
DATE:

NEW PAT I ENT  INTAKE  FORM
W I T H  P A U L A  S W I R E D O W S K Y  
A T  S I M P L I C I T Y  A C U P U N C T U R E

B I R T H D A T E :

C I T Y P R O V I N C E P O S T A L  C O D E

E M A I L  A D D R E S S : P H O N E  N U M B E R :

O C C U P A T I O N :

E M E R G E N C Y  C O N T A C T : P H O N E  N U M B E R :

I N S U R A N C E  C O M P A N Y :

P L A N  M E M B E R ' S  N A M E :

P O L I C Y / G R O U P  N U M B E R :

I N S U R A N C E  I N F O R M A T I O N

H E A L T H  I N F O R M A T I O N

 
 
 
 
 
 

R E A S O N  F O R  V I S I T :

W H A T  W A S  T H E  I N I T I A L
C A U S E ?

WHAT MAKES IT BETTER?      Warmth      Cold      Pressure       Other  

WHAT MAKES IT WORST?      Act iv i ty       Rest     Other

OTHER THERAPIES:       Massage       Chiropractor        Physiotherapy

FAMILY PHYSICIANS NAME:

I D  N U M B E R :

G E N D E R :

P A T I E N T  N A M E :

Were you referred to our clinic?
          YES                NO
If yes, by whom?

P E R S O N A L  I N F O R M A T I O N

A D D R E S S :

Do we have permission to email you regarding
products and services and general health information?
            YES                  NO

Have you ever had acupuncture before?          YES         NO           

H O W  L O N G  H A V E  Y O U
H A D  T H I S  C O N D I T I O N ?

N O T E S :



B E T T E R  W I T H :

P A I N  C H A R T

I N D I C A T E  P A I N  L E V E L ,  P A I N  T Y P E ,
A N D  A R E A S  W H E R E  I T  O C C U R S :

N O T E S :

A C U T E     C H R O N I C

W O R S T  W I T H :

A C H E      N U M B N E S S       T I N G L I N G

B U R N I N G      S T A B B I N G  

F A M I L Y  M E D I C A L  H I S T O R YP E R S O N A L  M E D I C A L  H I S T O R Y

Arter ioscelrosis
Asthma
Alcohol ism/Addict ion

Cancer (type:                             )

Depression
Diabetes:       type 1       type 2
Heart  Disease

High Blood Pressure

Seizures

Stroke

Other:

 
 
 
 
 
 

CURRENT MEDICATIONS:

 
 
 
 
 
 

CURRENT VITAMINS/ SUPPLEMENTS:

Allergies (to what:

AIDS/HIV
Alcohol ism/Addict ion
Anemia
Arter iosclerosis
Arthr i t is
Birth Trauma (own)

Cancer (type:
Diabetes (type:
Emohysema
Epi lepsy
Gal l  Stones
Goiter
Heart  Disease/Attack

Hepatit is  ( type:
Herpes (type:
High Blood Pressure
Hyperthyroid
Hyporthyroid
Kidney Stones
Mental  I l lness

Pacemaker
Pneumonia
Ulcers
STI
Seizures
Stroke
Other:

Neck/Shoulder
Muscle
Upper Back
Lower Back

Joint          Other :
Rib
Muscle Cramps
Limited range of  motion

S E L E C T  A R E A S  O F  P A I N :



L I F E S T Y L E

N O T E S :

D I E T

D O  Y O U  E N J O Y  W O R K ?    Y E S    N O

W H A T  A R E  Y O U R  H O B B I E S ?

Tobacco         Alcohol
Mari juana       Drugs

D O  Y O U  E X E R C I S E  R E G U L A R L Y ?    Y E S    N O
H O W  O F T E N ?

D O  Y O U  U S E  A N Y  O F  T H E
F O L L O W I N G  D A I L Y ?

D O  Y O U  E X P E R I E N C E  S T R E S S ?     Y E S    N O

E X P L A I N :

I S  Y O U R  A P P E T I T E :     L O W     H I G H

I S  Y O U R  P R O T E I N  I N T A K E :     L O W     H I G H
I S  Y O U R  V E G E T A B L E  I N T A K E :     L O W     H I G H

H O W  M A N Y  L I T R E S  O F  W A T E R
D O  Y O U  D R I N K  D A I L Y ?

