
STRICTLY PRIVATE AND CONFIDENTIAL
Acupuncture Case History 

Record Sheet
Include the following: 

· Name, age, contact details, availability

· Reason for treatment

· Primary presenting condition

· Previous/current other treatments received 

· Past medical history

· Any medication

· Your treatment plan

· Your treatment with pictures and details

· Reflective Summary
· Patient’s testimonial

· Acknowledgements

· References

STRICTLY PRIVATE AND CONFIDENTIAL
MICROSYSTEMS ACUPUNCTURE
CLIENT DETAILS
Name:
Date:
Address:
Tel. No. 
Email:
D.O.B.
Height:
Weight:
No. of children:
DOCTOR DETAILS
Doctor´s Name:
Doctor´s Address (if known):
Referred by:
Doctor´s Phone No
Last visit to doctor:
In case of an emergency contact:
	PERSONAL INFORMATION
	YES
	NO
	DETAILS

	Have you had facial acupuncture before?
	
	
	

	Are you allergic to any foods, medicines or materials?
	
	
	

	Have you had botox/fillers/cosmetic surgery in the past 6months?
	
	
	

	Are you taking any prescribed drugs or homeopathic remedies?
	
	
	

	Are you taking any vitamins?
	
	
	

	Are you attending or receiving treatment from a doctor, hospital, clinic or specialist?
	
	
	

	Do you bruise easily?
	
	
	


	MEDICAL HISTORY (Circle those which apply)

	Alcoholism
	HIV

	Asthma
	Lymph nodes removed

	Birth trauma
	Multiple Sclerosis

	Cancer
	Mitral Valve

	Diabetes
	Pacemaker

	Emphysema
	Rheumatic fever

	Hepatitis A/B/C
	Seizures

	Heart disease
	Tuberculosis

	Herpes
	Varicose veins

	Any medical conditions that run in the family?

	Any injuries/major illnesses/surgery?

	Have you had any serious operations in the last 2 years?

	


	DIET

	Breakfast:                  
	Lunch:

	Dinner:
	Snacks:

	Drinks: How many classes/cups of the following do you drink per day?

	Water:                     Juice:                         Tea:                           Coffee:                    

	Fizzy/energy drinks:                                   Milk:

	Any food allergies/ intolerances?

	Are you vegan/ vegetarian?

	Any food cravings?

	Are you always thirsty?

	Do you prefer hot or cold drinks?

	How many servings of the following do you consume per day?

	Fresh fruit:                              Vegetables:                              Protein:

	Dairy produce:                          Meat:                             Sugar/Sweets:


	GASTROINTESTINAL

	Do you have or have you had any of the following  (circle all that apply)

	Belching                   Bloating                  Hemorrhoids                        Hernia            

	Indigestion                Nausea                      Vomiting                           Ulcers

	Bowel movements.-   How often do you open your bowels per day?

	Do you suffer from any of the following?

	Burning                   Constipation                      Diarrhoea                      Gas                    


	URINARY

	How many times per day?                                    Colour:

	Do you have or have you had?      (circle all that apply)

	Burning            Bladder infection               Frequent urination              Incontinence


	GYNAECOLOGICAL

	Are you still menstruating?

	Please circle all that apply:

	Cystic breast                      Irregular periods                  PMS                 Heavy flow

	Are you pre-menopausal?           Symptoms?

	Are you menopausal?             Symptoms?

	Are you/ planning to become pregnant?

	Have you ever had a miscarriage?


	LIFESTYLE

	What is your profession? (please provide details):

	On average how many hours per week do you work?

	Do you find it easy/difficult to relax?

	Do you exercise?           What type?             How often?



	Do you see natural daylight in your workplace?

	Do you get out in the fresh air?

	Do you smoke?                        How many per day?

	Do you drink alcohol?                     How much per week?

	How are your energy levels generally?

	Are you exposed to stressful situations?

(Please scale from 1=          Not stressed          10=  very stressed) 

Home: 1  2  3  4  5  6  7  8  9  10        Work: 1  2  3  4  5  6  7  8  9  10              

	Do you suffer from any other illness/Infections/Health condition not already mentioned which I should be made aware of?





