Spring Mountains Acupuncture
Lisa Mathews, M.Ac., O.M.D.
Patient Information
All information is kept strictly confidential 

Please fill in the following information and answer the questions as accurately as you can. This information will help me treat you more effectively. Thank you! 

Patient Name: 



   

              
        Gender:               .

Address:                                                                                             Phone:                                     .

Occupation:                                                                  Cell/Work#                                                   .
Please circle the best contact number.

If you are filling out this form for a child, your name/relationship to child:                                                          

                                                                                                                                                            .                                                                              
Marital Status? Spouse/Partner name?                                                                                               .                                                                                                                           
Emergency contact name/# :                                                                                                              . 

Email address:                                                                                                                                    .
I use email frequently to send reminders, etc. Please indicate if this is not an effective means to contact you:    Yes, email is good

No, don’t use email
Current Health Care Provider(s) and specialty; phone number. May I contact this provider to get more information on your condition if necessary? Y/N
                                                                                                                                                            .

                                                                                                                                                            .

Have you ever been diagnosed with any blood-born illness? Please give a brief explanation. 
                                                                                                                                               .

Current Medication(s) and condition(s) you are taking them for: 

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

Vitamins/Supplements you take and dose: 
                                                                                                                                               .

                                                                                                                                               .

What can I do to help you? Please briefly describe your chief complaint and any secondary issues. I’ll ask for lots of details during your appointment.
                                                                                                                                              . 

                                                                                                                                              . 

                                                                                                                                               .  

                                                                                                                                               .

Please list any past surgeries, broken bones, trauma (including car accidents/abuse) or major illnesses:

                                                                                                                                               .

                                                                                                                                                .
                                                                                                                                                .

Do you have any scars anywhere? 

                                                                                                                                               .

                                                                                                                                               .
How much water do you drink every day? (Please be as accurate as possible)

                                                                                                                                               .

What kind of caffeinated beverages do you drink, and how much per day? 

                                                                                                                                               .
Is there any other information you would like me to know? 

                                                                                                                                               .
                                                                                                                                               .
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     Name:                                                                                                  . 


