Lotus Acupuncture
General Patient Information

Name______________________________________________________________Today’s Date____________
Address_______________________________________City____________State________ Zip___________

Home Phone ______________________________
 Cell/Work________________________________

Birth Date__________________________Age________Email______________________________________

Occupation________________________________________Employer________________________________
Martial Status____________________


Number of Childern________________________

Emergency Contact___________________________  Relationship________________________________

Emergency Phone____________________________________

Primary Physician___________________________
Physician’s Phone__________________________

Gynecologist___________________________________Gynecologist Phone_________________________

Referred by __________________________________________________________________________________

Have you ever had acupuncture before?    

Yes  
No     

Are you pregnant?    




Yes   
No

Do you have a pacemaker?  



Yes
No     

Do you have any surgical implants?    

Yes  
No

Comprehensive TCM Questionnaire

Please help us to provide you with a complete evaluation by filling out this form completely & carefully.  We realize some questions seem irrelevant to your main problem, but they are significant in helping us make an accurate diagnosis and to formulate an appropriate treatment plan.  

All of your information will be held absolutely confidential.


Thank You!

Present Issue:

What is your main complaint(s)?___________________________________________________________

What is your goal for our work together?____________________________________________________

When did it start/date of onset?_____________________________________________________________

How often does the complaint bother you?____________________________________________________

Severity of the problem on a scale of 1-10 (1=best   10=worst)

When the problem is at its best:      /10

When problem is at its worst    /10

Today
/10

If there is pain involved, what is the quality of the pain?  (circle all that apply)

Dull   Achy    Burning    Sharp     Stabbing    Cold     Numb    Tingling    Throbbing  

Other_______________

What makes the pain feel better?  (circle all that apply)

Heat 
Cold
Damp
  Wind   Rest  Work   Movement  Sitting  Lying Pressure  Stress

Other________________

What makes the pain worst?  (circle all that apply)

Heat 
Cold
Damp
  Wind  Rest  Work   Movement  Sitting  Lying Pressure  Stress

Other________________

To what extent does this problem interfere with your daily activities(work,sleep,etc)?

______________________________________________________________________________________________

What was your doctor’s diagnosis?__________________________________________________________

What treatments have you already tried?________________________________________________

How effective were the treatments?___________________________________________________________


Do you have any other health concerns?_____________________________________________________

Please answer the following wellness question:

How many times a year do you get a cold or flu?   1    2   3   4    times a year

How often do you have a bowel movement?   circle one below

Every day
  5-6 x/ week     4-5 x/week      3-4 x/week     2-3x/week     1-2 x week

What is the consistency like?  Firm-normal/ Toothpaste like/ Watery/ Hard/ Difficult to pass

What do your stools mostly resemble?Marble-like/Long & Thin/Fibrous & Broken/ Banana shaped

How hours of sleep do you get nightly?__________  Is it restful?   Yes    No

Please describe your typical daily diet?

Breakfast________________________________

Morning Snack_______________________________

Lunch___________________________________

Afternoon Snack_____________________________

Dinner___________________________________

Dinner Snack_________________________________

Do you have any dietary restrictions?__________________________________________________________

Are you a vegetarian?  Yes  No
Are you a vegan?  Yes  No

Daily fluid intake (glasses):
_____Water _______Coffee  ______Tea  ______Alcohol ______Soda

Do you smoke?
Yes   No
 If so, how much daily?

Do you have a meditation practice?  Yes  No   

Do you have a spiritual or religious practice?  Yes  No  If yes please describe_________________

_______________________________________________________________________________________________

Please describe your regular exercise program?______________________________________________

_______________________________________________________________________________________________

 ______________________________________________________________________________________________

Please list any vitamins and supplements you are currently taking:_____________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Do you have any medication allergies?  Yes  No  If yes, please list__________________________

                                                                                                                                     
Do you have any food allergies?  Yes No  If yes, please list__________________________________                                                                                                                                                  
Do you have any seasonal allergies?  Yes No If yes, please list______________________

	MEDICATIONS-Please list all prescription medications you use.  Include those you may 

	only use occasionally.  
	
