
Patient Information Sheet CONFIDENTIAL

7969 Engineer Road, Suite 209  San Diego, CA 92111  Phone: (858) 495-0771  Fax: (858) 495-0772  www.ChangAcupunctureSD.com

Complete this form as thoroughly as possible. Some questions may seem unrelated to your condition
but they may affect your diagnosis and treatment. All information is confidential.

Date Full Name Preferred Name/Nickname

Gender

M F

Date of Birth Age Marital Status

Married Single Domestic Partner Separated Divorced

Address City State Zip

Daytime Phone # (home, work, cell – circle one)

( )

Cell Phone # (home, work, cell – circle one)

( )

If you would like to receive appointment reminders via text message, circle your wireless provider. Standard text

messaging rates may apply. AT&T Cricket Sprint T-Mobile Verizon Other ___________________________

Emergency Contact & Relationship Phone Numbers of Emergency Contact

Primary ( ) Alternate ( )

Email: ____________________________________________________________________________

Your email will be used to send appointment confirmations and for internal purposes only.

Primary Care Physician Specialty

Other Doctors You See Specialty

Other Doctors You See Specialty

How did you hear about us?

Cancellation Policy – I acknowledge that I will give at least 24 hour notice of cancellation to avoid a
charge for the session. This is a courtesy to other patients who may need that appointment time. I will
call if I anticipate being more than 15 minutes late for my appointment. Initials ________

Major Complaint(s), in order of importance to you:

Severe Moderate Slight
1.    ________________________________________________________

2.    ________________________________________________________

3.    ________________________________________________________



Name____________________________________________________________

FAMILY HISTORY
MEDICAL CONDITIONS Please list conditions you have
or have had and year diagnosed.

Relation Medical Conditions Year Condition
Surgery
Needed?

Father

Mother

Siblings

Partner

Children

HEALTH HABITS
Check () all that apply & describe how much.

ALLERGIES
Medications, Seasonal,
Environmental, Food

OCCUPATIONAL CONCERNS
Check () if your work exposes
you to the following.

 Caffeine  Stress

 Tobacco  Heavy Typing/Computer Use

 Alcohol  Hazardous Substances

 Sugar  Heavy Lifting

 Drugs  Other

 Other

Occupation:

MEDICATIONS & SUPPLEMENTS
Please list all prescription medication, over-the-counter products, vitamins, supplements, herbs, homeopathics and any
other products. Remember inhalers, eye drops, nose drops.

Name Purpose How long Dose
How
often

Last Dose



Name____________________________________________________________

SYMPTOMS - For each symptom you currently have, rate its severity from 1-5 (5 being the worst). Leave blank if N/A.

LIVER/GALLBLADDER HEART/SMALL INTESTINE SPLEEN/STOMACH
___ Irritability ___ Heart palpitations ___ Heaviness anywhere in body
___ Depression ___ Chest pain ___ Fatigue
___ Indecisive ___ Dizziness ___ Hard to get up in the morning
___ Headaches/migraines ___ Insomnia ___ Edema (swelling)
___ Visual problems ___ Easily startled ___ Muscles feel tired often
___Red eyes ___ Restlessness/agitation ___ Easy bruising and bleeding
___ Dry/itch eyes ___ Anxiety ___ Bad breath
___ Spots in front of eyes ___ Breathlessness ___ Low appetite
___Feeling of lump in throat ___ Vivid dreams ___ Snacking
___Clenching of teeth at night ___ Dreams are bothersome ___ Tendency towards hypoglycemia
___Muscle cramping ___ Lack of joy in life ___ Difficulty digesting oily foods
___ Muscle twitching ___ Laughing for no reason ___ Nausea
___ Joints feel tight/stiff ___ Craving/avoiding bitter foods ___ Vomiting
___ Often up past 1A.M. LUNG/LARGE INTESTINE ___ Gas/belching
___ Cold hands/feet ___ Dry cough ___ Bloating
___ Soft/brittle nails ___ Cough with sputum ___ Hemorrhoids
___ Craving/avoiding sour foods ___ Nasal discharge ___ Constipation

