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Nightingale Acupuncture & Herbal ism 
Init ia l  Intake Form 

All information provided on this form is confidential. Please give detailed and 
complete information so I can adequately address your health concerns. 

Today’s Date:_____/______/______ 

Name: ____________________________________  

Date of Birth:_____/_____/_____ Age:____ 

Address:_________________________________________________________ 

City/State/Zip:_____________________________________ 

Email:____________________________ 

Telephone: (home)____________________(work)______________________ 

(cell)_______________ 

Emergency Contact Person & Phone: 

____________________________________________________ 

Occupuation:_______________________________________________________ 

How did you hear of Nightingale Acupuncture? 

__________________________________________ 

What are your primary health concerns you would like to address? 

1. Date of Onset: 

2. Date of Onset: 

3. Date of Onset: 

Who is your Primary Care Physician?____________________________________ 
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What other treatments have you received for any of these conditions? 

____________________________________________________ 

____________________________________________________ 

Have you ever had an acupuncture treatment before?  

What medications, herbs, vitamins, supplements, etc. are you currently taking? 

____________________________________________________ 

____________________________________________________ 

Please indicate if there is a history of the following diseases in you or your immediate 
family. If so, also list relationship: 
Cancer: Heart Disease: 

Stroke: High Blood Pressure: 

Mental Illness: Epilepsy: 

Diabetes: Addiction: 

Are you allergic to any foods, drugs or environmental substances? 

Systems Overview 

General: 

Weight:_________ Height__________ Weight one year ago:_______________ 

Most recent blood pressure reading?______/______  Taken when ?______/______ 

How often do you exercise? _______________ 

Do you use tobacco currently? _______   

If so, how much do you smoke daily? _______ 

Have you used tobacco in the past? _______            

If so, how long and how much? _______ 



Nightingale Acupuncture & Herbalism   Kristen Dilley, LAc   503.953.0933 

What hospitalizations, surgeries or special medical services have you had, and 

when?___________________________________________________________________ 

Check any of the following you have or have had in the past year: 

General: Head/Neck: 
___Insomnia  ___Headache/Migraine 
___Fatigue  ___Fainting 
___Chills or Fevers ___Jaw Pain 
___High Stress ___Pain/Stiffness 
___Cravings 
___Anemia  

Immune: Cardiovascular: 
___Easily Catch Colds ___High Blood Pressure 
___Swollen Glands  ___Low Blood Pressure 
___Chronic Infections 

Nose/Sinus:  
___Nose Bleed 
___Hay Fever  
___Allergies  
___Sinus Problems 

Mouth/Throat: 
___Sore Throat 
___Teeth Grinding 
___Gum Problems ___Heart Disease 

___EBV/Chronic Fatigue ___Hoarseness ___Angina/Chest Pain 
___Other:___________ ___Palpitation/Irregular Beat 

Respiratory:  ___Blood Clot 
___Chest Congestion ___Edema 

Skin:  ___Wheezing  ___Other:___________ 
___Rashes  ___Asthma  
___Eczema  ___Difficulty Breathing Circulation: 
___Rosacea  ___Shortness of Breath ___Cold Hands & Feet 
___Acne ___Cough  ___Easy Bruising 
___Fungal Infection ___Coughing Blood  ___Varicose Veins 
___Lumps 
___Night Sweat Digestion: Endocrine: 

___Other:_________ ___Heartburn/Acid Reflux 
___Nausea/Vomiting  

Eyes/Ears:  ___Gas/Bloating 
___Itchy Eyes  ___Frequent Belching 

___Hypo/Hyperthyroid 
___Heat/Cold Intolerance 
___Hypoglycemia 
___Diabetes 

___Dry Eyes  ___Excess Thirst/Hunger 
___Red Eyes  
___Impaired Vision  

___Diarrhea/Constipation 
___
___Mucous in Stool  
___Blood in Stool Urinary ___Floaters  

___Pain with urination ___Cataracts  
___Increased Frequency ___Ringing in Ears  
___Decreased Flow ___Decreased Hearing 
___Frequency at Night ___Earache/Infection  
___Kidney Stone ___Other:_________  

Neurologic:  
___Seizures  
___Numbness/Tingling 
___Vertigo/Dizziness  
___Loss of Balance  ___Blood in Urine 

___Urinary Tract Infection 

History of Eating Disorder
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___Hernia 
___Testicular swelling/mass 
___Testicular pain 
___Prostate Disease 
___STD 
___Discharge/Sores 
___Sexual Dysfunction 

Mental Health 
___Mood Swings 
___Anxiety 
___Depression 
___Poor Concentration 
___Easily angered 
___Panic Attacks 
___Manic Behavior 

___Irregular Cycle  
___Absent Cycle  
___Bleeding Between Cycles 
___Clotting  
___Heavy/Light Flow  
___PMS 
___Endometriosis  
___Cramping 
___Vaginal Discharge 
___Ovarian Cysts 
___Breast Pain/Tenderness 
___Nipple Discharge 
___Breast Lumps 
___Menopausal Symptoms  
___Low Libido 
___Difficulty Conceiving  
___Abnormal Pap  
___STD 

Age at which menses began_____  
If in menopause date of last period_____  
Cycle Length_____days  
Diagnosis_______________ 
Duration of Flow_____ 
Other___________________ 
Date of Last Monthly Period ___/____/___ 
Number of Pregnancies: _______ 
Number of Miscarriages: _______ 
Do you have children?   
If so, what are their ages? _______ 
Date of last PAP? ___/___ 
Pregnant now? 
Do you use birth control? 
In what form? ______________ 
History of Birth Control Pill?
How long? ______________ 

Please list any other concerns not addressed in the above lists, (and thank you for 
taking the time to fill out this detailed form): 

___________________________________________________________________ 

__________________________________________________________________ 

Reproductive:
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Muscles, Joints & Bones: 

If you are experiencing pain please indicate where by shading in the chart 
below, if you have additional concerns feel free to use the space under the 

chart to address them. 
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If you have pain: 

Is this a recent injury?________________  

When was the onset of the injury? _____/______/______ 

The pain can be described as (check all that apply): 

Sharp Dull Aching  Numb Burning Tingling 

Radiating Better/Worse with Heat Better/Worse with Cold 

Better/Worse with Pressure Better/Worse with Movement 

Worse in AM/PM 

Check all that apply: 

Swollen Joints Arthritis Tendonitis 

Muscle cramping/pain Repetitive Strain Injury         Carpal Tunnel Syndrome 

Fracture     

Other:___________________________________________________________ 
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