	
	
	 

	 
	
	
	
	
	 

	Prescription Name
	Purpose
	How Long?
	Dosage
	How often?
	Last Dose

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


Please list any hospitalizations or surgeries you have undergone:

Year


Operation/Illness


Outcome

Personal Medical & Family Health History: Please place “X” where it pertains:

	 
	Self
	Mother 
	Father 
	Brother
	Sister

	Anemia      
	 
	 
	 
	 
	 

	Asthma 
	 
	 
	 
	 
	 

	Allergies      
	 
	 
	 
	 
	 

	AIDS
	 
	 
	 
	 
	 

	Anxiety
	 
	 
	 
	 
	 

	Arthritis
	 
	 
	 
	 
	 

	Back Problems
	 
	 
	 
	 
	 

	CVA (stroke)
	 
	 
	 
	 
	 

	Cancer
	 
	 
	 
	 
	 

	Candida
	 
	 
	 
	 
	 

	Constipation
	 
	 
	 
	 
	 

	Epilepsy
	 
	 
	 
	 
	 

	Depression
	 
	 
	 
	 
	 

	Diabetes
	 
	 
	 
	 
	 

	Digestive Problems
	 
	 
	 
	 
	 

	Headaches/Migranes
	 
	 
	 
	     
	 

	Heart Disease
	 
	 
	 
	 
	 

	Hepatitis
	 
	 
	 
	 
	 

	Thryoid Disorder
	 
	 
	 
	 
	 

	High Cholesterol      
	 
	 
	 
	 
	 

	High Blood Pressure     
	 
	 
	 
	 
	 

	Immune Disorder
	 
	 
	 
	 
	 

	Insonomia
	 
	 
	 
	   
	 

	Kidney Disorder
	 
	 
	 
	 
	 

	Liver Disorder
	 
	 
	 
	 
	 

	Thryoid Disorder
	 
	 
	 
	 
	 

	Weight Issue
	 
	 
	 
	 
	 

	Emotional Issues
	 
	 
	 
	 
	 


Other Issues:


Please check off is applicable to you in the past 3 months:

Do you feel your body temperature tends to run   ____warm  _____cold  _____neutral?

Do your hands and feet run cold?  Yes  No
 ____hands only

______feet only?

Do you have abnormal sweating or sweat easily?  Yes  No   ____night  ____day

Are you thirsty frequently?    Yes 
No


Do you prefer  ____cold or ____warm drinks?

Please check the following that pertains to you currently:

Overall Temperature:  (Kidney Function) 

Cold hands 






Cold feet 

Sweaty hands





Sweaty feet 

 Hot body temperature sensation


Cold body temperature sensation 

 Afternoon flushes 





Night Sweats 

Heat in the hands, feet, and chest 


Hot flashes any time of the day 

 Lack of perspiration 




Perspire easily 

Thristy 

Overall Energy (Lung, Kidney Function) 

 Shortness of breath



  
Difficulty keeping eyes open 

 Low Energy 






General Weakness   

 Easily catch colds  




 Feel worse after exercise 

 Sadness






Melancholy

Blood (Liver, Spleen, Heart) 
 Dizziness 

See floating black spots 

Heart Function:

Palpitations          

Anxiety  
 

Sores on the tip of tongue 

Restlessness 


Mental Confusion 

Insomonia
Chest pain traveling to shoulder  



Frequent dreams 

Wake unrefreshed 

Drink coffee (___ cups/day)

Lung Function: 

Nasal Discharge (Color :__________________)    

Cough   


Nose Bleeds 


Sinus Congestion   
Dry mouth   

Dry Throat   


Dry nose 


Dry Skin 

Allergies (To What?____________________________________________) 

 Alternating Chills and fever   



 Sneezing 

Headaches (Location :_______________)      


Overall achy feeling 

Stiff neck   


Stiff shoulders    

Sore throat    

Swollen hands   

Swollen feet    

Swollen joints    

Difficulty Breathing 
Sadness      


Melancholy   

Smoke cigarettes ( # per day ____________) 

Spleen Function: 

Low Appetite    

Abrupt weight gain   
Abrupt weight loss 

Abdominal gas 

Abdominal bloating 
Gurgling noise in the stomach  Fatigue after eating 
Prolapsed organs 

Easily bruised     

Hemorrhoids  


 Pensive  


Over thinking     

Worry

Small & Large Intestines, Spleen, Stomach Function: 

