mouth & Throat

Frequent sore throat? 
YES NEVER PAST 
Sore Tongue? 
YES NEVER PAST
Sores in mouth? 
YES NEVER PAST 
Gum problems? 
YES NEVER PAST
Hoarseness? 
YES NEVER PAST  
Dental Problems? 
YES NEVER PAST
Difficulty Swallowing? 
YES NEVER PAST 
Difficulty Speaking? 
YES NEVER PAST
Loss of Taste? 
YES NEVER PAST 
Dental Cavities? 
YES NEVER PAST
Teeth Grinding? 
YES NEVER PAST 
Jaw Clicks? 
YES NEVER PAST
Sore Lips? 
YES NEVER PAST 
Copious Saliva? 
YES NEVER PAST
Enlarged lymph nodes? 
YES NEVER PAST 
Dry Mouth? 
YES NEVER PAST


Other? ________________________________
Respiratory
Coughing?
YES NEVER PAST 
Sputum? 
YES NEVER PAST
Spitting up blood? 
YES NEVER PAST 
Bronchitis? 
YES NEVER PAST
Wheezing?
YES NEVER PAST 
Pleurisy? 
YES NEVER PAST
Difficulty breathing? 
YES NEVER PAST  
Emphysema? 
YES NEVER PAST
Pain with breathing? 
YES NEVER PAST  
Pneumonia? 
YES NEVER PAST
Shortness of breath? 
YES NEVER PAST  
Asthma? 
YES NEVER PAST

- while lying down? 
YES NEVER PAST 
Positive TB Test? 
YES NEVER PAST

- at night?
YES NEVER PAST 
Other? ________________________________
Cardiovascular

Heart disease?
YES NEVER PAST
Angina?
YES NEVER PAST
High/Low blood pressure? 
YES NEVER PAST
Heart murmurs?
YES NEVER PAST
Blood Clots? 
YES NEVER PAST
Fainting?
YES NEVER PAST
Phlebitis? 
YES NEVER PAST
Palpitations?
YES NEVER PAST
Rheumatic Fever? 
YES NEVER PAST
Heart Flutters?
YES NEVER PAST
Swelling in ankles? 
YES NEVER PAST
Chest Pain?
YES NEVER PAST
Bleeding/clotting disorder? YES NEVER PAST
Stroke?
YES NEVER PAST

High cholesterol? 
YES NEVER PAST
Heart attack?
YES NEVER PAST
Atherosclerosis?
YES NEVER PAST
Other? ________________________________
Circulation

Cold hands/feet?
YES NEVER PAST 
Varicose veins? 
YES NEVER PAST
Deep leg pain?
YES NEVER PAST
Anemia? 
YES NEVER PAST
Easy bleeding/bruising?
YES NEVER PAST
Thrombophlebitis? 
YES NEVER PAST



Other? ________________________________
Urinary

Pain during urination? 
YES NEVER PAST
Increased frequency?
YES NEVER PAST
Frequency at night? 
YES NEVER PAST 
Unable to hold urine?
YES NEVER PAST
Bladder infections? 
YES NEVER PAST
Kidney stones?
YES NEVER PAST
Unable to urinate?
YES NEVER PAST
Blood in urine?
YES NEVER PAST


Other? __________________________________
Gastrointestinal

Trouble swallowing? 
YES NEVER PAST
Liver disease? 
YES NEVER PAST

Jaundice? 
YES NEVER PAST
Hepatitis? 
YES NEVER PAST

Nausea? 
YES NEVER PAST
Heartburn? 
YES NEVER PAST

Vomiting blood? 
YES NEVER PAST
Acid Reflux? 
YES NEVER PAST

Blood in stool? 
YES NEVER PAST
Change in appetite? 
YES NEVER PAST

Abdominal pain/cramps? 
YES NEVER PAST
Vomiting? 
YES NEVER PAST

Belching or passing gas? 
YES NEVER PAST
Diarrhea? 
YES NEVER PAST

Gallbladder disease? 
YES NEVER PAST
Constipation? 
YES NEVER PAST

Ulcers? 
YES NEVER PAST 
Bloating? 
YES NEVER PAST

Stomach pain? 
YES NEVER PAST
Hemorrhoids? 
YES NEVER PAST

Black Stools? 
YES NEVER PAST
Change in thirst? 
YES NEVER PAST

Diverticulitis/losis? 
YES NEVER PAST 
Colitis? 
YES NEVER PAST

Crohn's disease? 
YES NEVER PAST
Hiatal Hernia? 
YES NEVER PAST

Irritable Bowel Syndrome? YES NEVER PAST
Other? ________________________________
Skin

