Back2Health Chiropractic & Physical Therapy Center, LLC
33-00 Broadway, STE. 209, Fair Lawn, NJ 07410
T (201) 820-3343 F (201) 820-3344

ACUPUNTURE INTAKE FORM

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL FORM IN DETAIL. COMPLETION OF THIS FORM ALLOWS
US TO REVIEW YOUR TREATMENT PLAN AND PROVIDE YOU WITH THE BEST CARE POSSIBLE.

DATE:
FIRST NAME MI LAST NAME
DATE OF BIRTH SOCIAL SECURITY #
EMAIL PHONE #
ADDRESS

EMERGENCY CONTACT/ PHONE #

PRIMARY PHYSICIAN & HOSPITAL AFFILIATION

PLEASE LIST ANY PREVIOUS SURGERIES, HOSPITALIZATIONS, AND SERIOUS ILLNESS WITH
DATES:

WHAT ARE THE MAIN SYMPTOMS / PROBLEMS YOU ARE SEEKING TREATMENT FOR?
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Back2Health Chiropractic & Physical Therapy Center, LLC

33-00 Broadway, STE. 209, Fair Lawn, NJ 07410
T (201) 820-3343 F (201) 820-3344

WESTER MEDICAL DIAGNOSIS

Please check off any Western Diagnosis you have now or have had in the past:

DIABETES STROKE/ HEART ATTACK o  MULTIPLE SCLEROSIS
TOXOPLASMOSIS PERIPHERAL o EPILEPSY/SEIZURES
CRYPTOSPORIDIUM NEUROPATH o ATTENTION DEFICIT
EASTING DISORDER DEMNTIA DISORDER
FIBROMYALGIA ARTHRITIS o  WASTING SYNDROME
CHRONIC FATIGUE CARPAL TUNNEL o ALLERGIES TO METAL
SYNDROME SYNDROME o CANDIDIASIS
SHINGLES PACEMAKER o BACTERIAL SEPTICEMIA
ENDOCARDITIS CMV INFECTIONS o PELVIC INFLAMMATORY
ALLERGIES RECURRENT DISEASE (PID)
Drugs or Substances? SALMONELLA o STD:
CANCER What type?

PNEUMONIA: What type?
What type?

WESTERN MEDICATIONS

Please list below all of the medications/ supplements/herbs you take:

o I do not take any o  Western Medications o Supplements o  Herbs

MEDICATION/ SUPPLEMENT/HERB

USED TO TREAT

SIDE- EFFECTS EXPERINCED

vl

©|o| =l o v

10.

ADHERENCE LEVEL: Overall in the past month, have you taken your prescribed medications?

0 ALMOST NEVER

0 LESS THEN 50%

o0 ROUTINELY



Back2Health Chiropractic & Physical Therapy Center, LLC
33-00 Broadway, STE. 209, Fair Lawn, NJ 07410
T (201) 820-3343 F (201) 820-3344

PLEASE INDICATE ALL SYMPTOMS BELOW THAT YOU HAVE EXPERINCED WITHIN THE PAST 30
DAYS. PLEASE COMPLETE THIS SECTION CAREFULLY; THESE SYMPTOMS ARE ALL IMPORTANT IN
OBTAINING AN ACCURATE DIAGNOSIS.

Please circle according to the severity of your Symproms.
L =LIGHT M=MEDIUM S= STRONG

HEAD/ EYES/ EARS/ NOSE/ THROAT

L M S Sinus Problems L M S Sore Throat/ Mouth L M S Dizziness

L M S Difficulty Swallowing L M S Dental/ Gum L M S Nose Bleeds

L M S Headaches L M S Vision Problems L M S Thirst

L M S Ear/ Hearing Problems L M S Dry mouth L M S Other (Specify):

L M S Sneezing/ Runny Nose L M S Thrush/ Leukoplakia

RESPIRATORY
L M S Shortness of breath L M S Phlegm L M S Frequent Colds
L M S Blood in Sputum L M S Cough L M S Other(Specify)

L M S Bronchitis

L M S Pain w/ Deep Breathing

GASTROINTESTINAL
L M S Loss of Appetite
L M S Gas/ Bloating
L M S Weight Loss

L M S Heart Burn

L M S Chest Pain

L M S Wheezing

L M S Constipation
L M S Hemorrhoids
L M S Jaundice

L. M S Nausea

L M S Vomiting

L M S Diarrhea

L M S Abdominal Cramps

L M S Other (Specify)




Back2Health Chiropractic & Physical Therapy Center, LLC
33-00 Broadway, STE. 209, Fair Lawn, NJ 07410

