Rachel Kriger, M.Ac., L.Ac.

Points of Return Acupuncture

215-495-3229

	First Name:                                           Last Name:                                          Male/Female

	Address:

	City:                                                       State:                         Zip:

	Phone:                                         

	Email:

	Date of birth:                                           Age:

	Marital status:

	Emergency contact:                                        Relationship:                Phone:

	Referred by:


Please describe the main reason for your visit today:
___________________________________________________________
___________________________________________________________
How long have you had this condition? _______________________________________________
What seemed to be the initial cause?_________________________________________________
What seems to make it better?______________________________________________________
What seems to make it worse?______________________________________________________
Does it bother your   Sleep______ Work_______ Other (what?)____________________________
Other reasons for seeking treatment: anything including but not limited to: any hopes or expectations, any other health issues, pet peeves, what is thriving in your life, hobbies, passions, your favorite season etc… Write on back if more space is 
___________________________________________________________
___________________________________________________________
___________________________________________________________
Please indicate if you have any of the following:


___Cardiac pacemaker           
___Seizure disorder
___Bleeding disorder/ Blood thinners
___Fainting disorders
___High blood pressure
___Believe you are or may be pregnant
___HIV/AIDS positive
___Hepatitis  
___Tuberculosis 
Other:____________________

List all major childhood and adult illnesses:
___________________________________________________________
___________________________________________________________
Have you had any surgeries, major accidents or injuries, please explain: 
___________________________________________________________
List any major disease or illness in your immediate family and indicate family member:  
List all medications or supplements, including herbs and vitamins you are currently taking:
Occupation: 

Do you have a regular exercise program? 
 Please describe. 


Are you on a restricted diet? 
 What kind? 


How much sugar/dessert do you eat per week?

How much dairy do you eat per week?

Cigarettes (packs/week)               Coffee/Tea (cups/week)                   Alcohol (drinks/week)______
Do you do any drugs? _____________ How much per week?__________________
Indicate painful or distressed areas.  Please rate pain on a scale of 0 (No pain) to 10 (Worst pain)
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Patient SYMPTOMS: Please put a "C" if the condition is current or a "P" if you had it in the past, or both

General
     Insomnia

     Dreams/ nightmares

     Fatigue

     Poor memory

__ Cold hands & feet 
     Chills

     Fever
Head & Neck
     Headaches

     Migraines
     Stiff neck

     Dizziness

     Fainting
Ears
     Ringing

     Hearing loss

__ Infections

     Earache

     Vertigo
Eyes
     Glasses/ contact lenses

     Blurred vision

     Poor night vision

     Spots or floaters

__ Double vision

     Glaucoma

     Cataracts
Nose, Throat & Mouth
     Sinus infection

     Hay fever/ allergies

     Frequent sore throat

__ Mouth & tongue ulcers

     Frequent colds

     Nosebleed

     Dry nose

     Nasal congestion

     Loss of voice

     Thirst

     Excessive phlegm

     TMJ

__Gum problems

     Dry mouth

Skin

     Hives or rashes
     Eczema/ psoriasis

     Night sweating

     Excess sweating
     Dry or itchy skin

    Easily bruised

     Changes in moles, lumps

Respiratory
     Difficulty breathing

__ Wheezing

     Asthma

     Chronic cough

     Wet cough

     Dry cough

     Coughing up phlegm

     Coughing up blood

     Shortness of breath

     Tight chest

     Pneumonia
Cardiovascular
     High blood pressure

     Low blood pressure

     Chest pain or tightness

     Palpitation

     Rapid heart beat

     Irregular heart beat

     Poor circulation

     Swollen ankles

     Phlebitis

     Anemia

     History of heart attack

Gastrointestinal
     Nausea

     Indigestion

     Stomach pain

     Diarrhea

     Constipation

     Poor appetite

     Excessive hunger

     Vomiting

     Gas

     Hiccups

     Acid regurgitation

     Bloating

     Bad breath

     Laxative use

     Bloody stool

Musculoskeletal
     Joint pain

     Sore muscles

     Weak muscles

__ Limited range of motion

Neurological
     Seizures

     Tremors

     Numbness or tingling

     Pain (describe)

     Paralysis

Mental/Emotional

__ Depression

__ Mood swings

__ Irritability

__ Loneliness

__ Shy

__ Cry often

__ Worry a lot

__ Compulsive behaviors

__ Suicidal thoughts

__ Lose temper

__ Frustration

Urinary
     Pain on urination

     Frequent urination

__Blood in urine

     Unable to hold urine

     Incomplete urination

     Bedwetting

     Wake to urinate

     Increased libido

     Decreased libido

     Kidney stones

Infection Screening
     HIV risks: self or partner

     TB: self or household

     Hepatitis risk: self or partner

     History of sexually transmitted

     disease: self or partner

__Herpes: oral/genital: self/partner

Birth control:________________
Women only:
Are you pregnant now?
□ Yes            □ No
Number of children:_________
Number of pregnancies:______
Age of first period:__________
Age of menopause if applicable:______
Is/was your menses cycle regular?
□ Yes           □ No
Average number of days in flow:____
The flow is:
□ Normal        □ Heavy        □ Light
The color is:
□ red            □ dark            □ purple     
□ light brown       □ brown 
Do you have the following menstruation related symptoms?
□ Blood clots
□ Cramps
□ Nausea
□ Breast distension
□ PMS
□ Bleeding between periods
□ Heavy vaginal discharge between periods
Men Only:
□ Discharge
□ Pain or swelling of testicles
□ Ejaculatory problems
□ Impotence/erectile dysfunction
Signature:

__________________________
Date________________
