WIND GATE ACUPUNCTURE AND INTEGRATIVE MEDICINE

Main office: 5230 Carroll Canyon Rd #110 San Diego, CA 92121 (800) 442 0374

PATIENT INFORMATION

Patient’s Name:

Internet: http://www.windgatehealth.com

SS# - - Sex: [ Male []Female

Date of Birth:

Age:

Home Address:

Contact Phone: ( )

Occupation:

Employer (School, if student):

Work/School Phone: (

Employer/School Address:

E-mail Address:

Fax Phone: ( )

Driver’s License Number:

RESPONSIBLE PARTY and/or SPOUSE’S INFORMATION

Responsible Party:

SS# - -

Date of Birth:

Home Address:

Home Phone: ( )

Occupation:

Employer:

Work Phone: ( )

Employer Address:

Driver’s License No.:

Main purpose of the consultation (Please give a brief summary of the main problems)



http://www.windgatehealth.com/�

PERSONAL LIFESTYLE HABITS (how much, how many, or how often)
Cigarettes (packs) Coffee/Tea (cups) Alcohol (drinks per week)

Recreational drugs

Vitamins & herbs

Dietary restrictions

Food cravings

Diet: What might you eat on a typical day?

Breakfast

Lunch

Dinner

Snacks

Exercise How often?

What non-work activities do you enjoy doing? (reading, TV, meditation, music, etc.)

MEDICINES:
Prescription drugs you are currently taking: For what condition?

Over-the-counter medication you are currently taking: ~ For what condition?

Have you ever been treated with acupuncture &/ or Chinese herbal medicine before? Yes No

What was your experience?




Why did you seek the evaluation at this time? What are your goals in being here?

Prior attempts to correct problem(s)
(Please include contact with other professionals, medications, types of treatment, etc.)

Medical History
Past medical problems/medications:

Other doctors/clinics seen regularly:

Any history of head trauma? (describe):

Ever any seizures or seizure like activity?

Prior hospitalizations (place, cause, date, outcome):

Prior abnormal lab tests, X-rays, EEG, etc:

Allergies/drug intolerances (describe):

Present Height Present Weight

Current Life Stresses

Sleep behavior: How long, quality, sleepwalking, nightmares, recurrent dreams, current problems (getting up,
going to bed)




GYNECOLOGY
Age of first menses: Date of last menstrual period: Duration of flow

Blood clots: yes no when: Length of cycle

Color of menstrual blood: pale / bright / red / dark / red / brown  other

Texture of menstrual blood: thick / thin / watery / normal

Pain: yes no when:

Irregular periods (describe):

PMS (please describe):

Current method of contraception: Past method of contraception:

Are you currently pregnant? yes / no
Number of pregnancies:

Number of live births:

Number of miscarriages:

Number of abortions:

Any premature births:

Breast (lumps, cysts, tenderness, etc.):

Urinary tract infections: How frequent?

Vaginal infections/ discharges (describe color):

Pain/itching of genitalia:

Pap smear: normal / abnormal Date of last Pap smear:
Uterine fibroids: Endometriosis: Other:
Menopause (date of onset): Symptoms:

Any bleeding since?

Are you currently on Hormone Replacement Therapy (HRT)? yes / no Dose:

How long have you been on HRT? Any side effects?

Other:




Medical Review of Systems

Please place a check mark in the boxes that apply. Explain any problem areas.

