
N E W P A T I E N T I N T A K E F O R M Todav^Date / / 

Name 

Address 

SS# 
Marital Status 

• M Q F 

Birthdate 
Age 
Ht Wt 

EmaU 
City, State, Zip 
Home Phone 
Emergency Contact's Name & Phone 
Referred by 
Reason for visit today 

Occupation 
Work 

Have you had acupuncture 
before? QYes Q N O 

Cell 

Chinese herbal medicine? 
• Yes • N o 

How long have you had this condition? 
Is it getting worse? Does it bother your • Sleep • Work • Other (specify) 
What seemed to be the initial cause? 
What seems to make it better? 
What seems to make it worse? 
Are you under the care of a physician now? • Yes • No If yes, for what? 
Physician's name Physician's phone 
Other concurrent therapies 
Health Insurance Info: 
Insurance Co. Name Policy # 
Address Phone 
City, State, Zip 
Medicare Info: 
Insurance Co. Name 
Address 
City, State, Zip 

Policy # 
Phone 

Family Medical History 
• A l l erg ies (list) • Ar ter iosc l eros i s 

• A s t h m a 
• A lcoho l i sm 

• C a n c e r (t>pe) 

• Depress io 

• Diabetes ( T y p e : 

• H e a r t disease 

• H igh blood pres sure 

) • Seizures 

• S troke 

Your Past Medical History 
( C h e c k any of the following conditions you current ly have, or 
• A I D S / H I V • Diabetes ( T y p e : 

• A lcoho l i sm • E m p h y s e m a 

• Al lerg ies • E p i l e p s y 

• Appendic i t i s • G o i t e r 

• Ar ter io sc l eros i s • G o u t 
• A s t h m a • H e a r t disease 
• B i r t h t r a u m a • Hepat i t i s ( T y p e : 

(your own b ir th) • H e r p e s ( T y p e ; 
• C a n c e r • High blood pres sure 
• C h i c k e n pox • Meas le s 

have had in the past. Please also check i f you feel any of the following a r e a significant p a r t of you 
) • Mul t ip le Sclerosis • S u r g e r y (list) 

• M u m p s 

• P a c e m a k e r (Date: ) 

• P l eur i sy 

• P n e u m o n i a 

• Polio 
) • R h e u m a t i c fever 
) • S c a H c t fever 

• Seizures 
• S troke 

• T h y r o i d d isorders 
• M a j o r t r a u m a 

( C a r , fal l , e t c - l i s t ) 

i r medica l b i s t o r j . ) 

• T u b e r c u l o s i s 

• T y p h o i d fever 

• U l c e r s 

• V e n e r e a l disease 

• W h o o p i n g cough 

• O t h e r (Specify) 

Your Diet 
Appet i te • L o w 

• High 

• C o f f e e / T e a Prote in In take • L o w • A r t i f i c i a l 

• Soft D r i n k s / F r u i t Ju ices Q High Sweeteners 

Average Daily Menu 
M o r n i n g S n a c k Noon S n a c k 

• S u g a r 

• Salt ) ' foods 

E v e n i n g 

T h i r s t for w a t e r : 

# glasses per day: 

S n a c k 

P h a r m a c e u t i c a l s taken in the last 2 months: 

V i tamins / supp lements taken in the last 2 months: 

Practitioner Use Only 



Your Lifestyle 
• A l c o h o l • M a r i j u a n a • Stress R e g u l a r Exerc i se 

• T o b a c c o • D r u g s • O c c u p a t i o n a l haza rds T y p e F r e q u e n c y 

T y p e Frequency^ 

General Symptoms 
• Poor appe t i t e 
• Hea\  a p p e t i t e 
• S t r o n g l y l i k e co ld d r i n k s 
• S t r o n g l y l i k e hot d r i n k s 

• Recent w e i g h t loss/gain 

• Poo r sleep 
• Hea\'y sleep 
• D r e a m - d i s t u r b e d sleep 
• Fa t i gue 

• L a c k o f s t r e n g t h 

• B o d i l y heaviness 
• C o l d hands o r feet 
• Poor c i r c u l a t i o n 
• Shortness o f b r e a t h 
• Fever 

• C h i l l s 
• N i g h t sweats 
• Sweat easi ly 
• M u s c l e c r a m p s 

• V e r t i g o o r dizziness 

• B l eed or b r u i s e easi ly 
• P e c u l i a r taste (Desc r ibe ) 

Head, Eyes, Ears, Nose, Throat 
• Glasses ( W h a t age: 
• Eye s t r a i n 
Q Eye p a i n 
• Red eyes 
• I t c h y eyes 
• Spots i n eyes 
• Poo r v i s i on 

