Gloria Provitola M.S. L.Ac.
New Patient Information Form

DATE:

PATIENT INFORMATION

Name:

Gender:
Age: Date of Birth: I/ Social Security # - -

Home Address:
Home Phone: Cell: Work Phone:

Email:

Emergency Contact: Relationship to Patient:

Emergency Contact Phone number:
Primary Care Physician (PCP): PCP Phone:

Date of last medical examination:

Occupation:

I. EXPERIENCE WITH ACUPUNCTURE

» Have you received acupuncture treatment before? YES NO
« If yes, for what conditions and what was the outcome?

Il. MEDICATIONS, SUPPLEMENTS AND HERBS

Please list all medications, (prescriptions and over-the-counter drugs) supplements and/or herbs you
are CURRENTLY taking:

Name of medication, Taking this for what condition or purpose
supplement or herb
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lll. DESCRIPTION OF MAJOR COMPLAINTS

In order of priority
What are your complaints?

Complaint 1

Complaint 2

Complaint 3

How long have you had this
condition?

Was the onset gradual or
sudden?

Was there a significant event
that lead to this condition?
Please answer Yes or No.

Have you seen a physician or
other primary care provider
for this complaint? If yes,
what diagnosis did you
receive?

Please check other therapies
you receive(d) to manage

Physical Therapy __
Chiropractic___

Physical Therapy __
Chiropractic___

Physical Therapy __
Chiropractic___

each complaint? Massage Massage Massage __
Other Other Other

Which is helping or has

helped?

Rate the intensity of the PHYSICAL PHYSICAL PHYSICAL

PHYSICAL & EMOTIONAL EMOTIONAL EMOTIONAL EMOTIONAL

DISCOMFORT associated

with each complaint

(None) 012345678910

(Unbearable)

What relieves the symptoms Heat Heat Heat

of these complaints (e.g. heat, | Cold Cold Cold

cold, pressure, movement, Pressure Pressure Pressure

rest, etc)? Movement Movement Movement
Rest Rest Rest
Other Other Other

What makes the symptoms of | Heat Heat Heat

your complaint worse? Cold Cold Cold
Pressure Pressure Pressure
Movement Movement Movement
Rest Rest Rest
Other Other Other

V. PERSONAL MEDICAL HISTORY

A. BIRTH: Describe anything significant/traumatic about your birth:

B. VACCINATION HISTORY: Any unusual reaction? Any unusual vaccination?

C. CHILDHOOD ILLNESSES (0-12 years):
Any surgery, accidents & /or major illnesses? Please list in chronological order and indicate duration of ilinesses.

AGE:

AGE:

AGE:

AGE:




D. ADOLESCENCE ILLNESSES & SURGERIES (13-17 years):

Any surgery, accidents & /or major illnesses? Please list in chronological order and indicate duration of ilinesses &
treatment, dates of surgeries & outcome.

AGE:

AGE:

AGE:

AGE:

E. ADULTHOOD ILLNESSES & SURGERIES (18 - 35 years): Any surgery, accidents & /or major illnesses? Please list in
chronological order and indicate duration of ilinesses & treatment, dates of surgeries & outcome.

AGE:

AGE:

AGE:

AGE:

AGE:

F. ADULTHOOD ILLNESSES & SURGERIES (36 & up): Any surgery, accidents & /or major illnesses? Please list in
chronological order and indicate duration of ilinesses & treatment, dates of surgeries & outcome. .

AGE:

AGE:

AGE:

AGE:

IV. FAMILY MEDICAL HISTORY

Please note all major ilinesses in your close family, e.g. diabetes, heart disease, hypertension, neurological disorders,
psychological disorders, blood disorders, cancer, high cholesterol, etc.

