DOWNTOWN

ACUPUNCTURE

Dr. Kathleen Mathews

Doctor of Oriental Medicine
Downtown Acupuncture

400 Gold Avenue SW, Suite 1060
Albuquerque, NM 87102
505.514.1671

drkathleenmathews @netscape.com
Web: kathleenmathews.com

First Name: Last Name: Middle Initial: Date:
Street address: City: State: Zip:
Date of Birth: Age: Place of Birth:
Height: Weight: Circle One:
Single, Married, Partner,
Divorced, Widowed
Phone Place of Emp'oyment Emergency Contact Person
Cell: Name:
Work: Occupation: Primary phone:
Home: Secondary phone:

Email address:

Physician’s Name & Phone:

How did you hear about Downtown Acupuncture? Brochure/Business Card Current Patient
Website

Doctor

Other

Advertisement/Article

Have you received a western diagnosis for your condition? Y/N

Have you had Acupuncture before? Y/N

If so, what? Reason:
By whom? Results:
Main Complaint(s), in order of importance to you:

Severe Moderate Slight
1. 10 9 8 76 5 4 3 2 1
2. 10 9 8 76 5 4 3 2 1
3 10 9 8 76 5 4 3 2 1
When did these conditions occur? Give dates if possible: 1.
2. 3.
How do these conditions impair your daily activities? 1.
2. 3.

All information is used to establish a pattern of your health and will be kept strictly confidential



Have these conditions been diagnosed by an MD? Y/N 1. Diagnosis

2. Diagnosis 3. Diagnosis
Treatment(s) received for these conditions: 1.
2. 3.
Which treatment helped the most? How much? 1.
2. 3.

If female, are you pregnant or trying to become pregnant? Y/N
Do you have a pacemaker? Y/N

Known or suspected infectious diseases: __None __ HepatitsBorC __ HIV+ __ Flu/Cold
___Streptococcus ____Mononucleosis ___Tuberculosis ___Other
Childhood Diseases: ___Chicken Pox __ Measles ___ Mumps ___ Rheumatic Fever ___ Diphtheria
___ Scarlet Fever ___ Other
General Health as a child: Physical __ Excellent __ Good __ Average __ Poor
Mental/Emotional __ Excellent ____Good ___Average ___ Poor
Comments:
General Health as an adult: Physical __ Excellent __ Good __ Average __ Poor
Mental/Emotional __ Excellent ____Good ___Average ___ Poor
Comments:
MEDICAL CONDITIONS ALLERGIES OCCUPATIONAL CONCERNS
Please list conditions & surgeries you have had & the | Medications, Seasonal, | Does your work expose you to the
year Environmental, Food following? Show 1 through 10, with 1

’

being ‘slightly’ and 10 being ‘extremely’.

Year | Surgery/Hospitalization/Accidents/T Stress
rauma (physical & emotional) Environmental
_____ Heavy Typing

Heavy Lifting

__ Others:

Past Occupations:

Exams and Tests

Date Results

All information is used to establish a pattern of your health and will be kept strictly confidential



Exams and Tests

Date Results

Physical

Cholesterol

Mammography

Pap Smear

Prostate

Blood Test (which one)

Infectious Diseases (which
one)

Other

Comments:

MEDICATIONS -- Please list all prescription medications you use or have used in the last 6 months. Include those
used daily and occasionally. Remember inhalers, eye drops, nose sprays, topical creams, etc. Use a separate piece
of paper if you need additional space. State NONE if you are not taking any medications.

Prescription Name Purpose How Long Dose How Often Last Dose or
When Stopped

Are you on any blood thinners or anti-seizure medications? ___Yes _No

All information is used to establish a pattern of your health and will be kept strictly confidential



SUPPLEMENTS/ HERBS -- Please list all supplements and herbs you use or have used in the last 6 months. Include
those used daily and occasionally. Use a separate piece of paper if you need additional space. State NONE if you are
not using any supplements or herbs.

Prescription Name

Purpose

How Long

Dose

How Often

Last Dose or
When Stopped

PERSONAL MEDICAL & FAMILY HEALTH HISTORY

Show present state of health or, if deceased, show cause & age at time of death.

Father Mother
Alive a a
Deceased |n 0

grandfather grandfather
Alive ] ]
Deceased A .

lgrandmother grandmother
Alive = ]
Deceased [H m

# Alive Health: # Deceased |Cause of death:
Brothers

# Alive Health: # Deceased |Cause of death:
Sisters

# Alive Health: # Deceased |Cause of death:
Children

All information is used to establish a pattern of your health and will be kept strictly confidential




Indicate CURRENT health problems for yourself and your family members with a “C” under the appropriate column.
Indicate a PAST problem with a “P”. Leave blank those that do NOT apply.

