
Crossroads Community Acupuncture
Medical History Form   

PATIENT INFORMATION CONTACT INFORMATION

Date Home phone

Name Work phone
Address Other/Cell
City
State
Zip

Email 

Age Birth date

Occupation Emergency contact
Employer Name
Primary care provider Relationship

Tel. of doctor Home phone

How did you learn about us? Work phone

Medical History
What are you seeking treatment for? Mark symptoms you’ve had in the past year:

1-    Depression
   Difficulty concentrating

  2-    Dizziness
   Easily frightened

3 -    Excessive thinking
   Excessive anger

How is your sleep?    Excessive fear
   Fatigue/excessively tired
   Severe headaches
   Difficulty sleeping/poor sleep

How many alcoholic drinks do you consume weekly?    Excessive loss or gain of weight
   Nervousness or irritability
   Feeling scared for your life/threatened

Current Medications    Other  

     Check the following conditions you have 
experienced
 AIDS/HIV
 Seizure disorder
 Bleeding/Clotting disorder

Accidents, surgeries, injuries  Fainting disorder/faint easily
 Hepatitis B
 Believe you are or may be pregnant currently

History of family illness
  Diabetes           high blood pressure          Stroke
 Cáncer             heart disease                       Kidney disease

 Cáncer 
 Diabetes 
When was the last time you had a physical?



MEDICAL HISTORY (CONT)  Check the symptoms you’ve experienced in the past year

CARDIOVASCULAR
Chest pain
Hardening of arteries
High or low blood pressure
Pain in the heart
Poor circulation, varicose veins
Heart attack
Irregular/rapid heartbeat
Swelling of ankles/calfs

GASTROINTESTINAL
Bloating/Gas/Burping
Intestinal problems
Constipation
Diarhea 
Difficulty swallowing
Swollen abdomen
Excess hunger
Gallbladder problems
Hemorrhoids
Poor digestion
Nausea 
Stomach pain
Poor appetite
Vomiting

Men only
Problems having an erection
Excretions from penis
Prostate problems/swelling

Women only
Bleeding between periods
Clots in menstruation
Excessive menstrual flow
Excessive menstrual pain
Irregular cycle
Menopaus symptoms
Pre menstrual problems
Miscarriage
Scanty menstrual flow

Musculoskeletal
Tremors/cramping
Joint inflammation
Pain, weakness or numbness in:
Hips/back
Legs, knees
Feet
Neck
Hands
Shoulder/arms

Respiratory 
Asthma
Blurry or poor vision
Difficulty breathing
Ear pain
Enlarged lymph nodes
Eye pain
Frequent colds/flu
Hay fever, sinus allergies
Hoarse voice
Gum problems/canker sores
Nosebleeds
Difficulty hearing
Persistent cough
Tinnitus or ringing in ears
Sinusitis

SKIN
Papulas
Easily bruised
Dry, itchy or irritated sckin
Sensitive skin
Ulcers that don’t heal
Easily sweat/Excessive sweating

GENITO-URINARY
Bood/pus in urine
Frequent urination, Uncontrolled urine
Kidney stones or infection
Decrease sexual function

THE INFORMATION IN THIS FORM IS CORRECT AND SUBMITTED WITH MY CONSENT

Signature___________________________________           Date________ 



Informed Consent to Treat Form
Please read and sign below

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

Acupuncture is a technique using sterile, single-use stainless steel needles inserted at specific points in the 
body.  Only disposable needles are used in this clinic.  I understand that the application of these needles may 
be accompanied by a brief painful sensation, and that there is a slight possibility of minor swelling, bleeding, 
or bruising at the needling site or fainting.  Momentary euphoria or light-headedness may occur after 
acupuncture treatment.  Rare risks of acupuncture include infection at the needle site, spontaneous 
miscarriage, nerve damage and organ puncture including pneumothorax.

Electrical stimulation of the acupuncture needles involves using a small, battery-powered stimulator attached 
by wires to the acupuncture needles.  A slight throbbing or tingling sensation may be felt during and for a few 
hours after the use of this stimulator.  

Moxibustion is the application of indirect heat supplied by burning the herb Folium Artimesiae Vulgaris, 
(commonly known as mugwort) over a single acupuncture point or a group of points.  This generally produces 
a pleasurable sensation of relaxation.  The area being treated may remain red and warm for several hours 
after treatment.  In rare incidents, a minor burn may occur at the site of moxibustion.  The attending 
acupuncturist can readily address this.

Cupping uses round vacuum cups over a large muscular area to enhance blood circulation to the designated 
area.  This method may produce a deep redness, discoloration and on rare occasions, a minor blister which 
may persist for up to several days.  These marks will resolve on their own and are not indications of 
complications or injury.

Herbal supplements are used to facilitate the body’s own restorative process.  I understand that I am not 
required to take these substances but must follow the directions for administration and dosage if I do decide to 
take them.  On rare occasions, temporary gastric upset may occur.  If any discomfort persists, and is 
accompanied by hives or shortness of breath, contact our attending acupuncturist immediately. Should I 
experience any problems, which I associate with these substances, I should suspend taking them and call 
Crossroads Community Acupuncture as soon as possible.

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 facts then known is in my best interest. I understand results are not 
guaranteed. In some cases, symptoms may relapse or intensify temporarily during the course of treatment 
before improvement is sustained. 

I understand that there may be other treatment alternatives, including treatment offered by a licensed 
physician.

I have carefully read and understand all of the above information and am fully aware of what I am signing.  
______
I understand that I may ask my practitioner for a more detailed explanation.  _______
I understand I may refuse any treatment.  _______
I give my permission and consent to treatment.

_______________________________                  ______________________________________
 Print Name             Signature        Date

             
Signature of patient representative      Date



FINANCIAL AGREEMENT        Please read and sign below: 

Crossroads makes every attempt to make alternative health care, as acupuncture and Chinese
medicine, available to as many people as possible, at the most affordable rates.

In respect for our intention to offer high quality health care at affordable prices, we ask for 24 hours notice in 
advance of an appointment if it is necessary to cancel or reschedule an appointment.

All appointments that are rescheduled or cancelled with less than 24 hour advance notice, and appointments 
missed without notice, will be charged a $16 fee. For appointments that have been purchased in a package 
or pre-paid, the missed, cancelled or rescheduled appointment will be deducted at a rate of $16 from the 
package or credit.

Payment is expected at time of treatment.

Thanks for your understanding, 
THE STAFF at Crossroads Community Acupuncture

NAME________________________________SIGNATURE ________________________________

DATE___________________________________________________________________________


