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	Thank you very much for filling out the forms. We completely realize the personal nature of these questions. Please rest assured that the completed form is kept in strict confidence.

	

	


	


First Name __________________________ Last Name______________________ Address: ___________________________________________________________

Tel: ____________________________(Home)  ________________________ (Cell)

Email: ____________________________________________________________

Referral :__________________________________________________________

Name of Insurance Company: ____________________________________________________________

In case of emergency, who shall we contact?

Name: __________________________ Relationship: ______________________

Phone: ___________________________________________________________________

Address: __________________________________________________________________
Date From filled out: ___________________________________________________________________

3395 Howard Ave. Unit 2. Windsor. Ontario. N9E3N6. 519-490-8920

www.neurowellness.ca
hzhang@neurowellness.ca

INTAKE FORM
Name:_________________________________    Gender:__________________________________            
Date of birth:_____________________________   Age: ___________________________________          
PHYSICAL HELATH INFORMATION:
Medical doctor or other practitioner:____________________________________Phone:________________________________

	
	Date
	Reason
	Results

	Last physical
	
	
	


MEDICAL INFORMATION:
	Name of Drug
	Prescribed or not
	Dosage 
	Frequency 

	
	
	
	

	
	
	
	


A. PRIMARY COMPLAINT -- (Describe your symptoms to the best of your ability):

 _______________________________________________________________________________________________________

B.  Please answer the following questions by circling Yes/No

Do you have a tendency to faint?   Yes     No                       Are you HIV positive?               Yes         No
Do you have a pacemaker?             Yes     No                      Are you pregnant (female)?       Yes         No

Do you bleed for a long time?         Yes    No                            

Have you had hepatitis?                   Yes    No

Is there anything else you consider important for us to know about yourself?

__________________________________________________________________________________________________________________________________________________________________________

If you are under 18 years og age, please have your patient or legal guardian sign below. 

· I have read and agree to the terms above. All of the information is true to the best of my knowledge. 
Person completing form: Signature: _______________________ Date:____________________________

Practitioner: __________________________________________ Date:___________________________
PATIENT MEDCAL HISTORY

The following is a list of symptoms which you may or may not have experienced:

(S) sometimes experiences

(F) frequently experiences

No Mark-never experienced
	CARDIOVASCULAR
	
	RESPIRATORY 
	
	MALES ONLY 
	

	Shortness of breath
	
	Cough
	
	Prostate problems
	

	High blood Pressure
	
	Coughed up Blood
	
	Pain in testicles
	

	Irregular Heart Beat
	
	Sore throat 
	
	FEMALES ONLY
	

	Heart Palpitations
	
	Nasal Problems
	
	Pre-menstrual Pain
	

	Dizziness
	
	Nose bleed
	
	Menstrual Pain
	

	Chest Pain or Pressure
	
	Asthma or wheezing
	
	Irregular menstrual cycle
	

	Leg Cramps
	
	Pneumonia
	
	Swelling or pain in breasts
	

	Diabetes
	
	Hay fever
	
	MISCELLANEOUS
	

	GASTROINTESTINAL 
	
	Bronchitis
	
	Jaundice (yellow eyes)
	

	Indigestion
	
	GENITOURINARY 
	
	Hepatitis 
	

	Abdominal pain or cramps
	
	Frequent urination 
	
	Memory loss
	

	Gall stones
	
	Painful urination
	
	Hearing loss
	

	Constipation 
	
	Bloody discharge
	
	Ringing in ears
	

	Diarrhea
	
	Venereal disease 
	
	Headaches
	

	Blood in Stool
	
	Pain in Genital Area
	
	Insomnia
	

	Excess Appetite
	
	Decreased sex drive 
	
	Fever
	

	Decreased Appetite
	
	MUSCULAR-SKELETAL 
	
	Chills 
	

	Excess Thirst
	
	Back pain
	
	Night sweats
	

	Nausea and Vomiting 
	
	Arthritis
	
	Intolerance to weather change 
	

	Colitis or Diverticulitis 
	
	Muscle pain or cramps
	
	Kidney stone
	

	Belching or Burping
	
	Painful joints
	
	
	

	Heartburn
	
	OTHER
	
	
	

	SKIN
	
	
	
	
	

	Ulcerations
	
	
	
	
	

	Rash
	
	
	
	
	

	Edema 
	
	
	
	
	


I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of acupuncture on me (or on the patient named below, for whom I am legally responsible) by the registered acupuncturist named below and/or other registered acupuncturists or relevant professionals who now or in the future treat me while employed by, working or associated with or serving as back-up for the registered acupuncturist named below, including those working at the clinic or office listed below or any other satellite offices or clinics, whether signatories to this form or not. 

 I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na (Chinese style therapeutic massage), lifestyle and/or nutritional counseling. 

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising, numbness, dizziness or fainting, or tingling near the needling areas that may last for a few days. Burns and/or scarring are a potential risk of moxibustion and cupping, or when treatment involves the use of heat lamps. Bruising is a common side effect of cupping procedure. Unusual risks of acupuncture include spontaneous miscarriage, nerve damage, and organ puncture, including lung puncture (pneumothorax). Infection is another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment. 

I understand that while this document describes the major risks of treatment, other side effects and risks may occurs. The nutritional supplements (which are from plants, and mineral sources) that have been recommended are traditionally considered safe in the practice of Chinese Medicine, although some may be toxic in large doses. I will immediately notify a clinical staff member who is caring for me if I am or become pregnant, or experiencing side effects from the treatment and/or supplements. 

I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, and I wish to rely on the clinical staff to 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. I understand that results are not guaranteed. 

I understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept confidential and will not be released without my written consent. 

I understand that there is a charge of 60 dollars for missing appointment; 45 dollars will be charged for new intake consultation if the file is closed for three months. 

By voluntarily signing below, I show that I have read, or have had read to me, the above consent to treatment, have been told about the risks and benefits of acupuncture and other relevant procedures, and have had an opportunity to ask questions. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment for. 

Patient signature __________________________________     Date:___________________________
Staff signature_____________________________________  Date: ____________________________
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