You | Father | Mother Paternal Maternal Sister(s) Brother(s) children
grandparent grandparent
Male/Female Male/Female

Age:

Alcoholism

Anxiety

Anorexia/Bulimia

Arthritis/Joint Pain

Asthma/Hay
Fever/Allergies

Back Trouble

Blood Disorders

Bursitis

Cancer

Constipation

Depression

Diabetes: Type | or
Il

Diarrhea/Loose
Stools

Digestive Problems

Dizziness/Vertigo

Eye Problems

Fatigue

Headaches

Heart Problems

Hepatitis

High/Low Blood
Pressure

All information is used to establish a pattern of your health and will be kept strictly confidential



You

Father

Mother

Paternal
grandparent
Male/Female

Maternal
grandparent
Male/Female

Sister(s)

Brother(s)

children

Immune Disorder

Infectious Disease

Infertility

Insomnia

Kidney Problems

Liver Problems

Migraines

Muscular Pain

Neck Pain

Numbness/Tingling

Respiratory
Problems

Seizures/Epilepsy

Skin Disorders

Stroke

Thyroid Disorder

Tobacco Use

Urinary Problems

Weight Problem

Other Emotional
Problems

Other:

All information is used to establish a pattern of your health and will be kept strictly confidential




SYMPTOMS -- Check each symptom you currently have or have had in the last 6 months.

Leave blank if not applicable.

LIVER / GALLBLADDER

Dry, itchy, or red eyes

Visual problems

Headaches, migraines

Muscle spasms or twitching

Tension in shoulder, neck, sacrum, hip, leg
Pain under ribs or diaphragm

Feeling of lump in throat

Muscle cramping/twitching

Skin rashes

Dizziness

Constipation alternating with Diarrhea
Herpes

Ulcer

Irritable, short tempered or easily angered
Depression, stress

Gallstones

Soft/brittle nails

Emotional eater

Crave sour foods, dark chocolate

[y

LUNG / LARGE INTESTINE

Iy vy Iy oy vy vy Iy

Low resistance to colds or the “flu”

Colds or flu tend to linger for weeks/months
Dry skin, mouth, nose or throat
Asthma/Bronchitis/Allergies

Cough - bloody, dry, or with sputum
Nasal discharge - white, yellow, or green
Acne, rashes, eczema

Shortness of breath on little exertion.
Nasal discharge, congestion or nose bleeds
Sore, itchy, or red throat

Fatigue is worse with activity or exercise
Sadness / Grief

Sneezing

Emphysema

Bronchitis

IBS

Colitis/Spastic Colon

Crave pungent foods

SPLEEN /STOMACH

Low appetite

Loose stools or diarrhea

Fatigue after eating

Indigestion or nausea or vomiting
General feeling of heaviness in body
Abdominal bloating

Prolapsed organs; Hemorrhoids

Bruise easily

Hard to gain, lose or regulate weight
Heartburn, Stomach or Abdominal pain
Frequent belching or abdominal gas
Bleeding, swollen or painful gums

Bad breath

Easily worried or overwhelmed by details
Feel mentally sluggishness

Student memory is poor

Crave sweet foods, milk chocolate

[y vy Iy vy Ay Ny Ay

KIDNEY / URINARY BLADDER

By

Low back pain/weakness

Sore, weak or cold knees

Puffiness or darkness around eyes
Puffiness or swelling around ankles & feet
Frequent urination, dribbling, incontinence
Wake more than once at night to urinate?
Bladder infections

Dropped bladder

Ringing in ears or poor hearing

Low motivation, lack of will-power

Short term memory is poor

Low or excessive libido

Decrease in bone density

Cavities

Loss of hair

Hot flashes/night sweats

Fear

Crave salty foods

All information is used to establish a pattern of your health and will be kept strictly confidential




SYMPTOMS -- Check each symptom you currently have or have had in the last 6 months.

Leave blank if not applicable.

HEART /SMALL INTESTINE
Insomnia

Restless, agitation, vivid dreams
Mouth or tongue sores
Palpitations, feeling your heart beat/flutter
Chest pain

Poor memory - esp. long term
Anxiety or nervousness

Mental confusion or disoriented
Easily startled

Crave bitter foods

)y vy Ay Iy By

OTHER

Body tends to feel more cold
Body tends to feel more warm
Fatigue, tiredness, general weakness
Sweat easily or spontaneously
Sweat at night

Feverish in afternoons

Facial flushes

Feel worse after exercise
Feel better after exercise
Dizziness

See floating spots in eyes
Thirst

[y Ry vy Iy Sy gy N

Urination: Please circle
Color is: Clear, Dark, Reddish, Cloudy, Normal?
Do you have any: Burning, Pain, Difficulty
or Urgency on urination?
Do you feel the number of times you urinate is
Excessive, Very little or Normal?

