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MILWAUKEE 
URBAN 
ACUPUNCTURE NEW PATIENT FORM

CONFIDENTIAL

Please fill out the form below honestly to help ensure your safe and effective treatment 

Last Name: First Name:

Legal Name: Date of Birth:      MM  /  DD  /  YYYY

Phone: Occupation: 

Postal Code: 

Mobile Provider (for text reminders):

Address:

Email:

Emergency Contact (Name/Phone):

Please DO NOT contact me by email

How did you hear about us: Have you been treated with acupuncture before?   Y         N  

MAIN CONCERNS HEALTH HISTORY

1. ____________________________________________________ 

When did it start?______________________________________ 

Heat makes it:  better / no change / worse 

Cold make it:  better / no change / worse 

Exercise/Activity:  better / no change / worse 

1(mild)      10 (severe) 

2.______________________________________________________

When did it start?______________________________________ 

Heat makes it:  better / no change / worse 

Cold make it:  better / no change / worse 

Exercise/Activity:  better / no change / worse 

1(mild)      10 (severe) 

3.My symptoms/reasons for visit are a result of? 

         An accident or injury 

 Work              Auto          Other_________________ 

         A worsening long-term problem 

         An interest in:           Wellness          Other_________ 

________________________________________________________

INJURIES 
TRAUMAS 

& 
SURGERIES

   You   Family    You   Family 

Cancer    Allergies 

Type:    Type: 

Lung disease   Asthma 

Heart disease   Osteoporosis 

Blood Pressure   Thyroid 

high low   high low 

Pacemaker   Diabetes 

Stroke    High Cholesterol 

Kidney disease   Hepatitis 

Liver disease   HIV/AIDS 

Seizures    Other STD 

Dizzy/fainting   Fibromyalgia 

Anemia    Bleeding/clotting disorder 

Addiction   Mental Health 

Type:    Type: 

Other: 

Do you follow a special diet? 
Describe: 

Do you exercise regularly? 
Describe:

            Amount        Quit 
Sugar 
Caffeine 
Tobacco 
Other

MEDICATIONS 
drugs & supplements
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BODY TEMPERATURE 
     
    Hot              Cold

MOISTURE 
     
    Oily                   Dry

DIGESTION 
   Loose              Dry 

    Stool                                 Stool

ENERGY 
     
    Low                   High

         Cold hands/feet 
         Chills 
         Numbness 
         Like hot drinks

         Excessive thirst 
         Thirsty, but no  
         desire to drink 
         No thirst

         Unusual sweats 
When? 
Where? 
         Don’t sweat

         Hot hands/feet 
         Hot flashes 
When 
         Like cold drinks

         Dry skin 
         Dry hair 
         Brittle nails 
         Dandruff

         Dry mouth 
         Dry lips 
         Dry throat 
         Dry nose/nosebleeds

         Oily skin 
         Oily hair 
         Acne 
Where?

         Swelling/edema 
         Itching/rashes 
         Psoriasis 
         Eczema

# of bowel movements? 
______ every______ days 
         Tired after BM 
         IBS

         Difficult to Pass 
         Hemorrhoids 
         Foul smelling 
         Gall Stones     

         Gas/bloating 
         Bad breath 
         GERD/belching 
         Nausea

         High appetite 
         Poor appetite 
         Weight gain/loss 
         Food Cravings

EYES/EARS/NOSE/THROAT EMOTIONS SLEEP REPRODUCTIVE HEALTH

         Sudden energy drop 
When? 
        Tired after eating 
         Ungrounded feeling

         Shortness of breath 
         Heart Palpitations 
         Bruise easily 
        Body feels heavy/weak

         Poor concentration 
         Poor memory 
         Headaches 
         Lightheaded/dizziness

 Poor vision 

 Night blindness 

 Red eyes 

 Itchy eyes 

 Floaters 

 Sinus congestion  

 Phlegm/throat clearing 

 Cough 

 Sore throat 

 Poor hearing 

 Ear ringing 

 Excessive earwax 

 Dental problems 

 Mouth sores 

 TMJ 

 Grind/clench teeth

 Anger 

 Irritability 

 Anxiety 

 Worry 

 Obsessive thinking 

 Grief 

 Depression 

 Easily excitable 

 Easily startled 

 Fear 

 Timid/shyness 

 Indecision 

STRESS 
     
    Low              High

# of hours per night?__________ 

 Trouble falling asleep 

 Wake_______X /night 

When? 

 Wake to urinate 

How often? 

 Disturbing dreams 

 Restless sleep 

 Not rested

Are you sexually active? Y      N 

          Change in sex drive (        ) 

          Infertility 

          Vasectomy/Hysterectomy 

          Hormone Therapy 

          Prostate problems 

          Erectile dysfunction 

          Premature ejaculation 

          Candida/yeast infections

URINARY HEALTH

MENSES

Are you/could you be pregnant?  Y       N 
Are you using contraception?  Y        N 
Age of first menses:________ 
Duration of bleeding:_________ 
Length of cycle:_________ 
# of Pregnancies:_________ 
# of miscarriages / abortions:_________ 

Fluid in = Fluid out?  Y       N  

         Decreased flow 

         Incontinence/urgency 

         Increased frequency 

         Dribbling

        Kidney/bladder stones 

         Pain on urination 

         Burning 

         Cloudy 

         Blood in urine

         Heavy periods 
         Light periods 
         Irregular periods 
         Cramps 
When? 
         Clots 
         Chest Tenderness

         Mood changes 
         Fatigue 
         Sleep changes 
         Digestive changes 
         Bloating 
         Cravings 
         Mid-cycle spotting

MENOPAUSE

Age of last menses:________ 

Age changes began:________ 

         Hot flashes 

        Night sweats 

         Vaginal dryness 

         Other: 
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PAIN

1. Onset (When did you first notice 
your current symptoms?) 

_________________________________

2. Intensity (How extreme are 
your current symptoms?) 

0           10 
absent   uncomfortable  agonizing 

3. Duration and Timing (When did it start and 
how often do you feel it?) 
       Constant          Comes and goes.  How Often? 

___________________________________________________

4. Quality of symptoms (What 
does it feel like?) 
  
 Numbness 
 Tingling 
 Dull 
 Stiffness 
 Aching 
 Cramps 
 Nagging 
 Sharp 
 Burning 
 Shooting 
 Throbbing 
 Stabbing 
 Other_____________________ 
____________________________________ 

5. Location (Where does it hurt?) Circle 
the area(s) on the illustration. 
“0” for current condition 
“X” for conditions experienced in the past 

6. Radiation (Does it affect other areas 
of your body? To what areas does the 
pain radiate, shoot or travel.) 

_________________________________________

7. Aggravating or relieving factors 
(What makes it better or worse, such as 
time of day, movements, certain 
activities, ect.) 

What tends to worsen the problem? 
_________________________________________ 
_________________________________________ 
What tends to lessen the problem? 
_________________________________________

8. Prior interventions (What have you done to relieve the symptoms?) 

 Prescription medication  Surgery   Ice  
 Over-the-counter drugs  Acupuncture  Heat 
 Homeopathic remedies  Chiropractic  Other 
 Physical therapy   Massage  ____________

9. Is there anything else you would 
like to tell us or think we should 
know about your condition? 
_________________________________________ 
_________________________________________ 
_________________________________________

How does your current condition interfere with your: 

Work or career: _________________________________________________________________________________________________________________________ 

Recreational activities: __________________________________________________________________________________________________________________ 

Household responsibilities ______________________________________________________________________________________________________________ 

Personal relationships: __________________________________________________________________________________________________________________

10. History of pain  
Had/ Have              Had/ Have                Had/ Have                   Had /Have 
      Osteoporosis   Arthritis                     Neck pain          Hip disorders 
      Knee Injuries   Scoliosis                     Elbow/wrist pain         Poor posture 
      Foot/ankle pain  Shoulder problems                   Back problems          TMJ issues
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MILWAUKEE 
URBAN 
ACUPUNCTURE CONSENT FORM

CONFIDENTIAL

I, __________________________________________________________ hereby consent to the performance of acupuncture (electro-acupuncture, 
Motor point acupuncture, trigger point acupuncture, TCM acupuncture) therapeutic body work and/ or herbal & nutritional therapies 
on me by any acupuncturist or appropriately  trained and licensed therapist working within Milwaukee Urban Acupuncture.   

Side Effects:  I have been informed that acupuncture is a safe method of treatment, but that it may have side effects including 
bruising, bleeding, numbness or tingling near the needling site that may last a few days, dizziness or fainting.  I understand I should 
not move while the needles are being inserted, retained or removed.  Unusual risks of acupuncture include spontaneous miscarriage, 
nerve damage or organ puncture, including pneumothorax.  Infection is another possible risk, although MUA uses sterile disposable 
needles and maintains a clean and safe environment.  Cupping and gua sha may result in bruising.  Burning 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 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, stomach ache, vomiting, headache, diarrhea, rashes, hives, and tingling of the 
tongue.  I will immediately notify the acupuncturist of any unanticipated or unpleasant effects associated with consumption of the 
herbs or if I become pregnant. 

Responsibility: Acupuncture, therapeutic body work and herbal therapies are valuable complements to Western medicine, but are 
not a substitute for it.  While we can provide care for many health issues, you should visit your primary care physician or the hospital 
for emergencies and potentially serious health conditions. 

Pregnancy: Acupuncture, therapeutic body work and herbal therapies can be very beneficial in the treatment of symptoms during 
pregnancy, assisting in the birthing process and postpartum.  Please notify the acupuncturist if you become pregnant or if you are in 
the process of trying to get pregnant so that the acupuncturist can make necessary adjustments to your treatment plan. 

Privacy: Sharing important details of your health history is helpful in determining the best treatment plan for you.  Since several 
people are being treated in the same room it is vital that we work together to respect your privacy and the privacy of others.  Please 
notify the acupuncturist if there are certain topics that need extra discretion.  I understand that office, medical and administrative 
staff may review my medical records.  My personal information may be used in the purpose of diagnosis , providing treatment to or 
obtaining payment for my health care bills or to conduct health care operations.  All my records will be kept confidential and will not 
be released without my consent. 

Payment:  All prices stated on our website are prices for full payment at the time of service.  Billing and insurance billing will incur 
additional fees.  We can gladly issue you a receipt after your treatment that you can submit for insurance reimbursement. 

Cancellation policy: MUA prefers a 24 hour cancellation notice. Please call or reschedule/cancel online at least 4 hours before 
your appointment time. Please inform us if you are not coming.  If you fail to show up for an appointment credit card information 
will be required in order to make future appointments.  No shows with failure to call will be charged full price of treatment to your 
credit card. 
I have read and understand all the above and MUA privacy practices.  I have discussed the content of this form with my practitioner 
and have had a chance to ask questions.  Please include signature of you or your legal guardian to comply with the above consent 
form.

SIGNATURE:                   DATE:


