
Confidential Patient Information 

Name   _______________________________________________________________________ Date   __________________________________ 
Address   ____________________________________________________________City____________________State/Zip_____________________ 
Phone numbers (Home)   _____________________________________(Cell)  ________________________________________________________  
Emergency Contact  __________________________________________ Email_______________________________________________________ 
Whom may I thank for referring you?  ____________________________________________Is this your first acupuncture treatment?____________  
Date of birth ________________________ Age __________ Height ___________Weight _____________ Blood type_________ 
Marital Status_____________ Number of children _________  Employer________________________________________________     
Primary care physician ______________________________________________________  

Complaint (please rank by priority)     Onset  Frequency Severity 
Example: headaches      July ’01 x  times/week mild/moderate/severe 
_____________________________________________________ ________ __________ _________________ 
_____________________________________________________ ________ __________ _________________ 
_____________________________________________________ ________ __________ _________________ 
_____________________________________________________ ________ __________ _________________ 
_____________________________________________________ ________ __________ _________________ 

What other treatments have you tried, and what has been your response?  _____________________________________________ 
________________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 
Medications & Supplements 

Please list all prescription medications  and supplements you are currently taking including the dosage, frequency, and the reason or condition being 
treated.   

Prescription Name     Dosage & Frequency  Reason    
____________________________________________ __________________ _______________________________________ 

____________________________________________ __________________ _______________________________________ 
____________________________________________ __________________ _______________________________________ 

____________________________________________ __________________ _______________________________________ 

____________________________________________ __________________ _______________________________________ 

____________________________________________ __________________ _______________________________________ 

____________________________________________ __________________ _______________________________________ 
Vitamin, Mineral, Herbal Supplement    Dosage & Frequency  Reason   
____________________________________________ __________________ _______________________________________ 

____________________________________________ __________________ _______________________________________ 

____________________________________________ __________________ _______________________________________ 
____________________________________________ __________________ _______________________________________ 

____________________________________________ __________________ _______________________________________ 

Occupation: Please describe your activities in a typical day. (Include stresses -chemical, physical, psychological, etc) 

_______________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________________ 

Please describe your current stress level (1 is no stress, 10 is maximum stress _______________________________________________________ 



HEALTH HISTORY- Check the box if you have/had the condition and note the year you were diagnosed.

Cancer Diagnosis: (include location, year, and treatments) ________________________________________________________________________ 

________________________________________________________________________________________________________________________  

 Surgeries/Hospitalization/Trauma (include year):      Allergies: 

*______________________________________________________________ *_______________________________________________________            
*______________________________________________________________ *_______________________________________________________           

*______________________________________________________________ *_______________________________________________________            

*_______________________________________________________________*_______________________________________________________            

*_______________________________________________________________*_______________________________________________________        

Rate your ENERGY (1=no energy 10=abundant  energy) _____    Is there a drop in energy during day or after eating?  ________ 

Please describe your regular physical activity (exercise):   Sleep Pattern: 

_______________________________________________________  hours of sleep _____ Do you feel rested in the morning? ___ 
_______________________________________________________   
_______________________________________________________  tend to wake and if so what time _______________________ 
_______________________________________________________   
_______________________________________________________  _____ difficult to fall asleep   _____ difficult to stay asleep 
         

Lifestyle: indicate quantity, type and frequency 

Alcohol _________________________  Caffeine ___________________________ Tobacco ________________________________ 

Sweets __________________________ Sodas ____________________________ Recreational Drugs _______________________ 

Food cravings for:   sour ______     bitter ______      sweet ______      spicy ______     salty ______ 

Appetite: 1=never hungry 5=always hungry _______  ______ No Thirst  ______Excessive Thirst Prefer warm or cold drinks?  

Organic Liquid Production: Check if you have had in the last 3 months: 

_____ Dry Mouth  _____ Dry Eyes  _____ Dry Skin/Hair _____ Dry Sinuses  _____ Edema or Swelling 

Emotional Health:  Rate the frequency with which you experience the following emotions 
(1=never, 2=occasionally, 3=frequently, 4=regularly)
_____Sadness or Grief _____Obsession/Compulsion _____Depression  _____ Easily Stressed _____Poor Memory  

_____Irritability or Anger _____Worry or Anxiety  _____Fear _____ Lack of Joy  _____Difficulty Making Decisions 

_____ Rumination (constant, unproductive thinking _____ treatment for emotional problems  _____ considered/attempted suicide 

Condition                    Year Diagnosed Condition           -       Year Diagnosed         Condition           -       Year Diagnosed         

Diabetes Osteoporosis Paralysis

Hepatitis Asthma Lung Illness

High Blood Pressure Herpes Spleen Illness

Heart Disease HIV/AIDS Liver Illness

Stroke Other STD Stomach Illness

Seizure Disorder Rheumatic Fever Glaucoma

Thyroid Disorder Meningitis Tuberculosis

Mental Illness Addiction Mononucleosis

Kidney Disease Pacemaker Bleeding Disorder

Arthritis Auto-Immune Disease Epilepsy



!  