General

Being overweight

Recent weight gain or weight loss
Poor appetite

Increased appetite

Abnormal sensitivity to cold
Cold sweats during the day
Tired or worn out

Hot or cold spells

Abnormal sensitivity to heat
Excessive sleeping

Difficulty sleeping

Lowered resistance to infection
Flu-like or vague sick feeling
Sweating excessively at night
Urinating excessively
Excessive daytime sweating
Excessive thirst

Other
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Neurological

Pacing due to muscle restlessness
Forgotten periods of time
Dizziness

Drowsiness

Muscle spasms or tremors
Impaired ability to remember
“Tics”

Numbness

Convulsions / fits

Slurred speech

Speech problem (other)
Weakness in muscles

Other
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Respiratory

Asthma, wheezing

Cough

Coughing up blood or sputum
Shortness of breath

Rapid breathing

Repeated nose or chest colds
Other
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Head, Eye, Ear, Nose, & Throat
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Facial pain

Headache

Head injury

Neck pain or stiffness
Frequent sore throat
Blurred vision

Double vision

Overly sensitive to light
See spots or shadows
Hearing loss in both ears
Ear ringing
Disturbances in smell
Runny nose

Dry mouth

Sore tongue

Other

Gastrointestinal and Hepatic
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Trouble swallowing

Nausea or vomiting (throwing up)
Abdominal (stomach / belly) pain
Anal itching

Painful bowel movements
Infrequent bowel movements
Liquid bowel movements

Loss of bowel control

Frequent belching or gas
Vomiting blood

Rectal bleeding (red or black blood)
Jaundice (yellowing of skin)
Other

usculoskeletal

Chest and Cardiovascular
Q Ankle swelling

Q Rapid/irregular pulse

Q Breast tenderness

Q Chest pain

Q High blood pressure

Q Low blood pressure

Q Other
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Back pain or stiffness
Bone pain

Joint pain or stiffness
Leg pain

Muscle cramps or pain
Other

kin, Hair

Dry hair or skin

Itchy skin or scalp
Easy bruising

Hair loss

Increased perspiration
Sun sensitivity

Other

Genitourinary

Itchy privates or genitals
Painful urination
Excessive urination
Difficulty in starting urine
Accidental wetting of self
Pus or blood in urine
Decreased sexual desire
Other
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Females

No menses

Menstrual irregularity
Painful or heavy periods
Premenstrual moodiness,
irritability, anger, tension,
bloating, breast tenderness,
cramps, headache

Q Painful menstrual periods
Q Painful intercourse or sex
a
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Sterility infertility
Abnormal vaginal discharge

Q Impotence (weak male erection)
Q Inability to ejaculate or orgasm
Q Scrotal pain

Q Abnormal penis discharge
Other

Explanation




Consent to Treatment

I hereby voluntarily consent to be treated by M. Andrew Pierson, L.Ac., with Oriental medical procedures,
which may include Neurofeedback, Sound therapy, acupuncture, moxibustion, cupping, gua sha, acupressure,
massage, Chinese herbal medicine, or nutrition and lifestyle counseling. M. Andrew Pierson is a licensed

acupuncturist in the state of California.

I understand that acupuncture is performed by the insertion of sterile needles through the skin, or by the
application of heat to the skin, or by both, at certain points on or near the surface of the body in an attempt to

treat body dysfunctions or diseases and to normalize the body's physiological functions.

| understand that all of my patient records as well as information | share with my acupuncturist will be kept
confidential. No records or information will be released without my written consent.

While acupuncture is generally a safe method of treatment, | am aware that certain side effects may result.
These could include, but are not limited to, some local bruising, bleeding, dizziness, fainting, temporary pain
and discomfort, numbness or tingling near the needling sites that may last a few days and temporary

aggravation of symptoms in existence prior to treatment.

| am aware that if there is a worsening of my ailment or condition or if it does not improve within the time
estimated by the acupuncturist, or if a new ailment or condition appears that | should consult my personal
physician or any other licensed physician.

| understand that | should inform my acupuncturist prior to being treated if | believe | might be pregnant.

I understand that no guarantees concerning acupuncture’s use and effects are given to me, and that | am free
to stop acupuncture treatment at any time.

None of the foregoing provisions preclude the administration to me of conventional medical therapy by a

licensed physician when such therapy is deemed appropriate.

I understand | will be charged the full fee for appointments cancelled with less than 24 hours notice.

I have carefully read and understand all the foregoing and so am fully aware of what | am signing. | have felt

free to ask any questions.

Patient Date
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