CARDIOVASCULAR

L M S Low Blood Pressure

GENITO- URINARY

L M S Frequent Urination
L M S Low Sex Drive

L M S Genital Sore

MUSCULER/ SKELETAL
L M S Muscle/ Joint Pain

L M S Weakness

L M S High Blood Pressure

L M S Genital Warts
L M S Impotence

L M S Edema

L M S Stiff Neck/ Shoulders

L M S Back Pain

NEUROLOGICAL/ PSYCHOLOGICAL

L M S Depression
L M S Irritability/ Anger
L M S Tremors

L M S Poor Concentration

SKIN/ HAIR/ NAILS

L M S Iichy/ Painful Rashes

L M S Psoriasis/ Eczema
L M S NewKS

L M S Bleed/ Bruise easily

L M S Adnxiety
L M S Disorientation
L M S Insomnia

L. M S Bipolar

S Fungus
S Mole Changes

S Hair Loss

.
£ 2 X £

S Shingles

T (201) 820-3343 F (201) 820-3344

L M S Palpitations

L M S Night Urination
L M S Pain

L M S Other (Specify)

L M S Pain, Tingling, or Numbness in
O Arms
O Legs

O Fingers
o Toes/ Neuropathy

L M S Fear
L M S Forgetfulness
L M S Seizures

L M S Other:

L M S Cold Sores
L M S Adcre

L M S Other:




Back2Health Chiropractic & Physical Therapy Center, LLC

33-00 Broadway, STE. 209, Fair Lawn, NJ 07410
T (201) 820-3343 F (201) 820-3344

OB/ GYN (Women only- this section)

L M S Yeast Infections L M S Menstrual Cramps
L M S Pelvic Infections L M S Spotting
L M S Mid- Cycle Pain L M S Irregular Periods

L M S Vaginal Discharge L M S No Periods

L M S Other:

Menstrual Cycle

Days Bleeding Date of Last Period

Are you Pregnant? O Yes O No
How many Pregnancies have you had? Caesarians?

Are you in Menopause? O Yes O No
Date of last Pap Smear O NORMAL
Last Breast Exam O NORMAL

L M S Clots
L M S PMS
L M S Vaginal Pain/ Itching

L M S Hot Flashes

O Unknown
O Unknown

O ABNORMAL
O ABNORMAL

Patient Signature:

Date:
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ACUPUNCTURE INFORMED CONSENT TO TREAT

i hereby request and consent to ihe performance of acupuncture treatments and other procedures within the scope of the practice of
scupuncture on me {(or on the patient named below, for whom | am legaily responsible} by the acupuncturist indicated below anc/or other

licensed zcupuncturists whe now or in the fulure treat me while emgloyed by, working or associated with o serving as back-up for ihe
acupunciurist named below, inciuding those working at the ciinic or offics listed beiow or any other office or clinic, whether signatories ‘o ihis

e

form or not.
{ understand that methods of freatment may inciude, but are not limited to, acupuncture, moxibustion, cupping, slectrical siimulation, Tui-Na
(Chinese massage]j, Chinese herbai medicine, and nutritional counsaling. | understand that the herds raay need {o be prepared ard the teas
consumed accerding fo the instructions provided crally and in writing. The herbs may have an unpieasant smell or taste. | wiil immediately
notify a member of the clinical siaff of any unanticipated or unpieasant effects associatad with the consumption of the harbs.

i have been informed that acupunciure is a generally safe method of treatment, but that it may have some side effects, inciuding bruising,
numbness ar fngling near the neadiing sites *hat may last 2 faw days, and dizziness or fainting. Bums and/or scarring are a potential risk of
mexibustion and cupping, or when reatmant involves the use of heat lamps. Bruising is 2 common side effect of cupping. Unusual rigks of
acupuncture include spontanecus miscarriage, nerve demage and organ punciure, including fung puncture {pneumcthorax). Infection is

anothar possible risk, although the clinic uses sterile disposable needles and maintains & slean and safe environment,

I understand that while this document describes the major risks of treatment, other side effects and risks may cccur. The herbs and
nutritional supplemenis (which are from plant, animal and mineral sources) that have been recommended are traditionally considered safe in
the praciice of Chinese Medicine, zithough some may be toxic in large doses. ! understand that some herbs may be inappropriate during
pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrheg, rashes, hives, and
tingling of the tongue. | will nolify a clinical staff member who is caring for me ¥ | am or become pregnant.

While | do not expect the clinical staff tc be abie to anticipate and explain afi possible risks and complications of treatment, | wish o refy on
the clinical staff o exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then
known, is in my best interest. | understand that results are not guaranteed.

i understand the ciinical and administrative staff may review my patient records and iab reports, but ali my records will be kept confidentiai
and will not be released without my writien consent.
By voluntarily signing telow, | show that | have read, or have had read to me, the above consent to treatment, have been toid about the risks

and benefits of acupunciure and other procedures, and have had an opportunity ‘o ask guestions. | intend this consent Orm o cover the
enitire course of treatment for my prasent condition and for any future condition(s) for which | seek treatment.

<

CUPUNCTURIST NAME:

¢
i
i
!

{Date)

|
| PATIENT SIGNATURE X
{Or Patient Representative)

(Indicate refaticnship # signing for patient]

ALsO SIGN tHE ARBITRATION AGREEMENT on REVERSE sipe

AAC-FED A2004



