Acupuncture & Skin Rejuvenation Center

PATIENT INFORMATION

Name: Date: / /
Sex: Male Female
Date of Birth: / / Age:
{month) (day) {year)
Marital Status: Single___ Mamied______Divorced____ Widowed____ #of Children______
Social Security Number: {optional)
Driver’s License or
Photo ID REQUIRED: :
(State) {ID Number)
Home Address:
Home Numbel":
E-Mail Address: Cell Phone Number:
Occupation: Work Number:

WHO WOULD WE CALL IN CASE OF EMERGENCY?
NAME:

EMERGENCY TELEPHONE NUMBER:

Do you have health insurance? Yes No

If yes, does your insurer cover acupuncture? Yes No

Name & Policy Number of Insurer (REQUIRED):

{Insurance Company) {Policy Number)

Whom may we thank for referring you to our office?

Please list any known allergies
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Age of which menses began
Are your periods painful@
How many daoys does the pain log®
How many days do you narmally bleed? -

How heovy is the bleeding®  light  Mormal  Heowy

What color is the blood? Uight red/Red/Dork red /Purple,/Brown,/Block
Is there dulﬁng? ez Ma
Do you have pramenstrual fension® fas Mo
Does your foce break oul before or during your period? Yes No
Da your breasts become lender prn.mensﬁ'uu'l_,l@' — Yaz Na

Yes Mo

Do you bleed or spot behwean periods? —_Yaz Mo
Are your mensireol cydes spoced iregulorly? Yes Mo
How many duyu are thare from

one period fo he next? _ T

Date of lost manstrual pericd

How mary pregnancies hove you hod?
Hew many children do you have? -
Heow many abaorfions hove you had?
How many miscarrioges hove you had?
How many times hos a D&C been pedormed?
Have you ever hod an abnarmal pap smeor?

age(s] —

Yes Mo

Hove you ever hod o cervical biopsy,
operafion, coverizafion or confzation?
Have you ever hod a venereal disease?
Do you gel yeas! infections regularky?

Have you ever been diognosed with o
chiomydia infection?

Da you hove chronic vaginal discharge?
Do you have any sores on your genilalia?

Yos Mo
Yez Mo

Yes Mo

Yes Mo
_ Yes Ka

Hove you ever had pebvic inflammotory diseose® __ Yes Mo
Were you troated for it _ Yes Mo
How®
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Date of last Pop smear:
Hove you ever been diognased wﬂh uterine fibroids ar

polyps? Yos Mo
Have you ever been dingnased with End::lnwfn'usisi! —Yas Mo
Hove you been diognosed with pelvic odhesions® Yes Mo
iy oWy peon Yes No
Hove you token any medications for mﬂemlngu:ﬂl

condilions other thon conroceplives? Yes Mo
Madicaticn Reason Havwe long
Have your cycles changed since they began® Yes Mo
Honerd

Do you avulale on your own _Yes No
On what day of your cycle?

Do your breasts get tender al/during -:.n--nn.lE-:.|I|-.'.|nE es Mo
Do you get premenstrual low back pain® Yes Mo
Do your bowel movements become loosa at the

beginning of you peried? Yas Mo
Have you hod fertility beatmanis? Yoz Mo

If yes, when and whers?

By whomd
What types?

J
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Have you faken medicotion 1o help you ovulale® Yes Ne § Are you prasenily loking steroids? : Yes Mo
mm““‘ Have you ioken oral controceplives? Yes No
long?® When?

Have your fallopian lubes been evaluated madically® __ Yes No 5 How long?

What were the resulis? ’ Hmwwhﬁmm Yas Mo
When? S e
How long? .

Have you had any tubal operations® Yas Mo rm;;mmrttmbmuhmuﬂ Yes Mo

Have you had any harmone loboratory tests performed? Yes Mo long®

Whot wrs the rescls? o o : .
How long hove you been irying to conceive® s
Have you had o diognosis relafing io infertilin? ______ Yes Mo
What was i

Do you hove a single poriner with whom you hove

bean irying lo concaive? Yes Mo

How long hove you been married or living together?

Has he had o fertility workup? Yeas Mo

What were the results?
COMMENTS/NOTES:

s your pariner supportive of your wish io concaive? __Yas Mo
How is your sexual energy? low MNormmol High

Do you douche regularky? Yes Mo
With what?

Do you use vaginal lubricants® — Yeos Mo
Ase you more than 20% over your ideal body weight?  Yes Mo
Are you mare than 20% below your ideal body welghi? Yes Mo

Do you have o stresstul occupation® _Yes Mo
Do you exercise regubarly® Yos Mo
Do you have excessive focial heir2 Yas Mo
De you have excassively cily skin? Yos Mo
Have you experienced excessive loss of heod hair? —Yas Mo
Hove you noficed dischorge from your nipples? _—__Yes Mo
Was your mother exposed fo diethylstilbastrol [DES) whan she
was pregnant with you? Yes Mo
Heva you been axposed o any known environmental

loxing or hormonns? Yes Mo
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