Please mark all areas of pain above: 

Musculoskeletal: Check if you have had in the last 3 months: 

_____ tendonitis _____ spasms/cramps _____ weakness (where ___________________________)   

Other bone, joint, or muscular problems: ______________________________________________________________________________________ 

FOR WOMEN: Pregnancy and Gynecology: 

_____ number of births  _____ miscarriages _____ abortions  _____ age at first menses _____ age at menopause 

_____ irregular periods _____ painful cramping _____ PMS  _____ Peri-menopausal _____  endometriosis 

_____ yeast infections _____ clotting   _____ breast lumps  _____ Vaginal Discharge _____ ovarian/uterine cysts 
_____ length of cycle (length from one period to the next)   _____ length of period (days you bleed)    

birth control, type and duration ______________________________________________________________________________________________ 

Menopausal Symptoms (current): _____ hot flashes _____ night sweats  _____ loss of sex drive _____ vaginal dryness 

FOR MEN: 
_____Change in Sex Drive _____Jock Itch _____Prostate Disease _____Erectile Dysfunction _____Premature Ejaculation 

I hereby certify that the above is true, complete, and accurate. 

Signature ________________________________________________________________________  Date ___________________ 
 Patient or Patient Representative    

(please indicate relationship if signing for patient) 

Please circle any that apply: 

Is the pain: 
Sharp  or   Dull 
Cramping 
Aching 
Fixed   or   Moving 
Burning 
Constant   or   Intermittent 

Is it Worse with: 
Pressure 
Activity 
Cold 
Rest 
Heat 

Is it Better With: 
Pressure 
Activity 
Cold 
Rest 
Heat 



Acupuncture Arts of Oconee  
307 North Walnut Street, Seneca, SC 29678 

Informed Consent to Receive Treatment

By signing below, I do hereby voluntarily consent to be treated by licensed acupuncturist, Renee Dann. I understand that 
acupuncturists practicing in the state of South Carolina are not primary care providers and that regular primary care by a 
licensed physician is strongly recommended by this clinic’s practitioners. I understand that there may be other treatment 
alternatives, including treatment offered by a licensed physician. I agree to seek the advice of a primary care physician if 
my health concerns are not improved after three (3) months of weekly acupuncture treatment.

During the course of treatment, my practitioner may utilize several techniques common to the practice of Chinese 
Medicine. Each of these techniques will be explained to me prior to treatment and I will have the opportunity to ask any 
questions. In general, Chinese Medicine is very safe with few side effects or contraindications. Side effects that may occur 
are rarely severe. However, we want to ensure that you are fully informed of any that you could experience. We request 
that you immediately report any concerns you may have.

Acupuncture: Acupuncture involves insertion of fine, sterile, disposable needles at specific points found on the body. The 
needles are left in the body for a period of time during which the patient must lie still to avoid injury. I am aware that 
certain adverse side effects may result. These could include, but are not limited to: local bruising, minor bleeding, fainting, 
pain or discomfort, and the possible aggravation of symptoms existing prior to acupuncture treatment. Extremely rare 
risks include a bent, broken, or stuck needle, nerve damage, organ puncture and infection. I understand that no guarantees 
concerning its use and effects are given to me and that I am free to stop acupuncture treatment at any time.

Moxibustion: Moxibustion involves the warming of these acupuncture points with a chinese herb known as “mugwort”. 
The use of moxibustion could result in burn or allergic reaction, although these are rare.

Chinese Herbs and Nutriceuticals:  I understand that herbs or nutriceuticals may be recommended to me. I understand 
that I am not required to take these substances but must follow the directions for administration and dosage if I do decide 
to take them. I am aware that certain adverse side effect may result from taking these substances. These could include, but 
are not limited to: changes in bowel movement, abdominal pain or discomfort, and the possible aggravation of symptoms 
existing prior to herbal treatment. Should I experience any problems, which I associate with these substances, I should 
suspend taking them and call my practitioner as soon as possible.

Tui-Na Massage: I understand that my practitioner may use Tui-Na massage as part of my treatment. I am aware that 
certain adverse side effects may result from this treatment. These could include, but are not limited to: bruising, sore 
muscles or aches, and the possible aggravation of symptoms existing prior to treatment. I understand that I may stop the 
treatment if it is too uncomfortable.

Cupping and Gua Sha: I understand that I may receive cupping or gua sha as part of my treatment. This may produce 
deep redness, discoloration, bruising, and on rare occasions a blister may appear for several days, but will eventually 
disappear. These are considered a normal and desired effect of cupping therapy.

Electro-Stimulation: I understand that I may receive electro-stimulation. I am aware that certain adverse side effects may 
result. These may include, but are not limited to: electrical shock, pain or discomfort, and the possible aggravation of 
symptoms existing prior to treatment. I understand that I may refuse this treatment.

I have carefully read and understand all of the above information and am fully aware of what I am signing. I understand 
that I may ask my practitioner for a more detailed explanation. I give my permission and consent to treatment.

_______________________________________________________________________  _______________ 
Signature of Patient or Patient Representative       Date 
(please indicate relationship if signing for patient)


