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Clinic Intake  
  

Patient’s name:       Date: 
Age:  Sex:  M/F  DOB:      
 
C/C #1 
O 
 
P 
Q 
R 
S 
T 
Past/current treatment for this complaint: 
 
C/C #2 
O 
 
P 
Q 
R 
S 
T 
Past/current treatment for this complaint: 
 
C/C #3 
O 
 
P 
Q 
R 
S 
T 
Past/current treatment for this complaint: 
 
C/C continued on the back of this form:  Y/N 
 
Ten Questions: 
Temp  hot  warm  neutral  cool  cold 
HA   location:   describe pain:   how often: 
  duration   severity 
Dizzy       
Dryness hair  skin  eyes 
Ears  plugged tinnitus hearing loss   Sensitivity 
Eyes  floaters   decreased night vision  dry/tearing 

redness    
Nose  congested   dry    runny 
Throat  plum pit   dry/scratchy   hoarse  sore 
Appetite     Cravings 
Digestion gas    bloating/distention  belching/acid reflux 
  nausea/vomiting  tastes    appetite 
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Patient’s name:        Date: 
Age:  Sex:  M/F DOB: 
 
Thirst  high thirst   quenched   normal 
Urine  amount = to input  cloudy    burning/urgent  odor  
  Frequent   blood 
Stools  #X/day    formed/loose   undigested foods 

odor    color    blood/mucus 
Energy Level  /10 
Perspiration day/night spontaneous/easy  severity     /10  hot flashes/flushes 
Body Pain 
Heart  palps/irregular beat    pain  tightness/pressure 
Lungs  SOB  take deep breath  pain  tightness 
  cough    phlegm   congestion 
Sleep # hours of sleep  dreams   toss/turn   wake/why 

# X up to urinate  easy/difficult to get to sleep  rested/not rested 
Emotions  
 
Menses days bleed  cycle  amount/color blood/clots   cramps/pain 
 
  emotions    pre/post menopausal  
Sexual Function desire  function  pain  fertile Y/N  discharge 
 
Shen 
 
Tongue proper     Coat   Underneath 
 
 
Pulse  Left:      Right: 
  Ht/SI      Lu/LI 
  LV/GB     Sp/ST 
  Ki/BL      Ki/BL 
 
BP     Pulse rate 
 
Observations/orthopedic exams 
 
Dx 
 
Acupuncture 
Herbs 
Massage 
Heat 
Ear seeds 
Other 
 
Recommendations: 
 
 
 
Signature: 