KIDNEY/URINARY BLADDER ___ Poor sense of smell ___ Diarrhea
___ Urinary problems ___ Nose bleeds ___ Abdominal pain
___ Frequent urination ___ Itchy, red or painful throat ___ Indigestion/heartburn
___ Incontinence ___ Dry mouth ___ Over-thinking
___ Bed wetting ___ Skin rashes ___ Tendency to become obsessive
___ Weakness/pain in lower back ___ Oily skin ___ Craving/avoiding sweets
___ Aching bones ___ Itchy skin
___ Feel cold easily ___ Grief, sadness
___ Low sexual energy ___ Shortness of breath
___ Excess sexual desire ___ Allergies
___ Little desire to drink ___ Low resistance to colds or flu
___ Fearful/frightened easily ___ Low physical stamina
___ Poor memory ___ Mild fever comes and goes
___ Loss of hair ___ Hot palms of hands/soles of feet
___ Hearing problems ___ Craving/avoiding spicy foods
___ Ringing in ears
___ Craving/avoiding salty food

FEMALES:

Form of birth control___________ Pregnant  Yes  No  Clotting  Hot flashes

Last period__________________ Last PAP test_________  Heavy bleeding  Vaginal dryness

Age started menstrual cycle_____ Age stopped_________  Vaginal discharge  Other:______________

 Menstrual pain Water retention No. Pregnancies________ ______________________

 Low backache  Mood changes No. Vaginal Deliveries____ No. Miscarriages________

 Irregular  Painful breast No. Caesareans_________ No. Abortions___________

EXERCISE/RELAXATION:

What kind of exercise program do you have, if any?________________________________________________________

How often do you exercise? ______________________________ Do you enjoy the exercise you perform?  Yes  No

What do you do to relax?_____________________________________________________________________________

TRAVEL:

Have you ever traveled or lived outside the U.S.?  Yes  No

Any health problems when abroad?  Yes  No What?____________________________________________________
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Women’s Fertility Symptom Survey

Please answer the following questions even if you have encountered the same question in a previous form. Do not
answer questions if indicated for your acupuncturist to fill. Your answers are important as they will help us determine your
diagnosis and treatment plan to most effectively enhance your reproductive health.

Do you have a single partner with whom you have been trying to conceive? Yes No 

How long have you been trying to conceive together? _______________________________________________

Is your partner supportive of your wish to conceive? Yes No 
Has he had a fertility workup? Yes No 

What were the results? _______________________________________________________________________

Have you had a diagnosis relating to infertility? Yes No 

What was it? _______________________________________________________________________________

Have you taken oral contraceptives? Yes No 

Period(s) of use _____________________________________________________________________________

Do you douche regularly? Yes No 

With what? _________________________________________________________________________________

Do you use vaginal lubricants? Yes No 

Please list below all pregnancies and fertility treatments (include cancelled cycles).
.

Date Natural, IUI,
IVF, ICSI,

other

Medications used # of
mature
eggs

Pregnancy
achieved?

Yes/No

If miscarried,
indicate at

which week

Additional
Comments
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KidYinXu Yes No Don’t Know

Do you have knee problems or lower back weakness, soreness, or pain?   
Do you have ringing in your ears or dizziness?   
Is your hair prematurely gray?   
Do you have vaginal dryness?   
Is your midcycle fertile cervical mucus scanty or missing?   
Do you have dark circles around or under your eyes?   
Do you have night sweats?   
Are you prone to hot flashes?   
Would you describe yourself as afraid a lot?   
Tongue – no coating, shiny, peeled (for acupuncturist to fill)  

KidYangXu Yes No Don’t Know

Do you have lower back pain premenstrually?   
Is your low back sore or weak?   
Are your feet cold, especially at night?   
Are you typically colder than those around you?   
Is your libido low?   
Are you often fearful?   
Do you wake up at night or early in the morning because you have to urinate?   
Do you urinate frequently, and is the urine diluted and/or profuse?   
Do you have early morning loose, urgent stools?   
Do you have profuse vaginal discharge?   
Does your menstrual blood tend to be dull in color?   
Do you feel cramps during your period that respond to a heating pad?   
Tongue – pale, moist, swollen (for acupuncturist to fill)  

SpQiXu Yes No Don’t Know

Are you often tired?   
Do you have poor appetite?   
Is your energy lower after a meal?   
Do you feel bloated after eating?   
Do you crave sweets?   
Do you have loose stools, abdominal pain, or digestive problems?   
Are your hands and feet cold?   
Is your nose cold?   
Are you prone to feeling heavy or sluggish?   
Are you prone to feeling heaviness or grogginess in the head?   
Do you bruise easily?   
Do you think you have poor circulation?   
Do you have varicose veins?   
Are you lacking strength in your arms and legs?   
Are you lacking in exercise?   
Are you prone to worry?   
Have you been diagnosed with low blood pressure?   
Do you sweat a lot without exerting yourself?   
Do you feel dizzy or light-headed, or have visual changes when you stand up fast?   
Is your menstruation thin, watery, profuse, or pinkish in color?   
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Yes No Don’t Know

Are you more tired around ovulation or menstruation?   
Do you ever spot a few days or more before your period comes?   
Have you ever been diagnosed with uterine prolapse?   
Are your menstrual cramps accompanied by a bearing-down sensation in your uterus?   
Are you often sick, or do you have allergies?   
Have you been diagnosed with hypothyroid or anemia?   
Do you have hemorrhoids or polyps?   
Complexion – pale, yellowish (for acupuncturist)  
Tongue – swollen, teeth marks (for acupuncturist)  

XueXu Yes No Don’t Know

Are your menses scanty and/or late?   
Do you have dry, flaky skin?   
Are you prone to getting chapped lips?   
Are your fingernails or toenails brittle?   
Are you losing hair on your head (not in patches, but all over)?   
Is your hair brittle or dry?   
Do you have diminished nighttime vision?   
Do you get dizzy or light-headed around your period?   
Lips, the inner side of your lower eyelids, or tongue pale (for acupuncturist)  

XueYu Yes No Don’t Know

Is your menstrual flow ever brown or black in color?   
Do you feel midcycle pain around your ovaries?   
Do you have painful, unmovable breast lumps?   
Do you experience periodic numbness of your hands and feet (especially at night)?   
Do you have varicose or spider veins?   
Do you have red hemangiomas (cherry-red spots) on your skin?   
Does your complexion appear dark and “sooty”?   
Do you have chronic hemorrhoids?   
Does your menstrual blood contain clots?   
Have you been diagnosed with endometriosis or uterine fibroids?   
Is your lower abdomen tender with pressure?   
Can you feel any abnormal lumps in your lower abdomen?   
Do you have piercing or stabbing menstrual cramps?   
Do you have dark spots in your eyes?   
Have you been diagnosed with any vascular abnormality or blood clotting disorder?   
Tongue – dark, dark spots, veins (for acupuncturist)  

LivQiYu Yes No Don’t Know

Are you prone to emotional depression?   
Are you prone to anger and/or rage?   
Do you become irritable premenstrually?   
Do you feel bloated or irritable around ovulation?   
Does it feel as if your ovulation lasts longer than it should?   
Are your breasts sensitive/sore at ovulation?   
Do you experience nipple pain or discharge from your nipples?   
Do you have a lot of premenstrual breast distention or pain?   
Have you been diagnosed with elevated prolactin levels?   
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Yes No Don’t Know

Do you become bloated premenstrually?   
Do you have difficulty falling asleep at night?   
Do you experience heartburn or wake up with a bitter taste in your mouth?   
Are your menses painful?   
Do you feel your menstrual cramps in the external genital area?   
Is the menstrual blood thick and dark, or purplish in color?   
Tongue – dark, purplish (for acupuncturist)  

HtXu Yes No Don’t Know

Do you wake up early in the morning and have trouble getting back to sleep?   
Do you have heart palpitations, especially when anxious?   
Do you have nightmares?   
Do you seem low in spirit or lacking vitality?   
Are you prone to agitation or extreme restlessness?   
Do you fidget?   
Do you sweat excessively, especially on your chest?   
Tongue – red tip, center crack to tip (for acupuncturist)  

ShiHeat Yes No Don’t Know

Are your mouth and throat usually dry?   
Are you thirsty for cold drinks most of the time?   
Do you often feel warmer than those around you?   
Do you wake up sweating or have hot flashes?   
Do you break out with red acne (especially premenstrually)?   
Do you have a short menstrual cycle?   
Do you have vaginal irritation or rashes?   
Pulse – rapid (for acupuncturist)  

Damp Yes No Don’t Know

Do you feel tired and sluggish after a meal?   
Do you have fibrocystic breasts?   
Do you have cystic or pus-filled acne?   
Do you have urgent, bright, or foul-smelling stool?   
Does your menstrual blood contain stringy tissue or mucus?   
Are you prone to yeast infections and vaginal itching?   
Do your joints ache, especially with movement?   
Are you overweight?   
Tongue – wet, slimy (for acupuncturist)  

DampHeat Yes No Don’t Know

Do you have foul-smelling, yellow, or greenish vaginal discharge?   
Are you prone to vaginal and/or rectal itching premenstrually?   

(For acupuncturist)
ColdUterus

KidYangXu  
XueYu  
Cool abdomen  



INFORMED CONSENT FOR ACUPUNCTURE TREATMENT AND CARE

I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of
acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist named below and/or other
licensed acupuncturists who now or in the future treat me while employed by, working or associated with, or serving as back-up for
the acupuncturist named below, including those working at this office or any other office or clinic, whether signatories to this form or
not.

I understand the methods of treatment may include, but are not limited to, acupuncture, acupressure, moxibustion, cupping, electrical
stimulation, Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling.

I have been informed that acupuncture is a safe method of treatment, but that it may have side effects, including bruising, numbness or
tingling near the needling sites that may last a few days, and dizziness or fainting. I understand that I should not move while the
needles are being inserted, retained, or removed. Bruising is a common side effect of cupping. Unusual risks of acupuncture include
spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax). Infection is another possible
risk, although the acupuncturist below uses sterile disposable needles and maintains a clean and safe environment. Burns and/or
scarring are a potential risk of moxibustion. I understand that while this document describes the major risks of treatment other side
effects and risks may occur.

The herbs and nutritional supplements (which are from plant, mineral, and animal sources) that have been recommended are
traditionally considered safe in the practice of Chinese Medicine, although some may be toxic in large doses. I understand that some
herbs may be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting,
headache, diarrhea, rashes, hives, and tingling of the tongue. I will immediately notify the acupuncturist of any unanticipated or
unpleasant effects associated with the consumption of the herbs. I will notify the acupuncturist who is caring for me if I am or become
pregnant.

I do not expect the acupuncturist to be able to anticipate and explain all risks and complications of treatment, and I wish to rely on the
acupuncturist to exercise judgment during the course of treatment which the acupuncturist thinks at the time, based upon the facts then
known, is in my best interest. I understand that results are not guaranteed.

I understand the office medical and administrative staff may review my medical records and lab reports, but all my records will be
kept confidential and will not be released without my written consent.

By voluntarily signing below I show that I have read, or have had read to me, this consent to treatment, have been told about
the risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. I intend this
consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek
treatment.

Patient’s Name _____________________________________

Patient’s Signature___________________________________ Date Signed __________________

To be completed by the patient’s representative if the patient is a minor or is physically or legally incapacitated:

Print Name of Patient _________________________________________________

Print Name of Patient Representative _____________________________________

Signature of Patient Representative _______________________________________

Relationship or Authority of Patient _______________________________________

Name of Acupuncturist Heidi Brockmyre, L.Ac., Julie T. Chang, L.Ac., Eric Hollander, L.Ac.



Policy for Keeping Appointments

We understand that unforeseen circumstances may prevent you from making your appointment.
However, please make every effort to give us as much notice as possible for any cancellations
so we can offer it to another client. If an appointment is missed without notifying our office
24 hours in advance, you may be assessed the full charge of the office visit. We are
committed to providing you with the best care possible. In return, we ask the same
commitment from you by attending your scheduled appointments, otherwise you will not
obtain the benefits that you are seeking.

We also ask that you make every effort to arrive on time to your scheduled appointment time.
If you are running late, please telephone the office as we may have to reschedule your
appointment if we cannot accommodate you.

_______________________________________ __________________________
Signature of Patient or Responsible Party Date

Payment of Services Rendered

Payment is due at the time services are rendered. Cash, check, Visa, and Mastercard are accepted.
Returned checks will incur a $25 fee. At your request, Chang Acupuncture will provide a receipt
for you to send to your insurance company for reimbursement directly to you.

_______________________________________ __ ________________________
Signature of Patient or Responsible Party Date

Release of Information

In order to facilitate care at a specialist’s office and at your request, Chang Acupuncture may
release information regarding your medical condition and treatment, address, phone number. I
agree to the release of this information.

_______________________________________ __________________________
Signature of Patient or Responsible Party Date

Acknowledgement of Receipt of Notice of Privacy Practices

I hereby acknowledge that I have been offered a copy of this office's Notice of Privacy
Practices. I further acknowledge that a copy of the current notice will be available in the
reception area, and that any amended Notice of Privacy Practices will be available at each
appointment.

_______________________________________ __________________________
Signature of Patient or Responsible Party Date


