Application for Acupuncture and TCM Treatments

Patient Identification

Last Name



First Name



Date of First Visit


Address









Home Phone



City and Province



Postal Code


Cell    Phone




Date of Birth (dd/mm/yy)



Sex  M  F


Work  Phone



Emergency Contact 



Relation



Phone




Physician








Phone










e-mail:

Chief Complaint for Treatment

Significant Illnesses (please circle) AIDS, Asthma, Alcoholism, Allergies, Arthritis, Cancer, Diabetes, Haemophilia, High Blood Pressure, Heart Disease, Hepatitis, HIV(+), Seizures, Significant trauma (auto accident, falls, etc.), Thyroid Disease, Surgeries, Other: Please specify





Current Medication

Purpose of Visit:  Consultation Only
Consultation & Treatment: Acupuncture / Tuina massage

Where did you hear about the clinic?

1) Welcome to my clinic and thank you for your interest in Traditional Chinese Medicine and Acupuncture. 
Please carefully read the following and sign below.

2) Acupuncture and other TCM treatment modalities are safe and effective for the prevention and treatment of a wide variety of health problems and for the promotion of well being. Your practitioner will help you on your journey to wellness. Although TCM/Acupuncture are helpful for many health conditions, it is not intended to replace any tests or treatments recommended by your physicians. Please continue with your medications as prescribed by your physician while you received treatments from this clinic.

3) TCM/Acupuncture is NOT covered by OHIP. Coverage is provided by some extended healthcare plans. Please check with your employee benefits. The cost of your initial consultation and treatment  is $110, and all subsequent treatments are $75. 

A $25 NSF fee will be applied to any returned cheques. Please ask us about our treatment packages. All sales are final.

The clinic requires 24 hours notice when cancelling appointments. Please be aware that a fee of $40 will be applied for missed appointments.

4)    
Please note that Acupuncture and Tuina massage are safe. Occasional bruising, and post-needling sensation may happen. Fainting may occur for new patients due to nervousness, hunger, or extreme tiredness. If you have any concerns, please do not hesitate to ask.

Exemption of Liability Clause:

I________________________________________(undersigned patient) hereby request and consent to receive Traditional Chinese medical treatments including acupuncture, tuina massage, and other related treatments from practitioners at the clinic. I acknowledge that the above treatments and all ramifications have been explained to me. I also absolve Christopher Cole, all practitioners, and the his clinic, if I experience any unexpected effects from the treatment. I further agree to not commence lawsuits of any kind against any of the parties mentioned above.

__________________________________
__________________________________
___________________

Name of Patient



Signature of Patient


Date (dd/mm/yy)

__________________________________
__________________________________
___________________

Christopher Cole



Signature of Practitioner


Date

	
	Your Lifestyle:
	
	
	
	
	
	
	
	

	
	Alcohol
	
	Marijuana
	
	Stress
	
	Regular Exercise
	
	

	
	Tobacco
	
	Drugs
	
	Occupational 
	
	Type
	
	Frequency

	
	
	
	
	
	Hazards
	
	Type
	
	Frequency

	
	General Symptoms
	
	
	
	
	
	
	
	

	
	Poor Appetite
	
	Poor Sleep
	
	Bodily Heaviness
	
	Chills
	
	Bleed or Bruise easily

	
	Heavy Appetite
	
	Heavy Sleep
	
	Cold hands or feet
	
	Night Sweats
	
	Particular Taste 

	
	Strong Like Cold Drink
	
	Dream disturbed sleep
	
	Poor Circulation
	
	Sweat Easily
	
	describe:

	
	Strong Like Hot Drink
	
	
	
	Shortness of Breath
	
	Muscle Cramps
	
	

	
	Recent Weight gain/loss
	
	Lack of Strength
	
	Fever
	
	Vertigo/Dizziness
	
	

	
	
	
	
	
	
	
	
	
	

	
	Head, Eyes, Ears, Nose and Throat
	
	
	
	
	
	
	
	

	
	Glasses
	
	Night Blindness
	
	Sore on lips or tongue
	
	Recurrent sore throat
	
	Headaches

	
	Eye Strain
	
	Glaucoma
	
	Dry Mouth
	
	Swollen Glands
	
	Migraines

	
	Eye Pain
	
	Cataracts
	
	Excessive saliva
	
	Lumps in the throat
	
	Concussions

	
	Red Eyes
	
	Teeth Problems
	
	Sinus problems
	
	Enlarged Thyroid
	
	Other head or neck 

	
	Itchy Eyes
	
	Grinding Teeth
	
	Excessive phlegm
	
	Nose Bleeds
	
	problems:

	
	Spots in the eyes
	
	TMJ
	
	Colour of phlegm
	
	Ringing in the ears
	
	

	
	Poor vision
	
	Facial pain
	
	
	
	Poor hearing
	
	

	
	Blurred vision
	
	Gum Problems
	
	
	
	Earaches
	
	

	
	
	
	
	
	
	
	
	
	

	
	Respiratory
	
	
	
	
	
	
	
	

	
	Difficulty breathing when lying down
	
	Tight chest
	
	Cough: 

Wet or Dry?
	
	Colour of phlegm
	
	Coughing blood

	
	Shortness of breath
	
	Asthma/wheezing
	
	Thick or Thin?
	