  - 0   1   2   3   4   5   6   7   8   9   1 0 +

D O  Y O U  C O N S U M E  A N Y  O F  T H E
F O L L O W I N G :

Coffee/Tea
Pop/Juice

Art i f ic ia l  Sweeteners
Sugar

Gluten
Dairy products

G E N E R A L  S Y M P T O M S

Poor Appetite
Heavy Appetite
Strongly l ike Cold dr inks
Strongly l ike Hot dr inks
Recent Weight Loss/Gain

Poor Sleep
Heavy Sleep
Dream-Disturbed Sleep
Fatigue
Lack of  Strength

Bodi ly Heaviness
Cold Hands or Feet
Poor Circulat ion
Shortness of  Breath
Fever

Chi l ls
Night Sweats
Sweat Easi ly
Muscle Cramps
Vert igo/Dizziness

Bleed or Bruise Easi ly
Pecul iar  Taste (descr ibe) :

N O T E S :

H E A D ,  E Y E S ,  N O S E  &  T H R O A T

Glasses/Contact lenses
Eye Strain/Pain
Red Eyes/  I tchy
Spots in Eyes
Myopia/Presbyopia

Teeth Problems
Grinding Teeth/Bruxism
TMJ
Gum Problems
Sores on Lips/Tongue
Dry Mouth/Throat

Sinus Problems
Excessive Phlegm
Swollen Glands
Lump in Throat
Enlarged Thyroid
Recurrent sore Throat

Nosebleeds
Ringing in Ears
Poor Hearing
Earaches
Headaches/Migraines
ConcussionGlaucoma

Other Head/Neck problems:



Diff iculty Breathing when        
ly ing Down
Shortness of  Breath
Tight Chest
Asthma/Wheezing

Wet
Dry
Thick
Thin

Cough
1.
2.
3.
4.

Color of  Phlegm:Diff icult  Inhalat ion
Diff icult  Exhalat ion
Coughing Blood
Pneumonia
Covid 19

High Blood Pressure
Low Blood Pressure
Blood Clots
Faint ing

Chest Pain
Tachycardia
Heart  Palpitat ions
Irregular  Heartbeat

R E S P I R A T O R Y

C A R D I O V A C U L A R

N O T E S :

N O T E S :

Seizures
Numbness
Tics/  Tremors
Poor memory/Confusion
Abuse Survivor

Angry
Irr i tated
Worried
Overthinking
Sadness

MOOD:Depression
Anxiety
Easi ly  Stressed
Considered/Attempted Suic ide
Seeking Therapy

D O  Y O U  H A V E  D I F F I C U L T Y
E X P R E S S I N G  Y O U R  E M O T I O N S  O R
T E L L I N G  O T H E R  P E O P L E  H O W  Y O U
F E E L ?      Y E S       N O

H A V E  Y O U  E X P E R I E N C E  A N Y  M A J O R  T R A U M A ?      Y E S      N O
 I F  Y E S ,  E X P L A I N :

Fear 
Other :

H O W  D O  Y O U  M A N A G E  Y O U R  S T R E S S ?

O N  A  S C A L E  O F  1 - 1 0  H O W  C O N T E N T
A R E  Y O U  I N  Y O U R  L I F E ?

N E U R O P S Y C H O L O G I C A L /  M E N T A L  H E A L T H



G E N I T O U R I N A R Y

Erect i le  Dysfunct ion
Increased Libido
Decreased Libido

Incomplete Urinat ion
Waking to Urinate

Pain on Urinat ion
Frequent Urinat ion
Urgent Urinat ion

Blood in Urine
Unable to hold Urine

N O T E S :

N O T E S :

Vaginal  Odor
Vaginal  Discharge
Vaginal  Sores/Pain
Breast Lumps Other:

PMS
Clott ing
Irregular  Per iods
Painful  Per iods

G Y N E C O L O G I C A L

DATE LAST PERIOD BEGAN: IS YOUR CYCLE REGULAR?     YES     NO

AGE MENSES BEGAN:
LENGHT OF CYCLE (day 1- day 1) : DURATION OF FLOW:

AGE AT MENOPAUSE:

ARE YOU CURRENTLY USING
BIRTH CONTROL?     YES     NO

If  yes,  for  how long?
Name of B.C:

ARE YOU CURRENTLY PREGNANT?     YES     NO

NUMBER OF PREGNANCIES:
NUMBER OF LIVE BIRTHS:

If  yes,  how far  a long?

Rashes
Hives
Eczema
Itching

Psoriasis
Acne
Dandruff
Hair  Loss

Other:

Diarrhea
Const ipat ion
Black/  Dark Stool
Blood in Stool
Hemorrhoids

Intest inal  Pain/Cramping
Bloat ing
Abdominal  Pain
Indigest ion
Ulcers

Mucous in Stools
Odorous Stools
Rectal  Pain
Laxat ive Use:

Nausea
Vomit ing
Acid Ref lux
Gas/Belching
Hiccup
Bad Breath

S K I N  A N D  H A I R

G A S T R O I N T E S T I N A L

Other:


