Integrative Hospital Associates

New Patient Intake Form

Name Date

Birthday / / Age Male / Female (please circle) Ht/Wt
Address City, Zip

Home Phone Work Phone

Occupation

Emergency Contact Phone Number

Referred by

Are you under the care of a Physician? Yes CINo Physician’s Name

Please list any allergies you may have:

Reason for visit today/chief complaint:

How long have you had this condition?

What makes it better?

What makes it worse?

Have you had acupuncture, chiropractic, complementary medicine before? mYes miNo

Other, prior treatments have you tried for this condition (including medication):

Please list all medications you are currently taking (including supplements):

Name of Medication Dosage Reason




Are you currently experiencing any of the following?

O Unexpected weight loss, fever, and/or chills?
If so, please explain:

O Recent changes in vision, tearing, or eye irritation?
If so, please explain:

O Recent changes in hearing or ear pain?
If so, please explain:

O Nasal drainage and/or congestion?
If so, please explain:

O Dental pain or carries?
If so, please explain:

O Sore throat, hoarseness, trouble swallowing, and/or postnasal drainage?
If so, please explain:

O Chest pain, heaviness, jaw or arm pain, edema (swelling), and/or palpitations?
If so, please explain:

O Shortness of breath and/or cough?
If so, please explain:

O Constipation, diarrhea, blood in the stool, and/or tarry stools?
If so, please explain:

O Pain/difficulty urinating, frequency, blood in the urine, and/or trouble holding in urine?
If so, please explain:

O Joint pain, limited movement, decreased range or motion?
If so, please explain:

O Recent rash or itchiness?
If so, please explain:

O Recent headaches or dizziness?
If so, please explain:

O Abnormal bleeding and/or bruising?
If so, please explain:

O Changes in mental health?
If so, please explain:




Family Medical History: (please check those that apply)

OAllergies OArthritis OAsthma OAlcoholism O Cancer

O Diabetes ODrug Abuse OEpilepsy OHigh Blood Pressure

Heart Disease IKidney Disease C1Stroke

Surgical History:

Lifestyle:

mAlcohol OYes CONo  If yes, how often?

O Tobacco OYes CONo  If yes, how often?

mDrugs OYes CONo  If yes, how often?

CCaffeine OYes CONo If yes, how often?

C1Exercise OYes CONo  If yes, how often?

C1Dieting OYes CONo  If yes, how often?

Your Past Medical HiStOFY: (please check any of the conditions you currently have or have had in the past)

OAIDS/HIV OAlcoholism OAllergies CJAnemia OAppendicitis
CAsthma 1Cancer 1Chicken Pox Diabetes CEmphysema
OEpilepsy O Goiter OGout CHeart Disease CHepatitis
High Blood Pressure [ Herpes OMeasles OMultiple Sclerosis COMumps
CINephritis CPacemaker OOPneumonia CORheumatic Fever CScarlet Fever
C1Stroke O Thyroid Dysfunction [ Tuberculosis CUlcers C1GI Disorders
OSurgery

O Other:

General Symptoms:

C1Poor appetite OPoor sleep OChills OBodily heaviness OBleed or bruise easily
CHeavy appetite CHeavy sleep ONight sweats OCold hands/feet OPeculiar taste
(describe)

C1Poor circulation CFatigue OLack of strength O Dream disturbed sleep

OShortness of breath Weight loss/gain O Fever OMuscle cramps O Vertigo or dizziness
Head, Eyes, Ears, Nose, Throat:

O Glasses CEye strain CRed eyes CItchy eyes 1Poor vision

CINight blindness O Glaucoma CIBlurred vision O Cataracts CLight sensitivity

O Teeth problems OGrinding teeth OTM) OFacial pain OGum problems

ODry mouth

CLumps in throat

CHeadaches
OSinus
CEntire head
Back of head
O Forehead
CTemples
CMigraine

CExcessive saliva
O Enlarged thyroid
CMigraines

C1Sinus problems
CINose bleeds
OOMemory loss

O Excessive phlegm
ORinging in ears
O Fainting

CIRecurring sore throat
CPoor hearing
OEaraches



Respiratory:

OTight chest OCough O Coughing blood OShortness of breath  [Difficulty breathing
O Asthma/wheezing COPneumonia when lying down
Cardiovascular:

CHigh blood pressure [Low blood pressure  [Heart palpitations OIrregular heartbeat  [@Blood clots

O Chest pain OPain around ribs ORecent stroke CRecent Heart Attack

Gastrointestinal:

CNausea O Vomiting DAcid reflux OGas CIHiccups
OBloating OBad breath O Diarrhea O Constipation OlLaxative use
OBlack stool OBloody stool OMucus in stool OlItchy anus OIntestinal
pain/cramps

IHemorrhoids Bowel movements: Frequency Color

Consistency,

Musculoskeletal:

ONeck/shoulder pain  OLow back pain O Upper back pain OMuscle pain ORib pain

OJoint pain CArthritis CLimited use CLimited Range of motion

O Other- describe

Skin and Hair:

JRashes OEczema O Dandruff COChanges in hair/skin [Psoriasis
Hives O Ulcerations OlItching CHair loss O Fungal infection
Neuropsychological:

CSeizures INumbness OTics CJPoor memory O Depression
CAnxiety OIrritability OEasily stressed OAbuse survivor OSuicide attempts
CSeeking a therapist [Other

Genito-Urinary:

CIPainful urination
OFrequent urination
OUrgent urination

CIBlood in urine
CUnable to hold urine
O Incomplete urination

CVenereal disease
COBedwetting
CIWake to urinate

OIncreased libido
O Impotence
CKidney stone

O Decreased libido
OPremature ejaculation
OProstate enlargement

Gynecology:

CJAge menses began

1 Duration of flow

CHysterectomy

CIMenopause

CJAre you or do you think you are pregnant

OVaginal Sores
OIrregular periods
O Tumors

OVaginal ulcers
O Cramping
OPregnancy

CIBreast lumps
COPMS
OInfertility




