
 
 
 

Acupuncture Intake Form 
 
 
Full Name: ____________________________________________________________ Today’s Date:_________________________ 
 
 
Cell phone: _________________________ Home phone: _______________________ Email: _______________________________ 
 
 
Address: ______________________________________________________________ City: ________________________________  
 
 
State: ____________ Zip code: _________________ Date of Birth:  _________________ Occupation:_________________________ 
 
 
Primary Care Physician:__________________________________________ Insurance carrier: ______________________________ 
 
 
 
How did you hear about us?____________________________________________________________________________________ 
 
 
In case of emergency notify 
 
 
Name: ____________________________________ Phone: _______________________ Relationship:________________________         

 
 

Main Complaint:  
 
________________________________________________________________________________________ 
 
Surgeries/Significant Trauma: 
 
________________________________________________________________________________________ 
 
 
Medications (please attach if necessary): 
 
________________________________________________________________________________________ 
 
Vitamins/Supplements/Herbs: 
 
________________________________________________________________________________________ 
 
 
Diet: Vegetarian Y/N _____Meals per Day______ Caffeine: Drinks/Day _______ Alcohol: Drinks/Week______ 
 
 
Exercise: Days/week_________ Length of workout__________ Type of Activity________________________ 



 
PLEASE, LET US KNOW ABOUT YOUR MAIN COMPLAINTS 
 
__________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________ 
 
How long has it been since you first noticed any symptoms?__________________________________________________________ 
 
How does this problem affect your daily activities?_________________________________________________________________ 
  
What kinds of treatment or therapy have you tried?________________________________________________________________ 
 
Have you ever tried acupuncture?______________________________________________________________________________ 
 
 
 
 
 
 
  

PLEASE MARK PAINFUL OR DISTRESSED AREAS BELOW 
 

 
  
 
 
 
 
 
 
 
 



 

 
 



 

 
 


