
 Intake Form 

Please take a few minutes to fill in this form, so I can understand more about your general health.  

The information you give on this form is kept entirely confidential. I will never  pass on any of your details to any 

other organisation.  

Please be careful to complete all the boxes with a  star. These are "required" and I will have to get back to them, 

should you leave them blank 

Name:* 

Address: * 

Date of birth: * 

Mobile/Phone number: 

Email:* 

Occupation: * 

Please tell us which GP surgery you're registered at: * 

How did you hear about Harmony  Acupuncture York? * 

Have you had acupuncture before? * yes  no 

If you have had acupuncture or massage therapy before, please give details here, including the year of treatment : 

 

 

Name of emergency contact :* 

Their phone number * 

Essential info: Are you pregnant or trying to conceive? *  

Essential info: Do you have any lymphoedema or cellulitis? *( Please circle)     yes       no 

Essential info: Do you regularly take blood thinning medications? *(Please circle)   yes   no 

Essential info: Do you have a pacemaker fitted? *  

What are the main healthcare conditions you'd like acupuncture to help with? * 

 

Are you generally warmer or colder than people around you? * 

What are your approximate height and  weight? * 

How do you like to spend your spare time? (hobbies, interests, etc) * 

 

Are you a smoker? * yes   no 

On average, how much alcohol do you consume each week? * 



Do you use any recreational drugs? (please remember this form is entirely confidential). If you do, please say what, 

and estimate how much per week: * 

 

What medications are you taking? (please include any non-prescription items and vitamin or mineral 

supplements) * 

 

What exercise do you take each week? (count anything that makes you feel hot and raises your heart rate) * 

 

Please list any serious illnesses, including dates * 

 

Please list any serious accidents, including dates: * 

 

Please list any major surgery, including dates: * 

 

DIET: Please describe what you would eat in a typical day: * 

 

Your fluid intake: How many litres of water do you drink each day? *  

 

Please circle all the conditions that you either have now, or have had in the past * 

Angina                             Asthma                 Diabetes                  Epilepsy or seizures                                               

Panic attacks                  Allergies                 Arthritis                   Anaemia                                                                   

Dementia/Alzheimer's     Hypothyroid (underactive)                     Hyperthyroid (overactive) 

Stroke                              Cancer                                                  Heart disease or heart attack 

Kidney disease                 Other                                                    None of the above 

If you have ticked any of the above, please give details here: 

 

MUSCULO-SKELETAL: Please tick all the symptoms you have now, or have had in the past: * 

Pain/ other problems in upper back                   Pain/ other problems in lower back 

Pain/ other problems in neck                              Pain/ other problems in hips or legs 

Pain/ other problems in shoulders or arms         Pain/  other problems in feet or ankles 

Pain/ other problems in hands or wrists              Pain/ other problems in fingers or toes 



None of the above                                               Other 

If you have ticked any of the above, please give details here: 

 

SLEEP: Please tick all the symptoms you have now, or have had in the past: * 

Difficulty falling asleep 

Waking in the night                 Night sweats                 Sleep disturbed by dreams 

Waking unrefreshed                None of the above        Other 

If you have ticked any of the above, please give details here: 

 

RESPIRATORY / EYES: Please tick all the symptoms you have now, or have had in the past: * 

Wheezing                            Breathing difficulties                       Frequent colds 

Persistent cough                 Sinus problems                               Hay fever/rhinitis 

Blurred/double vision          Dry/watery/sore eyes                      Earache 

Ringing in ears (tinnitus)      Failing hearing                                 Nosebleeds                          

None of the above              Other 

If you have ticked any of the above, please give details here: 

 

SKIN / HAIR: Please tick all the symptoms you have now, or have had in the past: * 

 

Bruising easily                      Dry or oily skin                                Eczema 

Psoriasis                               Dermatitis                                        Itching/rash 

None of the above                Other 

If you have ticked any of the above, please give details here: 

 

URINARY: Please tick all the symptoms you have now, or have had in the past: * 

Urinary Tract Infection (UTI) 

Blood in urine                          Cloudy or frothy urine                  Pain on urination 

Frequent urination                   Urgent urination                           Kidney infection/stonesNone of the above                   

Other 

If you have ticked any of the above, please give details here: 

 



CARDIOVASCULAR: Please tick all the symptoms you have now, or have had in the past:  

Chest pain                                Poor circulation                        Rapid / strong heartbeatIrregular heartbeat                    

Ankle swelling                          None of the above 

Other 

If you have ticked any of the above, please give details here: 

 

DIGESTIVE / BOWELS: Please tick all the symptoms you have now, or have had in the past * 

Belching/gas/bloating 

Acid reflux                              Constipation                            Diarrhoea/loose stools 

Haemorrhoids (piles)              Pain in stomach or abdomen                Poor appetite 

Indigestion                              Nausea/vomiting                            None of the above           

Other 

If you have ticked any of the above, please give details here: 

 

WOMEN: Please tick all symptoms you have, or have had in the past. PLEASE NOTE: if you are post-menopausal, 

please complete these questions to describe how your periods were BEFORE the menopause: * 

Severe period pain                  Heavy periods                       Bleeding between periods 

Clots in menstrual blood         Irregular cycle                        Very light periods 

PMS symptoms                       None of the above                 Other 

I am male 

 

If you have ticked any of the above symptoms, please give details here: 

 

WOMEN: Please tick all symptoms you have, or have had in the past: * 

 

Thrush or other vaginal infection         Loss of libido                      Vaginal dryness 

Pelvic pain/vulvodynia                         None of the  above             Other 

I am male 

If you have ticked any of the above symptoms, please give details here: 

 

 



WOMEN: If you are peri-menopausal, or menopausal, please outline any symptoms here (such as hot flushes, 

anxiety, sleep problems, weight gain, etc) * 

 

WOMEN: Number of pregnancies * 

WOMEN: Age of children 

WOMEN: Current contraceptive method * 

MEN: Please tick all the symptoms you have now, or have had in the past: * 

Erection difficulties or diminished libido           Prostate problems         None of the above 

Other 

  I am female 

 

If you have ticked any of the above symptoms, please give details here: 

 

MALE OR FEMALE! Is there anything else you'd like to tell us that might be relevant to your health? * 

 

Will you need a ramp to get up the step into the clinic?*                              yes                       no 

If you are regularly giving blood, we need to inform you that you won't be allowed to give blood for 6 months after 

the date of your last acupuncture treatment. Please initial to acknowledge this: * 

Please  confirm that you have given us all relevant information about your health in your answers above; that you 

have not omitted anything; and that you're happy to be treated with acupuncture on the basis of the information 

you've given  

Please sign:                                                                                                       Date: 

 