• B l u r r e d v i s i on 

• N i g h t b l indness 
• M y o p i a o r P r esbyop ia 
G G l a u c o m a 
• C a t a r a c t s 
• T e e t h p r o b l e m s 
• G r i n d i n g teeth 
• T M J 
• Fac i a l p a i n 

• G u m p r o b l e m s 
• Sores on l i p s o r t ongue 
• D r y m o u t h 
• Excessive sa l i va 
• S inus p r o b l e m s 
• Excessive p h l e g m 

C o l o r : 

• R e c u r r e n t sore t h r o a t 
• Swo l l en g lands 
• L u m p s i n t h r o a t 
• E n l a r g e d t h y r o i d 
• Nosebleeds 
• R i n g i n g in ears ( H i g h o r L o w ? ) 
• P o o r h e a r i n g 
• Ea raches 

• Headaches 
• M i g r a i n e s 
L I Concuss ions 
O t h e r head o r neck p r o b l e m s 

Respiratory 
• D i f f i cu l t ^ ' b r e a t h i n g w h e n • T i g h t chest • C o u g h C o l o r o f ph l e gm • C o u g h i n g u p b l ood 

l y i n g d o w n • As thma/wheez ing W e t o r D r y ? • P n e u m o n i a 
• Shor tness o f b r e a t h • D i f f i c u l t i n h a l a t i o n ? exha la t i on? T h i c k o r t h i n ? 

Cardiovascular 
• H i g h b l ood p ressure • L o w b lood p r e s su r e • Ches t pa in • T a c h y c a r d i a • Ph l eb i t i s 

• B l ood clots • F a i n t i n g • D i f H c u l t } ' b r e a t h i n g • H e a r t p a l p i t a t i o n s • I r r e g u l a r h ea r t b ea t 

Gastrointestinal 
• Nausea 
• V o m i t i n g 
• A c i d r e g u r g i t a t i o n 
• Gas 

• H i c c u p 

• B l o a t i n g 

• B a d b r e a t h 

• D i a r r h e a 
• C o n s t i p a t i o n 
• B l a c k stools 
• B l o o d y stools 

• M u c o u s i n stools 

• H e m o r r h o i d 

• I t c h y anus 

• I n t e s t i n a l pa in o r c r a m p i n g 
• B u r n i n g anus 
• Rec ta l pa in 
• A n a l f issures 
• L a x a t i v e use 

W h a t k i n d ? 
H o w o f ten? 

Bowe l m o v e m e n t s : 

F r eq u en c j ' 

C o l o r 

T e x t u r e / f o r m _ 

O d o r 

Musculoskeletal 
• Neck/shou lder pa in • U p p e r b a c k p a i n • J o i n t pa in • L i m i t e d range o f m o t i o n O t h e r (Desc r i be ) 
• M u s c l e p a i n • L o w b a c k p a i n • R i b p a i n • L i m i t e d use 

Skin and Hair 
• Rashes 

• H i ves 

• U l c e ra t i ons 

• Eczema 

• Psor ias is 

• A c n e 

• D a n d r u f f 

• I t c h i n g 

• H a i r loss 

• C h a n g e i n ha i r/sk in t e x t u r e 

• F u n g a l in f ec t i ons 

O t h e r h a i r o r s k i n p r o b l e m s 

Neuropsychological 
• Seizures 
• N u m b n e s s 
• T i c s 

• Poor m e m o r y 
• Depress ion 
• A n x i e t } ' 

• I r r i t a b i l i t y 
• Eas i l y stressed 
• A b u s e s u r \ i v o r 

• Cons i d e r ed/a t t emp t ed 
su ic ide 

• Seeing a t h e r a p i s t 

O t h e r (Spec i fy ) 

Genitourinary 
• Pa in on u r i n a t i o n • B l o o d i n u r i n e • V e n e r e a l disease • I n c r eased l i b i d o • I m p o t e n c e 
• F r e q u e n t u r i n a t i o n • U n a b l e to h o l d u r i n e • B e d w e t t i n g • Decreased l i b i d o • P r e m a t u r e e j a cu l a t i on 
• U r g e n t u r i n a t i o n • I n c o m p l e t e u r i n a t i o n • W a k e to u r i n a t e • K i d n e y stone • N o c t u r n a l emiss ion 

Gynecology 
• Age menses began • D u r a t i o n o f f l ow • V a g i n a l d i s cha rge • Breas t l u m p s Da t e o f last P A P 

