
THE BALANCED BODY ACUPNCTURE NUTRTION & HERBS
5630 N. LAKE DRIVE WHITEFISH BAY, WI 53217 PHONE: 262-370-4451

Patient Information Sheet Confidential

Important: Complete this form as thoroughly as possible. Some questions may seem unrelated to your
condition, but they may affect your diagnosis and treatment. All information is confidential.

Cancellation Policy -I acknowledge that 1will give at least 24 hour notice of cancellation to
avoid a charge for the session. This is a courtesy to other patients who may need that appointment
time. 1will call iff anticipate being more than 15 minutes late for mv appointment. Initials:

Patient Date

Date Full Name Preferred NameINickname

Date of Birth Age

Gender MF
Marital Status
Single Married Separated Divorced

Address aty State Zip

Daytime Phone # (bome, work. cell circle one) Alternate Pbone # (bome, work. cell circle one)

Emergency Contact & Relationsbip
Pbone Numbers of Emergency Contact
Primary Alternate

Circle Healtb Insurance Coverage
None PPO POS HMO Workers' Comp Auto Injury with MedPay Military Other

Would you like to receive an appointment confirmation via email? Y N
Would you like to receive a monthly email acupuncture newsletter? Y N
Would you like to be updated on clinic events via email? Y N
Please be assured that your email address will only be used by our office for the above intended purposes and will not be sold to
other companies or individuals.
Email:

Primary Care Doctor Specialty

Other Doctors You See Specialty

Other Doctors You See Specialty

How did you hear about us?



DatePatient

PERSONAL MEDICAL & FAMILYHEALTH HISTORY
Please indicate those that are current health problems for yourself and your family members with a "C" under appropriate
person's column. "P" should be used to indicate a past problem. Leave blank those spaces that do not apply. Ifyou
require more space, use the reverse side of this form.

Ifany of the above familymembers are deceased, please listtheir age at death and cause.

List any surgeries you have had and year it was performed.

TRAVEL: Have you ever traveled or livedoutside the U.S.? D Yes D No
Anyhealth problemswhen abroad? DYes D No Ifyes, what?,

FEMALES:

Form of birth control,
Last period
Age started menstrual cycle_
D Menstrual pain
D Low backache

D Irregular

Pregnant DYes D No
Last PAP test.
Age stopped_
D Water retention

D Moodchanges
o Painfulbreast

o Clotting
D Heavy bleeding
o Vaginaldischarge
No. Pregnancies_
No.VaginalDeliveries_
No. Caesareans

D Hotflashes

o Vaginaldryness
o Other:

No. Miscarriages
No. Abortions

You Father Mother Spouse Brother(s) Sister(s) Children
Aae

Arthritis
Asthma-Hav Fever
Back Trouble
Bursitis
Cancer
Constipation
Diabetes
Disc Problems
EmotionProblems
Emphvsema
Epilepsy
Headaches
Heart Trouble
HighBloodPressure
Insomnia
KidnevTrouble
LiverTrouble
Miaraine
Nervousness
Neuritis
Obesity
Pinched Nerves
Scoliosis
Sinus Trouble
Stomach Trouble
Other:



Patient Date

SYMPTOMS - For each symptom you currently have, rate its severity from 1-5 (5 being the worst). Leave blank if N/A.

LIVER/GAllBLADDER HEART/SMAll INTESTINE SPLEEN/STOMACH_ Irritability _ Heart palpitations _Heaviness anywhere in body_ Depression _Chest pain _ Fatigue_Headaches/migraines _Dizziness _Hard to get up in the morning_ Visualproblems _ Insomnia _ Edema (swelling)_ Red eyes _ Easily startled _ Muscles feel tired often_ Drylitchyeyes _Restlessness/agitation _Easy bruisingand bleeding_Spotsinfrontofeyes _Anxiety _Badbreath_Blurredvision _Breathlessness _low appetite
_ Feelingoflumpinthroat _Vividdreams _ Snacking_Clenchingof teeth at night _Dreams are bothersome _Tendency towards hypoglycemia_Musclecramping _ lack of joy in life _Difficultydigesting oily foods_Muscletwitching _laughing fornoreason _ Nausea
_ Jointsfeeltight/stiff _Craving/avoidingbitterfoods _Vomiting_Cold handslfeet _Gaslbelching_Soft/brittlenails lUNGIlARGE INTESTINE _Bloating_Craving/avoidingsour foods _Drycough _Hemorrhoids_ Coughwithsputum _Constipation_Nasal discharge _Diarrhea_Poor sense of smell _Abdominalpain_ Nose bleeds _ Indigestion/heartburn_ Itchy, red or painful throat _ Over-thinking

