Initial Intake Form
Adcock Acupuncture & Chinese Medical Arts
3 Dunwoody Park, Suite 126
Dunwoody, GA 30338

404.819.0489 / 770.853.7002/ www.adcockacupuncture.com

Patient Information:
Today’s date ______________

Email address ____________________

Name: ________________________
Home Phone: ____________________

Address: _______________________
Work Phone: _____________________

______________________________






______________________________
Cell Phone:_______________________

Sex:  M   F




Age _____
Date of Birth __________
Height __________


Weight _______

Emergency Contact Person:

Name _____________________

Relationship ______________________

Daytime Phone ______________

Evening Phone ____________________

General Information:

How did you hear about me? _________________________________________

Have you ever had acupuncture before? ________________________________

If yes, when, what for, and was it helpful? _______________________________
_________________________________________________________________

Current State of Health:

What is your primary reason for seeking treatment?  __________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list additional health concerns, symptoms, or conditions you would like addressed      __________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you seen a medical doctor for these problems, or are you currently under the care of an MD for any of these problems?  If so, please list name and phone number.

__________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe your current state of health ____________________________________________________________________________________________________________________________________________
Please check the boxes next to symptoms you are currently experiencing, or frequently experience

· Abdominal, rib-side, or breast distension and/or pain

· Irritability

· Emotional depression

· Premenstrual aggravation of above symptoms

· Sighing

· Fatigue

· Drowsiness after eating

· Dizziness when standing up

· Cold hands and nose
· Lack of strength in four extremities

· Tendency to loose stool
· Any type of prolapse
· Night sweats 

· Hot flashes

· Tinnitus and/or dizziness

· Low back soreness

· Thirst or dry mouth w/ no desire to drink

· Frequent, but scanty, yellow urination

· Low back and/or knee soreness, pain, and/or weakness

· Nightime urination

· Cold feet 
· Decreased sexual desire
· Spontaneous daytime sweating
· Increased or rapid hungering

· Mouth, lips, and/or tongue sores

· Bleeding gums

· Bad breath

· Dry, brittle nails

· Dry skin

· Decreased visual acuity at night

· Thirst with a desire for chilled drinks

· Dry mouth and throat

· Chapped lips

· Insomnia

· Disquieted spirit

· Vexation and agitation

· Impaired memory

· Heart Palpitations

· Fatigue

· Fixed, sharp, and/or severe pain

· Blood clots in menstruate

· Fixed lumps in breast or abdomen that are painful to pressure

· Worsening of symptoms at night

· Chronic hemorrhoids

· Visible engorged varicosities, hemangiomas, spider nevi

· Burning anus after defecation

· Vaginal discharge

· Vaginal itching and/or inflammation

· Skin lesions

· Burning urination

· Yellowish-red urination 

· Yellow or yellowish  green nasal mucus

· Cough with profuse yellow or yellowish green phlegm

· Loose stools or diarrhea that smells foul
· Explosive stools

· Black stool

· Bright yellow stool 

· Non-traumatic joint or muscle pain accompanied by redness, swelling, and heat

· Painful joints and muscles which may be swollen but not red or hot to the touch

· Pain which is made better by warmth and aggravated by cold

· Profuse phlegm

· Calf cramping in the middle of the night
Please indicate current conditions with a  “C” and past conditions with a “P”
Musculoskeletal


Circulatory & Respiratory

Skin
headaches ___



dizziness ___



rashes ___

joint stiffness/swelling ___

shortness of breath ___

allergies ___

spasms/cramps ___


fainting ___



athlete’s foot ___

broken bones ___


cold hands/feet ___


warts ___



sprain/strains ___


swollen ankles ___


acne ___



back/hip pain ___


pressure sores ___


cosmetic surgery ___
shoulder/neck pain ___

varicose veins ___


Other ____________
arm/hand pain ___


blood clots ___



leg/foot pain ___


stroke ___



Reproductive System
chest/rib/abdominal pain ___

heart conditions ___


prostate problems ___
jaw/tooth pain___


allergies ___



erectile dysfunction ___
tendonitis ___



sinus problems ___


menopause ___
bursitis ___



asthma ___



endometriosis ___
arthritis ___



high blood pressure___

hysterectomy ___
osteoporosis ___


low blood pressure ___

fertility concerns ___
Other: ___________________
Other: _________________

pregnancy ___










Other: ______________

Digestive System


Other

indigestion ___


loss of appetite ___
constipation ___


forgetfulness ___
bloating ___



confusion ___
diarrhea ___



depression ___
irritable bowel ___


panic attacks ___
crohn’s disease ___


hearing impaired ___
acid reflux ___



visually impaired ___
flatulence ___



difficult urination ___
Other: ____________

burning urination ___





bladder infection ___
Nervous System


eating disorder ___
numbness/tingling ___


diabetes ___

twitching of face ___


fibromyalgia ___

chronic pain ___


cancer ___

sleep disorders ___


drug use ____

paralysis ___



alcohol use ___

herpes/shingles ___


nicotine use ___

chronic fatigue ___


caffeine use ___
multiple sclerosis ___


tuberculosis___
Parkinson’s disease ___

ulcers ___

epilepsy ___



kidney disease ___

spinal cord injury ___


anemia ___

Other: ______________

other ___
Medical History: (Please include the year and treatment received)

Surgeries: __________________________________________________________________________________________________________________________________________________________________________________________________________________
Accidents: __________________________________________________________________________________________________________________________________________________________________________________________________________________
Chronic Health Conditions: (ie chronic pain, autoimmune illness, chronic inflammations, etc.) __________________________________________________________________________________________________________________________________________________________________________________________________________________

Any Other Medical Diagnoses:

__________________________________________________________________________________________________________________________________________________________________________________________________________________
Medications & Supplements

Please list all prescription medications you are taking.  Please include the name, what
 it is for, and the condition it treats
.