Loose                 

Constipated         

Incomplete     

Diarrhea 


Blood in stools   

Mucous in stool  

Undigested food in stool 

Dampness trapped in the body: 

General sensation of heaviness in the body  
   
Mental Heaviness 

Mental sluggishness      Mental fogginess    
Swollen Hands     

Nausea 



Swollen Feet 
                
Swollen Joints        

Chest congestion  

Snoring 

Stomach Function: 

 Burning sensation in stomach 
 


Large Appetite  

 Bad breath  







 Mouth sores 




Bleeding, swollen or painful gums  


Heartburn    




Acid regurgitation 
Ulcer( diagnosed)   
Belching   

Hiccoughs  


Stomach Pain    

Vomiting 

Liver, Gall Bladder Function: 

 Alternating diarrhea and constipation  


Chest pain  



Tight sensation in chest Bitter taste in mouth  
Anger easily    

 Frustration  


Depression 


Irritability   

Generally Stressed    
Skin Rashes 


Headache at top of head   

Tingling sensations  
Numbness


 Muscle spasm       

Muscle twitching    
Muscle cramping  

 Neck Tension 

Seizures     


Convulsions    

 Lump in throat     


Shoulder tension 

Drink Alcohol 



Recreational Drugs         (Which ones?________ Frequency_______) 

High pitched ringing in ears      



Gall stones 

Sexually transmitted disease (Which? __________________________) 

Eyes (Liver Function): 

Itchy                     

Bloodshot    


Hot      

Dry   



Watery   


Gritty 

Blurred vision       

Decreased night vision  
Near sighted    

Far sighted 

Kidney, Bladder Function: 

Frequent cavities     
Easily broken bones    
Sore knees    

Weak knees 


Low Back pain   

Memory problems  

Excessive Hair loss   
Kidney stones 

Easily startled

Bladder infections   
Fear 



Low pitched ringing in ears

Wake at night 2x or more to urinate   


Lack of Bladder Control 

Low libido

Urination: 

Normal color  

 Dark Yellow  


Clear    

 Reddish    


Cloudy   


Scanty 

 Profuse   


Strong Odor  


Burning   

 Painful   


Discharge 


Difficult 

 Painful   


 Urgent   


Frequent

For women only

How many children have you given birth to if any______ Abortions_______Miscarriages________

How old were you when you first started your menses?______________

Do you practice birth control?  Yes  No   I
Method?_____________________ How long?_________

Do you get urinary tract, bladder or kidney infections?  Yes  No 
How often?__________

Do you experience vaginal discharge?  Yes  No   If yes, please describe amount_____________


For women still menstruating

What is your menstruation cycle?  Every_______days.


Average number of days you bleed?____________________

What was the start date of your last menstrual period?________________

Does your bleeding stop in the middle and start again?  Yes  No  What day?___________

Please check the following symptoms that pertain to you.

	 
	current 
	past

	PMS  mood swings
	 
	 

	PMS breast tenderness
	 
	 

	PMS cravings
	 
	 

	PMS water retention
	 
	 

	Pre-menstrual cramps
	 
	 

	Depression
	 
	 

	Anxiety
	 
	 

	Nausea
	 
	 

	Headaches
	 
	 

	Vomitting
	 
	 

	Headaches/Migraines
	 
	 

	Irritability
	 
	 

	Low Back Pain
	 
	 

	Menstrual cramps
	 
	 

	Menstrual clots
	 
	 

	Menstrual spotting b/t periods
	 
	 

	Bowel irregularity around period
	 
	 

	Other 
	 
	 

	 
	 
	 

	 
	 
	 


Please describe your menstrual cycle every day during your period in the table below.  If no choice is appropriate, please write in your own description.  If your period goes beyond 7 days, please list those days in the additional space provided. 
Amount 
heavy  (6+pads/tampons a day)/medium (4-) /light  (<2)
/spotting

Color  

black   /  purple  /  dark red  /  red   bright   /  red    /  pink   /  pale

Consistency 
thick
 /  thin    /   watery    /   with mucous/  diluted 

Cramp

Location, describe pain (sharp, dull, other) and severity on a scale (1-10) 

Clots  

amount (light-heavy),size(small-large) and color (red, purple, black,other)

	 
	Amount
	Color 
	Consistency
	Cramp
	Clots

	Day 1
	 
	 
	 
	 
	 

	Day 2
	 
	 
	 
	 
	 

	Day 3
	 
	 
	 
	 
	 

	Day 4
	 
	 
	 
	 
	 

	Day 5
	 
	 
	 
	 
	 

	Day 6
	 
	 
	 
	 
	 

	Day 7
	 
	 
	 
	 
	 


For women peri-menopausal or in menopause

How old were you when you started menopause?__________

Do you still have periods?  Yes  No

Please Check the following you maybe experiencing:

Hot Flashes





Nightsweats




Facial Flushing




Vaginal Dryness



Mood Swings



Men only: 







Slight        
Normal 

Severe            Moderate 

Swollen Testes 


 


 


 


 

Testicular Pain   

 


 


 


          

Impotence     


 


 


 


 

Premature ejaculation   
 


 


 


 

Feeling of coldness 

 





 


 

or numbness in 

external genitalia 

 Other: _______________________________________________________________

Other comments: ______________________________________________________ 

_________________________________________________________________________ 

General wellness questions:

Please list your health concerns in order of importance?

What are the top priorities in your life? 

What are your goals for your health? 

Please provide any additional information about yourself or your condition not covered by the above questions.

Thank you so much!  
INFORMED CONSENT TO TREATMENT

I consent to acupuncture treatments and other procedures associated to Traditional Chinese Medicine by Rose Knight, L.Ac..  I understand that methods may include, but are not limited to, acupuncture, Tui-Na (Chinese massage) cupping therapy, herbal medicine, gua sha, nutritional supplements, moxibustion therapy, auricular acupuncture, electro-stimulation, energetic exercises, as well as lifestyle and nutrition counseling. 
I have been informed that acupuncture is very safe, but it may have side effects, including bruising, numbness or tingling near the needling sites that may last a few days, and in rare cases dizziness or fainting. Unusual risks of acupuncture include spontaneous miscarriage, nerve damage, and organ puncture.  Infection is also a possible risk. However, I understand that Rose Knight, L.Ac. uses only sterile disposable single-use needles,  and maintains a clean and safe environment.  Burns and scarring are potential risks of heat or moxibustion therapy.  Bruising and blistering can be a common side effect of cupping.

The herbs and nutritional supplements used in Chinese Medicine are considered safe but may have potential side effects.  I understand that some herbs may be toxic in large doses, and some herbs may be inappropriate to take during pregnancy.  I will notify Rose Knight, L.Ac. immediately if I notice any unanticipated or unpleasant side effects associated with the consumption of herbal medicine or nutritional supplements. 
I do not expect Rose Knight, L.Ac. to be able to anticipate and explain all possible risks and complications of treatment, and I wish to rely on her to exercise judgment during the course of treatment to make decisions that are in my best interest, based upon the facts then known. 
I will immediately notify Rose Knight, L.Ac,  if I am or become pregnant. 
I understand that Rose Knight, L.Ac. has the right to refuse treatment to any patient at anytime. Reasons for refusal of treatment include crude behavior or inappropriate behavior.

I understand the nature of the treatment, have been informed the risks and was given the opportunity to ask questions pertaining to my treatment.  I am also aware there are no guarantees made as to the results of treatment.  I understand that any diagnosis given in the context of acupuncture treatment does not constitute a Western medical diagnosis and recommendations may be made to pursue further medical advice or interventions if necessary. 

I understand that the clinical and medical staff may review my files but all my records will be kept confidential and can only be released under my personal written consent, or when required by law. 
If I am unable to make a pre-scheduled appointment, I agree to cancel at least 24hours in advance.  I understand that failure to do so will result in a charge the full amount of the treatment price.  I also understand that if I am more than 15 minutes late to an appointment, the remainder of my time-slot may be given to another client.  

By voluntarily signing below, I show that I have read and understood this consent to treatment. I have been told about the risks and benefits of acupuncture and related therapies and have had an opportunity to ask questions.  This consent form shall cover the entire course of treatment for my present condition and for any future conditions for which I seek treatment. 
Print Name of Patient____________________________________________________ 

Signature of Patient
__________________________________________________

Print Name of Practitioner_______________________________________________

Signature of Practitioner________________________________________________