MOTHER

FATHER

SIBLINGS

MATERNAL GRANDPARENTS

PATERNAL GRANDPARENTS

V. A. FOR WOMEN ONLY
(Please explain in the space provided if you have any of the following symptoms)

Abnormal vaginal bleeding

Changes in hair distribution

Fertility concerns

Irregular menstruation

Menopausal symptoms

Bone Density Decline

Vitamin D Deficiency

No menses

Pain with menses (dysmenorrhea)

Pain during or after sexual relations

Pelvic pain

Premenstrual symptoms

Sexual dysfunction

Unusual discharge

Are you pregnant OR trying to become pregnant?
YES NO (Circle one)

Have you ever been pregnant? YES NO (Circle one)
If yes, how many pregnancies:

# Births

# Miscarriages
# Abortions




V. B. FOR MEN ONLY

Fertility concerns

Prostate problems

Sexual dysfunction

Unusual discharge
OTHER (Please list)

IV. Your Lifestyle

A. Do you smoke tobacco? YES NO (circle one) If yes, please describe amount and frequency of use.
What impact do you believe

smoking has on your complaints?

A. Do you drink alcohol? YES NO If yes, please describe how much and under what circumstances you drink.
What impact do you believe alcohol consumption has

on your complaints?

C. Do you use recreational drugs and/or prescription medications that your physician does not know about? YES NO

What impact do you believe this has on your complaints?

VII. Diet and Nutrition

A . Briefly describe your eating habits and appetite, including any dietary restrictions or diet regimen. Number of
meals and snacks per day?

VIIIl. Implants and Foreign Substances

Do you have a pacemaker or any type of implant? Yes No
What type and when was this implanted

Have you had any kind of cosmetic surgery or cosmetic implants? Yes No
When and in what type

Have you had any cosmetic injections of substances (i.e. Botox, Restalin, Collagen, or other substances? Yes
No When and in what part of your body?

Do you have any type of metal, such as metal pins or plates in your body? Yes ___ No




IX. Medical Conditions & Diseases

Please indicate (by circling) if you have had any of the following diseases or conditions .

Circle C if it is CURRENTor

Circle P if you had the problem in the past, but it is now resolved.

Do not circle anything if you have not had the disease/condition.

¢ C = Current condition

¢ P = Past condition, but is now resolved.

C P Bell’s Palsy

C P Blood clotting disorder

C P Bipolar disorder

C P Bronchitis

C P Candidiasis (Yeast Infections)

C P Cardio Vascular Accident (CVA)

C P Celiac Disease

C P Chron’s Disease &/or Colitis

C P Chronic Cough

C P Chronic Fatigue Syndrome

(CFIDS)

C P The Common Cold: Do you

catch colds easily? YES NO

C P Chronic Obstructive Pulmonary
Disorder (COPD)

C P Depression (Major)

C P Diabetes

C P Eczema

C P Endometriosis

C P Fibroids

C P Fibromyalgia

C P Gallstones

C P Gout

C P Heavy Metal Toxicity

C P Hepatitis A/ B/ C (circle one)

C P Hernia

C P Herpes

C P Hypertension/ High Blood Pressure
C P Hypoglycemia

C P Irritable Bowel Syndrome (IBS)

C P Joint Replacement

C P Kidney Stones and/or Disease

C P Lupus

C P Lyme Disease

C P Lymph node removal

C P Mitral valve prolapse

C P Mood Disorder

C P Mononucleosus

C P Multiple Sclerosis

C P Myocardial Infarction (Heart Attack)
C P Organ prolapse: Which organ?

C P Organ removal or transplant
C P Osteoarthritis

C P Osteopenia

C P Osteoporosis

C P Parasitic Infection

C P Parkinson’s Disease

C P Pelvic Inflammatory Disease
C P Polio

C P Psoriasis

C P Psoriatic Arthritis

CP PTSD

(Post-Traumatic Stress Disorder)

Is this 9/11 related? YES NO
C P Reflux esophagistis:

(GERD) or (LPR)

C P Rheumatic fever
C P Rheumatoid arthritis
C P Scarlet Fever
C P Schizophrenia
C P Seizures and /or epilepsy
C P Shingles
C P Sleep Disorder
C P Stroke
C P Thyroid disease
C P Ulcer
C P Trigeminal Neuralgia
C P Tuberculosis
C P Vagus Nerve Syndrome
C P Vascular disease (e.g. phlebitis)
C P Urinary Tract Disorders or Infections
C P Vitamin or Mineral Deficiencies
C P OTHER (please list)

I have answered these questions to the best of my knowledge

I have answered these questions to the best of my knowledge.

Signature

Date:




