TCM Patient Intake Form

General Information
Name:________________________________________      	         Today’s Date: _______________________
Address:__________________________________________________________________________________________
	     Unit/Street number		Street				     City		                          Postal Code                        
		
Date of Birth: _____/ ______ / _____                       Marital Status: Single / Married / Common Law / Other    
Telephone number:  Home:______________________     Work:________________________     
E-mail address: ________________________________     Cell: ________________________
Occupation: _________________________________
Consent and Cancellation Policy
I understand that I am responsible attending my appointment and for paying the full cost of treatment if I do not give 
24 hours notice during the clinics office hours to change or cancel my appointment.
__________________________________			______________________________
                           Signature					              	Date
How did you hear about the Clinic?:  Google Ads/Yellow Pages/Internet/Family/GP Referral/ Friend/Lecture Other:_________________________   (Please circle one)
Emergency contact
Name: ______________________________________________________
Phone number: __________________________    Relation: _____________________________	 
Other health care providers you are seeing:
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	(        )
	(        )
	(        )
	(        )



Please list your health concerns, in order of importance to you: 
1. ________________________________________________________________________ 
2. _________________________________________________________________________ 
3. _________________________________________________________________________ 
4. _________________________________________________________________________ 
5. _________________________________________________________________________

Lifestyle
Habits: (please check all that apply and frequency)
Alcohol__________________       Tobacco _______________________Caffeine_______________________________  
Sugar ___________________     Recreational Drugs ________________________ Other_______________________
Describe a typical day’s diet: 
Breakfast __________________________________________________________________ 
Lunch______________________________________________________________________ 
Dinner_____________________________________________________________________
Do you have any dietary restrictions? (intolerance, allergy, religious, or ethical)__________________________________ 
Exercise: (Please indicate your frequency of exercise)
 Daily                    3-4 times weekly                     1-2 times weekly                   not at all 
Please describe your typical routine and/or list your favourite activities:
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________
Medical Information 

Allergies: (medications, environmental, foods etc)______________________________________________________
__________________________________________________________________________________________________

Medications and Supplements: (prescription, over-the-counter, vitamins, herbs, homeopathics, Chinese herbal medicine, etc) Please include dose:
____________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________

Hospitalizations: (Please note circumstances)_____________________________________________________________
__________________________________________________________________________________________________

Please indicate all past or current medical conditions, previous illnesses, or injuries  Include approximate dates:
[image: VINC-header---July-2010-B&W]
__________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________

Family History:
· 
· Arthritis
· Asthma
· Cancer
· Depression
· Diabetes
· Drug Dependencies
· Heart Disease 
· High Blood Pressure
· Kidney Disease
· Liver Disease
· Obesity
· Stroke
· Other_________
· Other_________

Men’s Health 
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 Impotence
 Infertility
 Seminal emissions
 Decreased libido                         		            
 Premature ejaculation
 Prostate concerns
Women’s Health
Pregnancy:
Are you currently pregnant?              Y /  N  (please inform practitioner if at any time you may be pregnant) 
How many pregnancies have you had?_____________ Have you had any miscarriages?       Y / N  
Age of first period __________ 	

Indicate any pregnancy or conception related difficulties:_______________________________________________ _____________________________________________________________________________________________ 

If you use birth control, what kind?_________________________________

Menstruation:
How many days is your cycle __________?
Please indicate if you experience any of the following between periods:
 Vaginal dryness                                         Bleeding                                                   Cramps/Pain
Please indicate the quality of your menstrual blood:

 Light red             
 Bright red           
 Dark red                 
 Clotted              
 Heavy flow           
 Normal flow          
 Light flow

Do you experience any of the following?

 Cramping before menstruation          
 Cramping during menstruation         
 Cramping after menstruation
 Breast tenderness           
 Low back pain              
 Bloating              
 Headaches 

Please indicate your current status:
 Premenopausal                                        Perimenopausal                                      Postmenopausal 
If applicable, at what age did menopause begin?______
Please indicate any menopause-related symptoms

 Hot flashes           
 Vaginal dryness   
 Mood swings      
 Night sweats     
 Insomnia      
 Depression
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Is there anything that you feel is important that has not been covered? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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