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South Calgary Acupuncture Centre

General Information Caset#: Date:

Name:__ Gender: F |/ M
Birth of Date: Height: Weight:

Marital Status: OSingle  OMarried ODivorced OWidowed Other:

Address: Post code:

Phone:

Occupation: Employer:

In Emergency notify: Phone: Relationship:

Who is responsible for your bill? Self |/ Spouse / _Parent _ Others:
Insurance other than AHC? (Blue Cross, London Life, etc.):

How did you find us?
Referred by the other health professionals:
Family: Friends: Walk by: Others:

Current Health Condition

Chief complaints:

How long have you had it? Medical diagnosis:
What do you believe caused this problem?
Are there others in your family with this same condition?
Is this a WCB case? If yes, Social Insurance #and Date of accident:

Are you currently wearing an electric device? Yes / No
If yes, describe:

Have you received any alternative health services?

Acupuncture: Chinese herbs: Chiropractic care:

Massage: Physiotherapy: Others:

Have you consulted with a medical doctor or dentist about concerns? Yes /| No
Is there any history of injuries or surgery? Yes / No

If yes, describe below:

Are you on any medication? Please indicate name, dosage, frequency and duration of the use
of the medication.

Any supplements:
Are you on a restricted diet or exercise program?
Do you have any cravings? Please describe, or circle: like spicy food, coffee, drugs, alcohol,
cigarettes:

Family Medical History:

o Allergies o Diabetes o Hypertension o Hypotension

o Asthma o Cancer o Stroke o HT disease

o Seizures o Alcoholics o Others:

Personal Health History:

oDiabetes oStroke oBirth trauma oAccident/Trauma

oHepatitis oAsthma oSeizures oAlcoholism
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oBleeding disorders oHIV/AIDS oArthritis oHT disease
oCancer/Tumors oVenereal Disease oThyroid Disease
aoHigh/low blood pressure oAllergies (drugs, food, etc)

Still taking medicine for those diseases, please write down their names, dosages:

Please CHECK present symptoms or conditions that are bothering you or required
professional help.

General:

oFever/cold oSweating easily oNight sweating oCold hands/feet
oNervousness oAngry easily oFrequent dreams  oWake up easily
aTrouble to sleep oShortness of breath oSleeping hours?

oLow energy/fatigue aThirst, prefer cold or warm aThirst, no desire to drink
oHeaviness in the whole body oDepression/stressful anxiety
oOthers:

Head/Ears/Eyes/Nose/Throat:

oHeadache oBlurred vision oNose bleeding oGrinding teeth
oMigraines oFloaters oNasal discharge aoSore throat
oDizziness/vertigo oDry eyes/pain oSinus problem aSore on lips/mouth
oRinging in ears oHearing loss oEarache oEar discharge
oOthers:

Cardiovascular/Respiration:

oChest pain oAsthma oChronic cough oDifficulty breathing
oPalpitation oWheezing oSpit up blood oSpit up phlegm
oAngina oBronchitis oTightness in chest oArteriosclerosis
oPoor memory oShortness of breath oShortness of breath on exertion

oSwollen ankles oRapid heart beats (>90) oSlow heart beats (<60)
oOthers:

Gastrointestinal:

oHeartburn oBulimia oLiver problem oNausea
oGas oMucus in stools oHemorrhoids oVomiting
oBloating oBlood in stools oAnorexia oBelching
oBad breath oConstipation olLoose stool

oGallbladder problem oUndigested food in stools oAbdominal pain/cramps
Others:

Genitourinary:

History of bladder/kidney infection: Yes | _No

Do you wake up to urinate? Yes / No _, how many times?

oPain on urination oUrgent with urination oFrequent urination
oBlood in urination oUnable to hold urination oKidney stones
oProstate problem olmpotency

Others:

Gynecological:

oPainful menstruation olrregular periods oClots oBreast lumps
oHeavy/light periods oVaginal pain/itchiness oPMS alnfertility
oEndometriosis oFibroids oMenopausal symptoms
oUnusual vaginal discharge oHysterectomy: Yes / No

# of pregnancies: # of births: # of premature births:
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# of miscarriages: # of abortions: # of days between menses:

Are you pregnant?__Yes / No Onlactation:__Yes / No Trying to be pregnant.__Yes / No
Use birth control pills:
Others:

Other complaints:

Please outline on the diagram the area of your discomfort:

Consent to Treatment:

By signing below, | do voluntarily consent to be treated with acupuncture and/or other Chinese
Medical modalities by a licensed acupuncturist.

| also acknowledge that, although rare, certain side effects may happen, like minor bleeding or
bruises, post-acupuncture sensation (numbness, tingling, heaviness and tiredness), allergic
reaction to the herbs, etc. | give my consent to have acupuncture and TCM treatment at South
Calgary Acupuncture Centre.

Signature: Date:

FOR ACUPUNCTURIST USE ONLY

Tongue:
Pulse: Rignt Left

Doctor’s Signature: Date:

TEL: (403) - 451 0096
(403) - 650 3009

SOUTH CALGARY ACUPUNCTURE CENTRE

Suite 130, 290 Midpark Way SE
Calgary AB T2X 1P1



