Holistic Vitality-Health Assessment

Name_______________________________________ Date____________________________

Address _______________________________________D/O/B_________________________
City, ST, Zip__________________________________________________________________
Home Phone________________________ Cell ______________________________________
Email________________________________________________________________________
Type/Frequency Exercise _____________________________Occupation ______________​​___
Frequency Tobacco _____________ Coffee-Tea____________ Alcohol________________​​___
Emergency contact: __________________________ Relationship________________________
Phone______________________________Cell______________________________________
Medical History
I have been evaluated by a physician or dentist for the condition being treated 12 months before the acupuncture was performed?      
                                              YES          NO
Referral from chiropractor within the last 30 days for Acupuncture    YES       
   NO 

Are you happy with general energy level?    



        YES          NO 

Have you ever received acupuncture before? 



      YES          NO
Would you like to be emailed specials 


          
          YES          NO
Any injuries/surgeries? Include dates)_______________________________________________________________
____________________________________________________________________________________________________________
Any chronic conditions? _______________________________________________
Medications_______________________________________________________________________________________________________________________________________________________
Other Treatments:______________________________________________________________

◊After 2 months or 20 treatments, whichever comes first, if no substantial improvement has occurred; I understand that the acupuncturist is required to refer me to a physician. It is my responsibility and choice whether to follow this advice. ______________Initials
Patient Signature: ___________________________________Date:___________________________________
Please check the appropriate squares

□ Poor Appetite
□ Heavy Appetite
□ Bruise easily
□ Dizziness
□ Carpal Tunnel
□ Sciatica

□ Fibromyalgia 
□ Cold limbs
□ Gall stones
□ Kidney Stones

OTHER: ___________________________________________________________________
Name_______________________________________Date___________________
Describe current health problems________________________________________
___________________________________________________________________

Date issue began______________________________________________________

Other Treatments_____________________________________________________

___________________________________________________________________

How often are your symptoms present?

Constantly____ Frequently____ Intermittently____ Occasionally_____

Rate the pain scale zero-no pain, ten- severe pain. (Circle ) 1  2  3  4  5  6  7  8  9  10
Describe your current health condition:

Good______   Fair ______  Poor______   Chronically Ill_______
INFORMED CONSENT Please take a moment to carefully read the following and sign where indicted.

The above information is accurate to the best of my knowledge and I freely give my permission to receive treatment. Since massage and/or acupuncture is contraindicated for some serious medical conditions, it may be necessary to obtain a doctors release or prescription before beginning therapy. I agree to inform the therapist of any experience of pain during the session. I understand that acupuncture may include non-incisive insertion of nonsurgical needles, recommendation of herbal supplements, energy flow exercise, local heat, or electrical stimulation. I understand that acupuncture/massage therapy should not be construed as a substitute for medical examination, diagnosis, and treatment, and that I should see a medical or chiropractic physician or other healthcare specialist. I agree to update my therapist in regard to changes in my health and understand that there shall be no liability on the therapist’s part should I forget to do so. Should I have to cancel an appointment for any reason, I agree to give the therapist 24 hour notice, or will be charged the full amount. 
Patient Signature: ___________________________________Date:___________________________________
Therapist Signature: _________________________________Date:___________________________________

Thank you for your answers. They will be respected and kept confidential.
□ Headaches


□ Pregnant


□ Infections


□ TMJ (jaws)


□ Fatigue 


□ Arthritis


□ Diabetes


□ Epilepsy 


□ Chills


□ Fever





□ Circulatory Problem_________________________


□ Body Heaviness_____________________


□ Night Sweats________________________


□ Sweat Easily_________________________


□ H/L Blood Pressure_________________________


□ Hypo Thyroid______________________________


□ Hyper Thyroid_____________________________


□ Stroke _______________________________


□ Cancer___________________________________


□ Implants______________________________





□ Dreamy Sleep______________________


□ Poor Sleep__________________________


□ Eye Pain__________________________


□ Teeth Pain___________________________


□ Itchy eyes_________________________


□ Poor Hearing______________________________


□ Glaucoma_____________________________


□ Sinus Problems_____________________________


□ Pacemaker_____________________________


□ Migraines_________________________





□ Dry Skin


□ Sensitive Skin


□ Eczema


□ Psoriasis


□ Warts


□ Gout


□ Varicose Veins


□ Blood Clots


□ Nose bleeds


□ Hives





□ Tight Chest 


□ Cough


□ Asthma


□ Phlegm


□ Pneumonia


□ Cough/Blood


□ Wheezing


□ Dry throat


□ Sore Throat


□ Palpations





□ Hair Loss________________________


□ Depression________________________


□ Anxiety__________________________


□ Irritability_________________________


□ Poor Memory_________________________


□ Numbness___________________________


□ # of pregnancy_______________________


□ # of miscarriage______________________


□ Limited Use________________________


□ Joint Pain______________________________





□ Neck Pain


□ Shoulder


□ Rib Pain


□ Upper Back


□ Low Back


□ Rectal Pain


□ Impotence


□ PMS


□ Menopause


□ Irreg Menes





□ Vomiting


□ Acid Reflex


□ Nausea


□ Diarrhea


□ Hiccup


□ Bloating


□Constipation


□ Gas


□ Hemorrhoids


□ Bloody stool









