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Steve Paine, OMD, L.Ac.
Doctor of Oriental Medicine (HK), Licensed Acupuncturist (Connecticut & Hawaii)
www.stevepaineomd.com 

Name:........................................................... 
Diagnosis(es) by your physician(s):.................................................

Sex: ............................................................
Date of Birth:......................................................................................

Marital Status: .........................................
E-mail address:.................................................................…………………

Address: ............................................................................................................................................................................... 

Telephone day:....................................
Telephone evening:.....................................Mobile:.........................................

Referred by: ........................................................................................................................................................................ 

Occupation: .....................................................
Place of business/employer:.............................................................

Business address: ...............................................................................................................................................................  

Your primary physician: ............................. 
Speciality: ............................................................................................

Additional physicians (specialities) ...............................................................................................................................

Physician’s address and phone: ........................................................................................................................................

Present complaint(s): ........................................................................................................................................................

What are your goals for this and future visits?: ......................................................................................................

.................................................................................................................................................................................................

Please answer the following questions. If your answers are yes, please explain briefly:

( 1.   Do you have a tendency to faint? .........................................................................................................................

( 2.  Do you bruise or discolour easily? .........................................................................................................................

( 3.  Do you bleed for a long time ? ................................................................................................................................            

( 4.  Have you ever been vaccinated for hepatitis? ...................................................................................................

(.5.  Have you had hepatitis? Which type? ..................................................................................................................

( 6.  Have you been tested for the AIDs virus? Result.............................................................................................

( 7.  Do you have high blood pressure? .........................................................................................................................

( 8.  Have you ever had heart problems? .....................................................................................................................

( 9.  Do you have respiratory problems? ......................................................................................................................

(10. Have you been treated with acupuncture before? ............................................................................................

(11. Are you willing to be treated with acupuncture? ...............................................................................................

(12. Are you currently receiving other therapies? ...................................................................................................

(13. Are you taking any medication? .............................................................................................................................

(14. Are you exhausted at the present time? ............................................................................................................

(15. Are you extremely hungry at the present time? ...............................................................................................

(16. Are you extremely anxious at the present time? ..............................................................................................

(17. (Women) Are you pregnant at the present time? .............................................................................................

(18. (Women) Are you attempting to conceive now? ................................................................................................








PLEASE READ CAREFULLY:  CONSENT FOR ACUPUNCTURE /  ACUPRESSURE  /  MANIPULATION  

I, the undersigned, realise that acupuncture may be considered as an investigative procedure in some jurisdictions. I fully understand that there is no implied or stated guarantee of success of effectiveness of a specific treatment or series of treatments. Every attempt will be made to protect me from harm. Although the possibility is remote, there may be unfavourable skin reaction, possible infection, unexpected bleeding and/or other complications not anticipated. I may withdraw from treatment at any time. 

CANCELLATION POLICY: IN FAIRNESS TO ALL CLIENTS, WE REGRET THAT APPOINTMENTS CANCELLED LESS THAN 24 HOURS BEFORE APPOINTED TIME ARE CHARGED FULLY

Client’s signature (required) ...........................................................................Date .......................................................
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Please indicate any medications you are taking: Also indicate any therapies you are receiving and your response to these:..........................................

.................................................................................................................................................................

TO AID US IN ASSESSING YOUR GENERAL HEALTH PLEASE CHECK THE BOXES THAT APPLY TO YOU.   

IF YOU ARE IN DOUBT, CIRCLE THE NUMBER OF THE QUESTION.

MUSCULOSKELETAL



DIGESTIVE

( 1. Stiff or painful muscles or joints?


(48. Troubled by heartburn?

( 2. Joints ever swollen?



(49. Bloated after eating?

( 3. Troubled by pains in back or shoulder?

(50. Troubled by belching?

( 4. Feet often painful?



(51. Discomfort in the pit of your stomach?

( 5. Are you handicapped in any way?


(52. Easily become nauseated?







(53. Ever vomited blood?

SKIN





(54. Difficult or painful to swallow?

( 6. Any skin problems?


             
(55. Constipated more than twice a month?

( 7. Skin itch or burn?



(56. Bowel movements ever loose for more than one day?

( 8. Trouble stopping even a small cut from bleeding?
(57. Bowel movements ever black or bloody?

( 9. Bruise easily?




(58. Bowel movements ever grey in colour?







(59. Pains when you move your bowels?

NEUROLOGICAL       



(60. Any bleeding from your rectum?

(10. Ever faint or feel faint?




(11. Is any part of your body always numb?

URINARY

(12. Ever had fits or convulsions?


(61. Frequently get up at night to urinate?

(13. Has you handwriting changed lately?

(62. Urinate more than 6 times per day?

(14. Any tendency to shake or tremble?

(63. Have you recently wet your pants or wet your bed?







(64. Have a burning pain when you urinate?

MOOD





(65. Has urine ever been black, brown or bloody?

(15. Nervous around strangers?


(66. Constantly feel that you have to urinate?

(16. Find it hard to make decisions?


(67. Any difficulty starting your urine flow?

(17. Find it hard to concentrate or remember?



(18. Often feel lonely or depressed?


MALE UROLOGICAL


(19. Do you often cry?



(68. Urine stream weak and slow?

(20. Would you say you have a hopeless outlook?
(69. Ever been told that you have prostate trouble?

(21. Difficulty relaxing?



(70. Any burning or discharge from your penis?

(22. Worry a lot?




(71. Any swellings or lumps in your testicles?

(23. Frightening dreams or thoughts?


(72. Any sexually transmitted diseases?

(24. Shy or sensitive?



(73. Any difficulty obtaining or keeping an erection?

(25. Strong dislike for criticism?


(74. Premature ejaculation?

(26. Lose your temper often?




(27. Little things often annoy you?


FEMALE UROLOGICAL


(28. Disturbed by work or family problems?

(75. Trouble with your menstrual periods?

(29. Any sexual difficulties?



(76. Bleeding between your periods?

(30. Ever considered committing suicide?

(77. Heavy bleeding with your periods?

(31. Ever desired or sought psychiatric help?

(78. Bleeding after intercourse?







(79. Feel bloated or irritable before your period?

GENERAL




(80. Hot flushes?

(32. Gained or lost much weight recently?

(81. Ever taken birth control pills? When?

(33. Tendency to be too hot or too cold?

(82. Ever had any lumps in your breasts?

(34. Lost interest in eating lately?


(83. Any vaginal discharges?

(35. Always seem to be hungry?


(84. Number of pregnancies?

(36. More thirsty than usual lately?


(85. Number of healthy deliveries?

(37. Any swellings in your armpits or groin?

(86. Number of miscarriages or stillbirths?

(38. Feel exhausted or fatigued most of the time?
(87. Number of premature births?

(39. Difficulty either falling or staying asleep?

(88. Beginning and ending dates of last period...

(40. Fail to get the exercise you should?

(89. Age at onset of menstruation?

(41. Do you smoke cigarettes?


(90. Number of days you usually menstruate?

(42. Drink more than 6 cups of coffee or  tea per day? 
(91. Number of days between periods?

(43. Do you use marijuana?



(92. Pain with menstruation? (Abdominal/breast/side)

(44. Ever used heroin, LSD, or similar drugs?

(93. Ever had a sexually transmitted disease?

(45. Bite your nails?



(94. Ever suffered physical or other abuse?

(46. Often ride in cars without using safety belts?
(95. Any other urogenital issues?

(47. List any country outside Hong Kong you have

visited within the last 6 months...............................PAGE 2 OF 4
HEAD AND NECK




NOSE AND THROAT

(96. Headache more than once a month?

(115. Nose stuffed up when you don’t have a cold?

(97. Any difficulty in moving your neck?

(116. Nose run when you don’t have a cold?

(98. Ever had lumps or swellings in your neck?

(117. Ever have sneezing spells?







(118. Any problems with your sense of smell?

EYES





(119. Do you have ‘nosebleeds’?

(99. Do you wear glasses/contacts?


(120. Ever been told that your tonsils are enlarged?

(100. Does your eyesight ever blur?


(121. Voice ever been hoarse when you don’t have a cold?

(101. Ever see double?





(102. Ever see coloured halos around lights?

RESPIRATORY


(103. Ever have pains or itching around your eyes?
(122. Do you struggle taking a breath?

(104. Eyes blink or water much of the time?

(123. Do you have coughing spells?

(105. Any other difficulties with your eyes in

(124. Do you cough up a lot of phlegm? (Clear or yellow)

the last 2 years?




(125. Ever coughed up blood?







(126. Chest colds more than once a month?

EARS





(127. Sweating more than usual or night sweats?

(106. Difficulty hearing?

(107. Any recent earaches?



CARDIOVASCULAR

(108. Repeated buzzing in your ears in the last 2 years?
(128. Ever been told you have high blood pressure?

(109. High or low pitched ringing in your ears? Which?
(129. Bothered by thumping or racing heart?

(110. Motion sickness when riding in a car, boat or plane?
(130. Ever get pains or tightness in your chest?







(131. Ever feel dizzy or light headed?

MOUTH





(132. Ever experience shortness of breath?

(111. Any problems with your teeth?


(133. Awaken at night with shortness of breath?

(112. Do you have dentures, bridges or braces?

(134. Does getting up quickly make you faint?

(113. Any swellings or sores in mouth or on lips?

(135. Trouble with swollen feet or ankles?

(114. Tongue sore or sensitive?


(136. Cramps in your legs at night or upon waking?







(137. Ever been diagnosed with murmur or other heart 








problems?







(138. Any other health problems you’d like to mention?
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Date
   /
/                                                                   File Reference Number……………………………………………
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