Rashes? 
YES NEVER PAST
Itching? 
YES NEVER PAST

Hives? 
YES NEVER PAST
Dryness? 
YES NEVER PAST

Acne, boils? 
YES NEVER PAST
Perpetual hair loss? 
YES NEVER PAST

Color changes? 
YES NEVER PAST
Night sweats? 
YES NEVER PAST

Lumps? 
YES NEVER PAST
Sores? 
YES NEVER PAST

Ulceration? 
YES NEVER PAST
Infections? 
YES NEVER PAST

Shingles? 
YES NEVER PAST
Change in hair/nails? 
YES NEVER PAST

Eczema? 
YES NEVER PAST
Other? ________________________________
Psoriasis? 
YES NEVER PAST
Neck

Pain or stiffness? 
YES NEVER PAST 
Lumps? 
YES NEVER PAST

Swollen Glands? 
YES NEVER PAST 
Herniated disk? 
YES NEVER PAST

Pinched nerve? 
YES NEVER PAST
Other? ________________________________
Musculoskeletal

Joint pain or stiffness? 
YES NEVER PAST 
Osteopenia? 
YES NEVER PAST

Muscle spasms? 
YES NEVER PAST 
Broken Bones? 
YES NEVER PAST

Muscle weakness? 
YES NEVER PAST 
Back Pain? 
YES NEVER PAST

Arthritis? 
YES NEVER PAST 
Herniated disk? 
YES NEVER PAST

Bursitis? 
YES NEVER PAST 
Back surgery? 
YES NEVER PAST

Osteoporosis? 
YES NEVER PAST
Other? ________________________________
Neurological

Seizures? 
YES NEVER PAST 
Paralysis? 
YES NEVER PAST

Muscle weakness? 
YES NEVER PAST 
Numbness or tingling? 
YES NEVER PAST

Loss of memory? 
YES NEVER PAST 
Loss of balance? 
YES NEVER PAST

Vertigo? 
YES NEVER PAST 
Lightheaded? 
YES NEVER PAST

Dizziness? 
YES NEVER PAST 
Poor concentration? 
YES NEVER PAST

Trembling hands/feet? 
YES NEVER PAST 
Slurred Speech? 
YES NEVER PAST

Mood swings? 
YES NEVER PAST 
Neuralgia? 
YES NEVER PAST

Epilepsy? 
YES NEVER PAST 
Loss of Coordination? 
YES NEVER PAST

Easily stressed? 
YES NEVER PAST
Other? ________________________________

Mental / Emotional

Excess Stress? 
YES NEVER PAST 
Suicidal thoughts? 
YES NEVER PAST

Anxiety? 
YES NEVER PAST 
Treated for emotions? 
YES NEVER PAST

Panic Attacks? 
YES NEVER PAST 
Nervousness? 
YES NEVER PAST

Depression? 
YES NEVER PAST 
Seasonal depression? 
YES NEVER PAST

Mood swings? 
YES NEVER PAST 
Other? ________________________________
Memory loss? 
YES NEVER PAST
Endocrine

Hypothyroid? 
YES NEVER PAST 
Heat or cold intolerance? 
YES NEVER PAST

Hyperthyroid? 
YES NEVER PAST 
Diabetes? 
YES NEVER PAST

Hypoglycemia? 
YES NEVER PAST 
Excessive hunger? 
YES NEVER PAST

Excessive thirst? 
YES NEVER PAST 
Seasonal depression? 
YES NEVER PAST

Unexplained weight loss? 
YES NEVER PAST 
Easy weight gain? 
YES NEVER PAST

Poor appetite? 
YES NEVER PAST 
Pituitary disorder? 
YES NEVER PAST

Fatigue? 
YES NEVER PAST 
Adrenal problem? 
YES NEVER PAST

Hormonal problems? 
YES NEVER PAST
Other? ________________________________
Immune

Slow wound healing? 
YES NEVER PAST 
Reaction to vaccinations? 
YES NEVER PAST

Chronic fatigue synd.? 
YES NEVER PAST 
Chronic infections? 
YES NEVER PAST

Chronic swollen glands? 
YES NEVER PAST
Cancer? 
YES NEVER PAST



Other? ________________________________
Infectious Illnesses

Scarlet Fever? 
YES NEVER PAST 
Mumps? 
YES NEVER PAST

Diphtheria? 
YES NEVER PAST 
Measles? 
YES NEVER PAST

Rheumatic Fever? 
YES NEVER PAST 
Polio? 
YES NEVER PAST

Chicken Pox? 
YES NEVER PAST 
Meningitis? 
YES NEVER PAST

German Measles? 
YES NEVER PAST
Epstein-Barr? 
YES NEVER PAST



Other? ________________________________
Male Genitourinary System 

Urinary Frequency? 
YES NEVER PAST 
pain or sores on penis? 
YES NEVER PAST

Urging without passing urine? 
YES NEVER PAST 
discharge from penis? 
YES NEVER PAST