---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Please list all the vitamin, mineral, herbal, or other medications you take regularly. 
Please include name, what it is for, and whether they were recommended by someone,
 or self prescribed, and frequency of intake.
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Lifestyle Information:
Please list your occupation and describe your activities during a typical day. (ie driving, computer work, standing on feet, etc.) _________________________________________________
____________________________________________________________________________________________________________________________________________
Please describe your regular exercise and what you do to relax. ________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe a typical day’s diet, including snacks and drinks.  If possible, list what 
you had to eat and drink yesterday.  Please indicate if you are following a particular
diet plan.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How many meals do you eat per day? __________________________________________
How many hours do you sleep at night?___________

What hours?_____________
Frequency of bowel movements ______________________________________________
Please describe your current stress level (1 is no stress, 10 is max stress), and how this affects your health. _____________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Does the condition you are here for limit daily activities?  If yes, please describe.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I have stated all conditions I am aware of, and all information is accurate and complete
 to the best of my recollection.  I will inform the practitioner of any changes in my 
status.  I will not hold Adcock Acupuncture, Kim Adcock, or William Adcock  
responsible for any mis-diagnosis made as a result of my providing inaccurate or incomplete information.

Signature ______________________________

Date ___________________
Consent for Acupuncture Care by Adcock Acupuncture

     I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of acupuncture on me (or on the patient named below, for whom I am legally responsible) by Kim Adcock, Lic., Ac., William Adcock, Lic., Ac. or other licensed acupuncturists who may serve as back-up for this practice.  I am aware that I have the right to decline any treatment technique for any reason at any time.

     I understand that methods of treatment at this practice may include, but are not limited to acupuncture, moxabustion, cupping, tui na (Chinese medical massage), gua sha, electrostim and lifestyle counseling.

     I have been informed that acupuncture is a generally safe method of treatment, but that it may have some uncommon side effects, including bruising, numbness or tingling near the needling sites that may last a few days, or dizziness and fainting.  Occasionally a treatment can produce a temporary flare up of symptoms, but these are almost always limited to no more than a few days.  Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax).  Infection is another possible risk; however, this practice uses sterile one-use-only needles and maintains a clean and safe environment.  Burns and/or scarring are a potential risk of moxabustion and cupping.  Bruising is a common side effect of cupping and gua sha.

     I do not expect the practice’s staff to be able to anticipate and explain all possible risks and complication of treatment, and I wish to rely on the practitioner to exercise judgment, based upon the facts then known, during the course of treatment which she thinks is in my best interest.  I understand that while this document describes the major risks of treatment other side effects and risks may occur.  I understand that results are not guaranteed and that while this document describes the major risks of treatment there is always a possibility of an unexpected complication.

     I will notify the practitioner who is caring for me if I am or become pregnant, have a pacemaker, bleeding disorder, damaged heart valves, or a contagious disease.

     I understand that the practice’s staff may review my patient records and lab reports, but all my records will be kept confidential and will not be released without my written consent.  However, the practitioner shall be in alignment with state law and training to refer me to the emergency room or request consultation or written diagnosis from a licensed physician, if I have a potentially serious disorder, such as cardiac conditions, including hypertension; severe abdominal pain; acute neurological changes; unexplained weight loss or gain in excess of 15% of body weight in less than 3 months; suspected fracture or dislocation; or acute respiratory distress without previous history.  I am hereby advised to consult with my primary care physician on medical issues and that acupuncture is not substituting for appropriate medical advice and care from a medical doctor.

     Everyone responds to treatment differently therefore, we cannot guarantee the outcome of treatment.  Some individuals experience total or partial relief of their pain or symptoms after the first few treatments.  Others notice steady, gradual improvement.  Occasionally, some people notice that their pain actually seems to be worse before it gets better.  Let us know how you responded to the previous treatment at the time of your follow-up visits, so that your treatment plan can be adjusted accordingly.  Depending on your condition and your goal for treatment, we may require a physician referral in order for you to continue treatment in our clinic.  Any medications and medical treatments that you are undergoing should be continued.

 Other important things to keep in mind regarding acupuncture treatment:

· while the needles are in place, do not change your position or move suddenly.

· wear comfortable, loose clothing.

· maintain good personal hygiene.

· avoid treatment when excessively fatigued, hungry, full or emotionally upset.

· we are unable to treat patients who are intoxicated and/or abusing substances.
· drowsiness can occur after treatment, please take caution when driving after treatment.
     In the event of any type of emergency in which I could not provide a release, this informed consent form allows the office to contract the emergency number or health care provider indicated at registration.  I choose to sign this form willingly and voluntarily for this purpose.

     By voluntarily signing below, I show that I have read, or have read to me, the above consent to treatment, have been told about the risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions.  I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.
 I confirm that I have read and understood the above information, and I consent to treatment.  I understand I can refuse treatment at any time.

___________________________________________

_______________

Signature of Patient or Patient Representative


Date

(please indicate relationship if signing for patient)

____________________________________________

Office Signature
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