Bowel Movement: Fill in the blank or Circle:

How often do you have a bowel movement?

it feel complete?

Are your stools more Loose, Hard, Normal?

Are you constipated?

Do you have diarrhea?

Is there difficulty, strain, or burning?

Is the odor stronger than it should be?

In your stools, do you ever notice Mucous,
undigested food, or blood?

Does

All information is used to establish a pattern of your health and will be kept strictly confidential




WOMEN ONLY

Are you pregnant right now? Yes No Trying ___ Could be
ALWAYS LET YOUR ACUPUNCTURIST KNOW IF YOU BECOME PREGNANT

Method of Birth Control/How long using it /

Age whenmensesbegan __ Date of last period Number of days you normally
bleed Number of days from one periodtothenext__ Irregular Periods ___Yes ___No
Number of: Pregnancies _____ Births____ Miscarriages____  Terminations____

Check all that apply:

Bleeding is __Light __ Normal ___Heavy ____Heavy for ____days, then light.

Coloris ___Light Red ___Red ___ Bright Red ___Dark Red ___Purple ___ Brown/Black

Is your period painful? Y/N Number of days painlasts _____ Do you have cramps? Y/N
Pain/Cramping is at ___Beginning ___ During ____ After

Clotting Yes ___No (shapeofclots: ____round ___stringy)

Premenstrual Problems None ___ Emotional ___ Breast Tender/Lumpy ___Migraines
___Food Cravings (list: ) Low Libido ____Excess Libido ____ Breakout on face
____Bleeding between cycles _____Vaginal Discharge (color: ) Nipple Discharge

Painful Intercourse

Hysterectomy: ___Yes ___ No If yes, date:
Age at menopause Symptoms:

MEN ONLY

Number of Children

Check all that apply:
___lLow Libido ___Excessive Libido ___Impotence ___Premature Ejaculation ___Prostate Problem
___Testicular Pain/Redness/Swelling ____ Painful Intercourse  ___Vasectomy (date: )

All information is used to establish a pattern of your health and will be kept strictly confidential




LIFESTYLE

(Daily amount used within the past 2 months)

Tobacco ___Yes No Alcohol ___Yes No Recreational Drugs
# cigarettesperday ____ Amount Yes No
# of years smoked___ Amount
Other tobacco Type
products: Type
Coffee/Caffeine ___Yes No Sodas ___Yes No
# cups per day Amount
Do you feel you are at your ideal Do you feel you have enough Are ¥0u Veget’\?rian or vegan?
i ? 2 ___Yes ___NO
weight? Yes No energy” Yes ___No Do you eatred meat? __ Yes __ No
Chickenor Fish ___Yes ___No
Best time of day Worst time of day Favorite Season
Bed time Hours of sleep per night Do you remember your dreams?
Wake at Feelrestedina.m.? __Yes _ No |__Yes ___No.

Any themes?

Typical day’s meals (what did you eat yesterday and at what time)

Breakfast:

Lunch:

Dinner:

Snacks/Other:

Cravings:

Do you feel you eat well? Yes No Sometimes Not when | am stressed

Are you willing to change your eating | Best eating habit: Worst eating habit:
habits? ___Yes ___No ___ Perhaps

Do you wish to comment on any spiritual or religious belief?

How stressful is your work? Extremely Stressful A Bit Stressful Not Stressful
10 9 8 7 6 5 4 3 2 1
Is your work more physical Hours of work per week:
mental Do you enjoy your job? ___Yes ___ Usually ___Sometimes ___Rarely ___No
Why or why not?

What kind of physical exercise do you do regularly?

How often?

Hobbies or other recreation

How many hours per week do you spend watching TV or on the computer

Current Stress Level: Extreme Very High High Moderate Low
10 9 8 7 6 5 4 3 2 1

All information is used to establish a pattern of your health and will be kept strictly confidential
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Use the letters below to indicate the type and location of your sensations right now

A = Achy F = Fixed Location

B = Burning M = Moves from Area to Area
C = Cramping G = Comes & Goes

D = Dull R = Regular, Constant

N = Numbness

P = Pins &Needles W = Weakness

S = Sharp, Stabbing O = Other (explain)

The above information is true to the best of my knowledge. | understand and accept that | am responsible for
full payment of my account and that payment is expected at the time of service. | also understand and accept
that I am expected to notify Dr. Kathleen Mathews 24 hours prior to any cancellations or changes to my
appointment and that if | do not, | may be charged for the appointment.

Patient Name (Print):

Patient Signature: Date:

Parent/Guardian Signature (if applicable)

Would you like to receive free email newsletters? Yes No

All information is used to establish a pattern of your health and will be kept strictly confidential 12





