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                                               Evaluation Form
Name______________________________________________                                                                    Date___  /___  /___

Address____________________________________________                                                            Age_____    Male   Female

City ______________________State_________Zip Code_________                                              Date of Birth___/  __/  ___
Telephone______________________C________________Email______________________________________________________________
Referred By___________________________________________

Physician_____________________________________________ 

Occupation____________________________________________

Have you ever been treated with acupuncture?_______________________________________________________________________
What do you want treated with acupuncture?________________________________________________________________________
How long have you had this condition?______________________________________________________________________________
What medical diagnosis have you received?__________________________________________________________________________
What other treatments have you received for this condition?_________________________________________________________
What Medications, Supplements, Herbs, or Homeopathic Remedies are you taking?

Please Circle ALL That Apply:
AIDS/HIV

Alcoholism

Allergies

Anxiety

Asthma

Blood Pressure ___/___

Cancer

Coffee Drinker

Constipation

Depression

Diabetes

Diarrhea

Dizziness

Emphysema

Endocrine/Thyroid Disorders Fibromyalgia

Heart Disease

Hepatitis A B C

Herpes

High Cholesterol

Incontinence

Insomnia

Irregular Menstruation

Joint Pain

Kidney Stones

Latex Allergy

Lyme  Disease

Lymph Nodes Removed

Menopausal Symptoms   

Migraines/Headaches

Multiple Sclerosis

Muscle Pain

Pacemaker

Polio

Prescription Drug User

Prostrate Disorders

Recreational Drug User

Rheumatic Fever

Scarlet Fever

Seizures

Skin Rashes

Smoker

Tuberculosis

Ulcers

Urinary Tract Infection

Other________________________

Are you Pregnant or trying to get Pregnant?___________________

Describe any significant  injuries, illnesses, and /or surgeries:
Is there anything else that you would like to include?