_ Drymouth _ Tendencytobecomeobsessive_Skin rashes _Craving/avoidingsweets_ Itchyskin_Grief,sadness_ Shortness of breath_Allergies
_low resistance to colds or flu
_low physicalstamina
_ Mildfever comes and goes_ Craving/avoiding spicy foods

KIDNEY/URINARY BLADDER_Urinaryproblems_ Frequent urination_ Incontinence_Weakness/pain in lowerback_Aching bones_ Feel coldeasily
_low sexualenergy
_ Excesssexualdesire
_ Poormemory
_ loss ofhair
_ Hearingproblems
_ Ringinginears
_ Craving/avoidingsaltyfood

MEDICAL CONDITIONS-Please list conditions & ALLERGIES OCCUPATIONAL CONCERNS

surgeries you have or have had and year diagnosed.
Medications, Seasonal, Check (v") ifyour work exposes
Environmental, Food you to the following.

Year Condition/Surgery Occupation:
o Stress

o Heavy Typing/Computer Use
o Hazardous Substances

o Heavy Lifting
o Other

MEDICATIONS- Please listall prescriptionmedicationyou use. Includethose whichyou may only use occasionally.
Remember inhalers, eye drops, nose drops.

Prescription name Purpose Howlong Dose Howoften last Dose



What are the health problems for which you are seeking treatment?

How long have you had this condition?

What other forms of treatment have you sought?

What helps your condition?

What aggravates your condition?

Please list any surgeries or major health incidents (accidents, etc.) in your life:

PAIN PATIENTS, please indicate on the figures below the areas of the body you experience your pain:

How would you characterize your pain: 0 duWachy 0 sharp/stabbing 0 burning 0 tingling 0 numbness 0 electrical

What would you like to achieve with acupuncture treatment?
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Healthy Living Questionnaire
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Age: Gender: 0 Male 0 Female

Current Weight:

Do you consider yourself:

o underweight 0 overweight 0 just right

Unintentional weight loss or gain of 10 pounds
or more in the last three months: Yes0 No 0

, Recent changes in your ability to:

I 0 see 0 hear 0 taste

~0 smell 0 feel hot/cold sensations J
./
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(1. Check the Following Statements That Apply: - ,

I 0 Occasionallyor frequently skip meals

I 0 Sufferfrom fatigue
! 0 Currently overweight

I 0 Cravesweets or carbohydrates
o Crave stimulants, such as caffeine or soft drinks

o Suffer from chronic pain

o Suffer from headaches
-- - -- _.- --- -"~
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2a. Activity level - Check Your Current Level
of Work or Lifestyle:

o level 1 - Very light Work: Sitting, standing,
driving, reading, computer, etc.

o level 2 - light Work: Light housework, labor,
childcare, mechanic, some sitting, etc.

o level 3 - Moderate Work: Heavy gardening,
housework, labor, no sitting, etc.

o level 4 - Heavy Work: Heavy manual labor,
construction, digging, etc.

2b. Exerciselevel - CheckYourCurrent
level of Exercise:
o None
o level A - Light Exercise: 1-3 times per week,

easy pace, stretching, walking, etc.
o level B- Moderate Exercise: 2-3 times

per week, moderate pace, some weights, etc.
o level C - Heavy Exercise: 3-4 times per week,

vigorous pace, weights, fast running, etc.
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(3. Balance Eating - Check Which Apply:

I 0 Mixedfood diet (animal and vegetable sources)
i 0 Vegetarian

I 0 Vegan
I 0 Salt Restriction
! 0 Fat Restriction

i 0 Starch/carbohydrate restriction
o The Zone Diet
o Totalcalorie restriction
o Specificfood restrictions of:

o dairy 0 wheat 0 eggs
o soy 0 corn 0 all gluten

o Other

Servings per day:
Fruits (citrus, melons, etc.)

Dark green or deep yellow/orange vegetables
Grains (unprocessed)
Beans, peas, legumes
Dairy, eggs

\ Meat, poultry, fish'-
---

'4. Eating Frequency - Check Which Apply:
o Skip breakfast or other meals
o Three meals/day
o Two meals/day
o One meal/day
o Graze-smallfrequent meals (how many/day) !I

" 0 Generally eat on the run /''' -.- /
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5. Exercise Frequency and Schedule -
Check Which Apply:
05-7 days per week
o 3-4 days per week
o 1-2 days per week
o 45 min or more duration per workout
o 30-45 min or more duration per workout
o less than 30 min

o Use of personal trainer
o Member of fitness club

o Own exercise equipment
o Walk:days/week

o Run, jog, jump rope, other aerobic: days/week
o Weight lift: days/week
o Stretch: days/week

o Yoga: days/week_

o Other days/week i
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