( c o l o r ) # Pregnanc ies 

L e n g t h o f cyc le ( day 1 to day 1) • I r r e g u l a r pe r i ods • V a g i n a l sores # L i v e b i r t h s 

• Pa in fu l pe r i ods • V a g i n a l o d o r # P r e m a t u r e b i r t h s D a t e l as t p e r i o d began 

• P M S • C l o t s A g e at menopause 

Other 

© C o p y r i g h t B l u e Poppy E n t e r p r i s e s I nc . , 2007 



 

CONSENT TO TREATMENT 

BLOSSOM HEALTH 

 

I, (patient) _______________________________________________, hereby authorize Sharon Pruss, L.Ac., to 
administer treatment of acupuncture and other techniques relevant to my diagnosis. I have the right to refuse 
any form of treatment.  

Treatment may include but is not limited to the following:  

1. Insertion of various styles and sizes of acupuncture needles into my body at various depths and 
locations.  

2. Heat treatments using conventional heat lamp or “moxibustion” (burning Artemesia Vulgaris herb). 
With any heat treatment, there may be a risk of burning.  

3. Massage technique of gua sha. This technique may cause redness on the skin at the site of treatment. 
Slight bruising and tenderness may persist after the treatment.  

4. The placement of suction (vacuum) cups on the skin. These cups may produce a red or purple mark on 
the skin at the site of cup placement. Slight bruising or tenderness may remain after the treatment.  

5. Electrical stimulation of the needles may be used, producing a tapping sensation at the needles’ 
location.  

6. The use of press-tacks, press-balls, magnets, intradermal needles, non-insertive needles, and other 
various techniques that can be applied and used in the office. There is a possibility that these could 
cause irritation of the skin.  

- I have been informed that I have the right to refuse any form of treatment. 
- I understand the nature of the treatment and have been given the opportunity to ask questions pertaining to 
the treatment. 
- I also understand that there is always a possibility of an unexpected complication and the possible aggravation 
of symptoms existing prior to treatment. 
- I understand and am informed that, as in the practice of medicine, in the practice of acupuncture, there are 
some risks with treatment--including, but not limited to, local bruising, slight bleeding, fainting, temporary pain 
and discomfort, and nausea. Very rare risks might be a punctured lung and infection. 
- I understand that an emotional response to the treatment(s) can occur in some patients. 
- I do not expect the acupuncturist to be able to anticipate and explain all risks and possible complications, and I 
wish to rely on the acupuncturist to exercise judgment during the course of the procedure, which the 
acupuncturist feels at the time, based upon the facts then known, is in my best interest. 
- I understand that no guarantee can be made concerning the results of treatment.  

Signature of Patient or Legal Guardian:  

______________________________________________________________________________  

Printed Name of Patient: _____________________________________ Date _______________  



Blossom Health 
Sharon Pruss, L.Ac. 

310.621.4553 
 
 

SUMMARY OF PATIENT PRIVACY POLICY USES AND DISCLOSURES OF 
PROTECTED HEALTH INFORMATION (PHI)   

 
  
This notice is to inform you that we are in compliance with the law concerning privacy of your health   
information, HIPAA.  This is a short summary; the full length explanation of HIPAA is available to you 
upon request.  If you are concerned about how we may use your information, please read the long 
version called, “Notices of Privacy Practices.”  By signing this form, you acknowledge the understanding 
of this Notice.   
 
We, at this clinic, do not share your protected health information (PHI) with anyone other than with an 
entity that you agree to share information with.  By signing this form, you agree to allow us to use your 
information for pertinent reasons: products and services, healthcare operations, and billing for payment 
of products and services.  These reasons are fully described in the “Notices of Privacy Practices.”   This 
type of information includes your name, social security number, birth date, address, insurance company, 
phone numbers, your health history questionnaire, and any and all related medical charting with regards 
to products or services we provide to you.   
 
 Patients can request to have anyone accompany them in the room during treatment.  The patient then   
acknowledges that personal health information may be shared with this person.  We do not share your 
PHI with anyone else in the clinic other than those listed here or pertinent staff of the clinic for the 
purpose of clinic operations.    
 
We have the right to contact you by phone, mail, or email if you list this information in your consent 
form.   This contact could be regarding scheduling, promotions, or other pertinent reasons of the clinic, 
but we will not give PHI to anyone else as a result of these types of contact.   
                                                                                                                                                         
                                                                                  
________________________________________            _______________________   
 
Signature                                                                                Date   
 
 
 
 
 
 
 
 

Sharon Pruss, L.Ac.  | (310) 621-4553 | Lexington & Weymouth | www.blossom-health.com 
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