
Welcome to weMED Clinic

New Patient Form
Patient Information:

Name: ________________________________________________Sex: M    F
SS#______-_______-_______ Date of Birth:_____/______/_____ Age:____________  
Address:______________________________________________________________ 
City / State / Zip________________________________________________________
Phone:______________________ Email:____________________________________ 

Employed By:__________________________________________________________ 

Address:______________________________________________________________

Occupation:____________________________ Work Phone:_____________________ 
Marital status:______________ Spouse’s name:_______________________________
Emergency Contact/relationship:____________________________________________

Address:_______________________________________________Tele:____________
Referred by:___________________________________





Current Issues:

Reason for visit:________________________________________________________

_____________________________________________________________________
How long have you had this condition?________________ Is it getting worse? Y/N

Does it bother your: Sleep / Work / Other (What?)______________________________
What seemed to be the initial cause?________________________________________

What seems to make it better?_______________________ Worse?________________
Have you ever had acupuncture? Y/N 

Chinese Herbal Medicine? Y/N

Are you under the care of a physician now? 
Y/N
 
If yes, for what?_________________________________________________________
Physician’s name & number:_______________________________________________
Other concurrent therapies:________________________________________________

Are you allergic to anything?________________________________________________
Health insurance info:

Insurance Co name/address/policy number:___________________________________
Medical History
Family Medical History: (please state relationship)

Allergies 

Asthma

Alcoholism
Heart disease 


Arteriosclerosis

High Blood Pressure
Seizures
Stroke

Cancer (type):__________

Other:____________________________________________




Your Past Medical History:

(Check any that are a significant part of your medical history)

AIDS/HIV



Hepatitis


Tuberculosis

Alcoholism



Herpes



Typhoid fever

Allergies



High Blood Pressure

Ulcers



Appendicitis



Hyperlipidemia


Venereal disease

Arteriosclerosis



Heart Disease


Whooping cough

Arthritis




Measles


Thyroid disorders


Asthma




Multiple Sclerosis

Major Trauma (car, fall, etc)


Birth Trauma



Mumps



____________

Cancer




Pacemaker


____________

Chicken Pox



Pleurisy



____________

Coagulopathy



Pneumonia


Surgery (List)

Diabetes



Polio



____________

Emphysema



Rheumatic Fever

____________


Epilepsy



Scarlet Fever




Goiter




Seizures




Gout




Stroke





Other:____________________________________________




Current Medications: (dosage and frequency)

___________________

____________________
_____________________


___________________

____________________
_____________________

___________________

____________________
_____________________

___________________

____________________
_____________________

___________________

____________________
_____________________

___________________

____________________
_____________________

___________________

____________________
_____________________

___________________

____________________
_____________________

Diet/Cravings:

Appetite: Low/High

Thirst for water:


Salty Food
Coffee



Artificial sweetener

(glasses per day)

Vitamins:


Soft drinks


Sugar

Other:____________________________________________




Your lifestyle:

Alcohol/drinks per week:
Tobacco

Exercise Type/frequency:

Drugs



Marijuana

Occupational hazards


Stress

Other:____________________________________________




Please Circle Symptoms You Currently Have or Have Had in the Past Year

General Symptoms:

Appetite: poor/heavy/normal
Fever


Vertigo or Dizziness

Recent weight loss/gain

Hot Flashes

Muscle cramps


Strongly like cold drinks

Night sweats

Bleed or Bruise Easily

Strongly like hot drinks

Chills


Poor circulation

Poor sleep


Cold hands or feet
Peculiar taste (describe)___________

Difficulty falling asleep

Lack of strength


Difficulty staying asleep

Body heaviness

Heavy sleep


Shortness of breath





Head, Eyes, Ears, Nose & Throat:

Eye Strain/Pain


Teeth Problems

Poor Hearing

Double Vision


TMJ


Earaches

Red Eyes


Facial Pain

Ringing in Ears

Itchy Eyes


Gum Problems

Headaches

Glasses


Sores on Lips

Migraines

Cataracts


Dry Mouth

Concussion

Spots in Eyes/halos

Excessive Saliva
Neck Problems

Poor Vision


Enlarged Thyroid
Olfactory Problems

Blurred Vision


Hoarseness

Excessive Phlegm (color)__________

Night Blindness


Sinus Problems

Taste Changes

Glaucoma


Recurrent Sore Throat


Grinding Teeth


Nose Bleeds

Other:____________________________________________




Respiratory:

Difficulty Breathing

Cough (wet/dry)(thick/ thin)(chronic/acute)
Shortness of breath

Coughing Blood


Asthma/wheezing



Pneumonia/Bronchitis

Tight/Painful Chest

Other:____________________________________________




Cardiovascular:

Chest Pain

Fast Heart Rate

Slow Heart Rate
Palpitations


Irregular Heartbeat
Phlebitis

Difficulty Breathing
Poor Circulation

High Blood Pressure
Low Blood Pressure
History of Blood Clots
Ankle Swelling

Varicose Veins

Pacemaker

Bradycardia

Tachycardia

Other:____________________________________________




Gastrointestinal:

Nausea


Vomiting

Acid regurgitation
Gas



Bloating

Bad Breath

Diarrhea

Constipation


Black Stools

Bloody Stools 

Mucous/Pus in Stools
Anal Fissures

Itchy/Burning Anus
Rectal Pain

Hemorrhoid

Intestinal Pain or Cramping

Difficulty Swallowing
Heartburn

Poor/Strong Appetite
Vomiting Blood

Hiccuping

Laxative Use

Other:____________________________________________




Bowel Movements:

Frequency:

Color: 

Texture/form:

Odor:











Musculoskeletal:

Pain in:

Arms

Hands

Legs

Shoulder
Back

Hips


Muscles
Ribs

Feet

Joints

Neck

Injury/Tear

Other:___________________________________________




Skin and Hair:

Rashes


Hives


Ulcerations

Eczema


Acne


Dandruff

Itching


Hair loss


Discoloration

Fungal infections
Psoriasis

Bruise Easily

Change in texture
Blood Clotting Problems



Lumps in Groin/Underarms

Other:___________________________________________




Neuropsychological:

Seizures

Numbness

Tics


Poor memory

Depression

Anxiety


Irritability

Easily stressed

Abuse survivor

Considered/attempted suicide

Other:____________________________________________




Genito-Urinary:

Pain on Urination
Frequent Urination
Urgent Urination
Blood or Pus in urine


Unable to Hold Urine
Incomplete Urination
Venereal Disease
Bedwetting

Increased Libido
Decreased Libido
Nocturnal Emission
Premature Ejaculation

Kidney Stone 

Impotence




Wake to Urinate (# times per night)______

Other:____________________________________________




Gynecology:

Irregular periods
Spotting

Painful periods

Clots




Genital Sores

Breast/Armpit Lumps
Oral Contraceptives
Vaginal Odor

PMS






Other:____________________________________________




Vaginal discharge (color):____________

Pregnancies:_____

Age menses began:____________


Live Births:_____

Date last period began:___________


Miscarriages:_____

Length of cycle (day 1 to day 1):____________

Abortions:_____

Duration of flow:____________

Age at menopause:______


Date of last PAP:__________
Abnormal? Y/N

Date of last mammogram:__________







Men Only:

Breast Lumps

Genital Pain/Sores

Impotence

Lump in Testicles

Penile Discharge
Other:____________________________________________




Other Health History not Mentioned:






Pain Evaluation

[image: image1.png]




Please mark the areas where you feel pain.

Please indicate the type of pain on the picture:
//stabbing
xx burning
@@ aching

** pins and needles
00 numbness

Please indicate the pain level 1-10:

No Pain: 0

Slight Pain: 2-3

Moderate Pain: 5-7

Severe Pain: 10

Dr Initials______________