Waking during night to urinate? 
YES NEVER PAST 
hernias? 
YES NEVER PAST

Pain/burning 
YES NEVER PAST 
testicular pain? 
YES NEVER PAST

trouble starting urine? 
YES NEVER PAST 
testicular swelling? 
YES NEVER PAST

cloudy urine? 
YES NEVER PAST 
lumps on testicles, ?
red-tinged/blood urine? 
YES NEVER PAST 
   -scrotum or penis 
YES NEVER PAST

foul-smelling urine? 
YES NEVER PAST 
inability to achieve or
Prostate Cancer? 
YES NEVER PAST 
   maintain an erection? 
YES NEVER PAST

BPH? 
YES NEVER PAST 
premature ejaculation? 
YES NEVER PAST

testicular cancer? 
YES NEVER PAST 
surgery of prostate, genitals,
penile cancer? 
YES NEVER PAST
hernia, vasectomy?
YES NEVER PAST


Other? ________________________________

Sexually Transmitted diseases? YES NO

herpes, venereal warts, gonorrhea, syphillis, chlamydia, chancre, HIV/AIDS other

Have any male members of your family had

____ Prostate Cancer ____ Enlarged Prostate ____ Testicular Cancer If so, who? _________________

Date of your last prostate exam _________________

Ever have abnormal findings on a prostate exam 
YES NO ____________________

Sexual History

Are you currently sexually active? YES NO 

With men, women or both? _______

Do you have multiple partners? YES NO

Do you experience pain or discomfort during sex? YES NO

Do you use condoms or other birth control methods? YES 
NO __________________________

Your Own Childhood History: To the best of your memory, please provide the following information about YOUR childhood

Age of your mother when you were born: ______

Number of her previous pregnancies:_______

Indicate any medical problems your mother had while pregnant with you?

________________________________________________________________________________

________________________________________________________________________________

Did your mother take any medications during pregnancy: 

________________________________________________________________________________

Did she use Alcohol or Tobacco while pregnant with you or while nursing? Y N

Does your mother have any allergies: __________________________________________________

 ________________________________________________________________________________

Were you breastfed as a child and if so, how long? ________________________________________________________________________________

What vaccinations did you receive as a child and at what ages?

MMR:____________________________ 
Hepatitis B ______________________

Polio ___________________________ 
Tetanus booster __________________

Hepatitis A______________________ 
Varicella________________________

DPT:____________________________ 
Other___________________________

Hib_____________________________  

Did your parents note any adverse reactions to vaccinations or illnesses around the time you received them?

________________________________________________________________________________________

During each of the following age periods, 1) where did you live, 2) what illnesses did you have? - birth to 2 years

________________________________________________________________________________________

- 2 years to 5 years

________________________________________________________________________________________

- 5 years to puberty ________________________________________________________________________________________

- puberty through roughly age 20 ________________________________________________________________________________________

________________________________________________________________________________________

Family Medical History:
	
	Father
	Mother
	
	Brothers
	
	
	Sisters
	
	
	Other Relatives
	

	
	
	
	1
	2
	3
	1
	2
	3
	
	
	

	Age (if living)
	
	
	
	
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	
	
	
	

	Heart Trouble
	
	
	
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	
	
	
	

	Epilepsy
	
	
	
	
	
	
	
	
	
	
	

	Mental Disorders
	
	
	
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	
	
	
	
	
	

	Other Conditions
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Age at death
	
	
	
	
	
	
	
	
	
	
	

	Cause of death
	
	
	
	
	
	
	
	
	
	
	


Hobbies & Interests
Hobbies & Interests: ________________________________________________________________ 

What do you enjoy doing the most? ____________________________________________________ 

How often do you do the above activities? _______________________________________________

Your Opinions About Your Health
How does your condition affect you? __________________________________________________ ________________________________________________________________________________ ________________________________________________________________________________

What do you think is happening; why do you think you have this condition? ____________________ ________________________________________________________________________________

What do you feel needs to happen for you to get better? ___________________________________ ________________________________________________________________________________ ________________________________________________________________________________

Is there any additional information you would like to add? __________________________________ ________________________________________________________________________________ 

How much change are you willing to make at this time for improving your health?

circle one: MINIMAL 
SOME 
COMPLETE
FORM COMPLETE!
Thanks for filling this all out. We know it took some time. Thank You!
The more we know about you as an individual (not your ailment) the better we can understand how to help to lead and guide you through your health and path of wellness.

Welcome to Los Angeles Mobile Acupuncture group and our home health care family.
Please feel free ask your provider questions or for information about acupuncture, primary health care with alternative medicine or any of our services and how we can help you, your family, friends and community. We are here to help and educate you about your health, not to judge you for it.
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