	
	
	Pneumonia

	
	
	
	
	
	
	
	
	
	

	
	Cardiovascular
	
	
	
	
	
	
	
	

	
	High Blood Pressure
	
	Low Blood Pressure
	
	Chest Pain
	
	Tachycardia
	
	Phlebitis

	
	Blood Clots
	
	Fainting
	
	Difficulty Breathing
	
	Heart Palpitations
	
	Irregular Heartbeat

	
	
	
	
	
	
	
	
	
	

	
	Gastrointestinal
	
	
	
	
	
	
	
	

	
	Nausea
	
	Diarrhea
	
	Intestinal pain/cramps
	
	Bowel movements:
	
	

	
	Vomiting
	
	Constipation 
	
	Itchy Anus
	
	Frequency:
	
	Texture/Form:

	
	Acid Regurgitation
	
	Laxative use
	
	Burning Anus
	
	
	
	

	
	Gas
	
	Black Stools
	
	Rectal Pain
	
	Colour:
	
	Odor:

	
	Hiccup
	
	Bloody Stools
	
	Hemorrhoids
	
	
	
	

	
	Bloating
	
	Mucous in Stools
	
	Anal Fissures
	
	
	
	

	
	Bad Breath
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Musculoskeletal
	
	
	
	
	
	
	
	

	
	Neck/shoulder pain
	
	Upper back pain
	
	Joint pain
	
	Limited range of motion
	
	Other (describe)

	
	Muscle pain
	
	Lower back pain
	
	Rib pain
	
	Limited use
	
	

	
	
	
	
	
	
	
	
	
	

	
	Skin and Hair
	
	
	
	
	
	
	
	

	
	Rashes
	
	Eczema
	
	Dandruff
	
	Change in hair/skin texture
	
	Other skin/hair problems (describe):

	
	Hives
	
	Psoriasis
	
	Itching
	
	Fungal Infections
	
	

	
	Ulcerations
	
	Acne
	
	Hair loss
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Neuropsychological
	
	
	
	
	
	
	
	

	
	Seizures
	
	Poor Memory
	
	Irritability
	
	Considered/attempted suicide
	
	Other (specify):

	
	Numbness
	
	Depression
	
	Easily Stressed
	
	Seeing a Therapist
	
	

	
	Tics
	
	Anxiety
	
	Abuse Survivor
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Genito-Urinary
	
	
	
	
	
	
	
	

	
	Pain on urination
	
	Blood in urine
	
	Venereal Disease
	
	Increased libido
	
	Impotence

	
	Frequent urination
	
	Unable to hold urine
	
	Bedwetting
	
	Decreased libido
	
	Premature Ejaculation

	
	Urgent Urination
	
	Incomplete urination
	
	Wake to urinate
	
	Kidney Stone
	
	Nocturnal Emission

	
	
	
	
	
	
	
	
	
	

	
	Gynecology
	
	
	
	
	
	
	
	

	
	Age mesa began 
	
	Duration of flow in days
	
	Vaginal Discharge
	
	Breast lumps
	
	Date of last PAP

	
	
	
	
	
	Colour:
	
	
	
	

	
	Length of cycle (day 1 to day 1)
	
	Irregular periods
	
	Vaginal sores
	
	# of Pregnancies
	
	# of Live Births

	
	Date last period began:
	
	Painful periods
	
	Vaginal odor
	
	Premature births
	
	

	
	
	
	PMS
	
	Clots
	
	Age at Menopause
	
	

	
	Other

	
	


Patient Name (L,F):






Birth Date (d/m/y):       /       /

Chief Complaint and Duration

Significant Illnesses

Current medication(s)

Lifestyle

What did you eat yesterday/today for…

Breakfast

Lunch

Dinner

In between meals

Cellular phone?



Is it always on?   Yes   No

When is it off?

Cordless telephones in home? 

How many?



In bedroom?   Yes   No

i-pod   yes   no



How many hours of use per day?

Number of Televisions in the home

Number of people in the home?


TV in bedroom?  Y  N

Hours of TV watched per day?

0 to 1 hours

2 – 5 hours

6+ hours

List programs regularly watched

Which newspapers/magazines do you regularly read?

Drinking alcohol



8 ounce cups/day

Smoking




packs/day

Caffeine




cups/day

Exercise




times/week


duration

Type of employment

Leisure activities

History of the present illness

1) Onset of disease:

2) Characteristics of the main symptoms:

3) Accompanying symptoms:

4) Relieving/exacerbating factors: 

5) Tests/diagnosis: 

6) Treatment as well as the results: 

Current symptoms (these 2 pages to be completed with Christopher):

Chills/Fever

Sweating

Appetite and Thirst

Urine/Stool

Condition of the head and body

Condition of Chest and Abdomen

Condition of the Ears and Eyes

Sleep

Emotions

Energy

Female disorders

7) Personal history:

8) Menstruation and Obstetrics:

9) Family History: 

10) Inspection of general appearance:

Spirit

Speech

body shape and movements

11) Listening and Smelling:

Observation of the Tongue Proper

Colour: 

pale red
pale

red

deep red
purple

Shape:

rigid/hard
tender/soft
teeth marks



swollen
thin
wide

deep



cracks

location:


direction:



thorny/strawberry

Mobility:
flaccid

stiff

quivering
normal



deviated
left
right



shortened
long

Observation of Tongue Coating

Colour:

white

yellow

gray

black

Thickness:
none

thin

normal

thick

very thick

Moisture:
dry

moist

very wet



curdy

greasy

Peeling:
center only
irregular
sudden

Root:

yes

no

Pulse: (location, strength, rate and quality)

Left/Yang






Right/Yin

Cun/HT







Cun/LU

Guan/LR






Guan/SP

Chi/KI







Chi/KI

Analysis of Differentiation

Disease Diagnosis

Differentiation of Syndrome

Treatment Principals

Treatment Remedies (Acupuncture, Herbs, Tui Na, others)

