
New Member Intake 
General Information:


Patient Name ______________________________________________________ Date ___________________


Date of Birth ____________________ Occupation ________________________________________________


We value your privacy and from time to time we send out email, text and mail communication updates, some 
may be very important and timely, would you like to receive:  Emails: Yes No     Texts: Yes No      	Mail: Yes No	 	      


Emergency Contact __________________ Relationship _______________ Phone # ___________________


Focus


What is the primary reason for seeking care? ___________________________________________________


What was the initial cause? __________________________________________________________________


When did it begin? __________________________________________________________________________


What makes it better? _______________________________________________________________________


What makes it worse? _______________________________________________________________________


How does this problem interfere with your daily activities?


What have you already done about this? _______________________________________________________


What are your health goals? __________________________________________________________________


List any past or future surgeries: ______________________________________________________________


List any significant trauma & when it occurred (e.g. auto accident, falls, emotional, sexual, etc.): ______


On a scale of 1-10, how committed are you to correcting your issue? _____________________________

___________________________________________________________________________________________

Medical History


List your allergies: ___________________________________________________________________________

List your medications: _______________________________________________________________________

List your supplements: _______________________________________________________________________

___________________________________________________________________________________________

Describe your sleep: _________________________________________________________________________

5D Services dba Acupuncture  of 1 2

 Work          Standing              Sexually            Driving

 Sleep         Emotional            Recreation         Exercise

 Walking      Relationships      Bending

 Sitting        Social Life           Stretching


 Other_________________________________________________________________



Please indicate if you have or have had any of the following:
 Hepatitis    HIV/AIDS     Diabetes I  or II     Anemia     Cancer: Type _______________________

Signs/Symptoms

Pain
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