
Acupuncture Internal Medicine 
Penny Harris  L.Ac.  Dipl .OM. 

First Name: Last Name: Male/Female 
Address: 

City: State: Zip: 

Phone:

Email: 

Date of birth: Age: 

Marital status: 

Emergency contact:        Relationship:                Phone: 

Referred by: 

Insurance Info (if using Insurance to pay for visits): 

Policy Holder’s Name:  

Insurance Company:  Policy Number: 

Please describe the main reason for your visit today: 

Please indicate if you have any of the following: 

❑ Cardiac pacemaker
❑ Seizure disorder
❑ Bleeding disorder/ Blood thinners
❑ Fainting disorders
❑ High blood pressure
❑ Believe you are or may be pregnant
❑ HIV/AIDS positive
❑ Hepatitis
❑ Tuberculosis
❑ Other:____________________

List all major childhood and adult illnesses: 

Have you had any surgeries, major accidents or injuries, please explain: 



 

List any major disease or illness in your immediate family and indicate family member:   
  
  
 
List all medications or supplements, including herbs and vitamins you are currently taking: 
  
  
 
Occupation:   
  
Do you have a regular exercise program?   Please describe.   
  
  
 
Are you on a restricted diet?   What kind?   
 
How many packs of cigarettes do you smoke per week? 
  
 
How much coffee, tea, or cola do you drink per week? 
  
 
 
How much alcohol do you drink per week? 
  
 
Do you do any drugs?  How often? 
  

 

Indicate painful or distressed areas.  Please rate pain on a scale of 1 (No pain) to 10 (Worst pain). 

 



Please check off all symptoms that pertain to you

cold hands/feet
fatigue
feverish in the afternoon
heat sensation in hands, feet, chest
night sweats
catch colds easily
sweat easily
dizziness
see floating black spots

palpitations
sores on tip of tongue
restlessness
anxiety
chest pain radiating to shoulder
insomnia

cough
sinus congestion
dry mouth, throat, nose or skin
allergies
chills alternating with fever
stiff neck/shoulders
sore throat
difficult breathing

low appetite
loose stools
constipation
abdominal bloating and/or gas after eating
feeling tired after eating
prolapsed organs (previously diagnosed)
bruise easily
general feeling of heaviness in body
mental heaviness, sluggishness or fogginess
swollen hands/feet
burning sensation after eating
large appetite
bad breath
mouth (canker) sores

bleeding, swollen, painful gums
heartburn/belching
vomiting

diarrhea alternating with constipation
tight feeling in chest
bitter taste in mouth
blood shot/dry eyes
anger easily
skin rashes
headaches
numbness of hands/feet
muscle spasms, twitching, cramping
seizures/convulsions

sore, cold or weak knees
low back pain/soreness
frequent urination
get up more than once per night to urinate
lack of bladder control
memory problems
hair loss
ringing in ears

Urine is:
normal color
clear
dark yellow
reddish
cloudy
scanty
has odor
burning
painful
difficult
urgent

Libido (sex drive) is:
normal
low
high

Name:

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



Please answer each question or check the appropriate response

1. Are you pregnant now?  Yes  No

2. Number of children:

3. Number of pregnancies:

4. Age of first period:

5. Age of menopause (if applicable):

6. Is your mentrual cycle regular?

   a) Average number of days of flow:

   b) The flow is: normal  heavy  light

   c) The color is:  normal  dark  purple

   light brown   brown

   d) Do you have the following menstruation related signs/symptoms?
 blood clots
 cramps
 nausea
 breast distension
 PMS
 bleeding between periods
 heavy vaginal discharge between periods

Please check off all symptoms that pertain to you

 Feeling of coldness or numbness in external genitalia

 Pain or swelling of testicles

 Premature ejaculation

 Impotence/erectile dysfunction

Name:

W O M E N  O N L Y

M E N  O N L Y



 


