
New Patient Health History
FAMILY TREE ACUPUNCTURE & WELLNESS, LLC
Growing Healthy Families
7955 E. Arapahoe Ct, 
Suite 1050
Centennial, CO 80112
www.familytreeacuwell.com
info@familly treeacuwell.com
(720) 507-1705

Welcome to Family Tree Acupuncture & Wellness, LLC. Please fill out these forms, and sign where indicated. Any field marked with an * must
be completed. To sign in the signature boxes, use your mouse or touchpad to sign your name.

In addition, you will need to submit the New Patient Informed Consent Form before we can treat you. 

Thank you for taking the time and effort to thoroughly complete this health history, so we may best help you. We look forward to working with
you!

Today's Date: *

Patient's Full Name: *

Parent/Guardian Full Name (if applicable) *

Best Phone Number: *

Best email address: *

Date of Birth: *

Height: *

Weight: *

Occupation: *

Marital Status *

Married Single Divorced Widowed



Number of Children: *

What is the reason for your visit today, with a brief history, including any medical diagnoses, and other treatments tried or still in use: *

Current Medications, Supplements or Herbal Supplements: *

Please list your past medical history, including surgeries, hospitalizations or major illnesses: *

Medical History: Please check any that you have experienced in the past or present: *

Headaches/Migraines Dizziness/Vertigo Head, Nerve or Spinal Cord Injuries ADD/ADHD/Learning Disorders

Drug Addiction Alcoholism Neck Pain Back Pain Shoulder, Arm or Hand Pain Hip Pain Knee Pain Foot Pain

Musculoskeletal Pain Arthritis Auto-Immune Disease Fatigue Depression Mental or Mood Disorders

Neurological Disorders Stroke Cancer Bleeding Disorder Sinusitis/Rhinitis

Allergies, seasonal, pet, environmental, food Ear Infections Tinnitus/Ear ringing/Loss of hearing Vision problems

Floaters, Blurry Vision, poor Night Vision Other Eye problems Skin problems (i.e. rashes, hives, eczema, psoriasis

Respiratory disorders or chronic problems Asthma Spontaneous Sweating Excess perspiration Lack of perspiration

Heart Disease or High Cholesterol High Blood Pressure
Diabetes

Excess Thirst Lack of Thirst

Any other Heart Disorders Acid Reflux or Ulcers Digestive Issues GallBladder problems/stones

Constipation, Chronic or Recurrent Diarrhea, Chronic or Recurrent Blood in Stool Mucus in Stool Abdominal Pain

Hemorrhoids Kidney Stones or Kidney Infection Urinary Tract Infections

Urinary Difficulty (i.e. flow, incontinence, cloudy, blood, burning, etc. Sexually Transmitted Diseases HIV/AIDS Hepatitis

Osteoporosis/Osteopenia/Bone Disorders Other (please describe below) None

For any checked boxes, please briefly describe the symptoms, when it occurred, for how long, if resolved, and what treatments/practitioners
you saw for this problem. *

If no boxes are checked, please enter N/A into this field above.

Please indicate if you have or are taking any of the following: *

Pacemaker Blood Thinners (Warfarin, Coumadin, etc.) Anti-Seizure Medications Lithium Sleeping Aids

Cortisone or other Steroids Antacids Laxatives Tranquilzers/Sedatives Pain Relievers Thyroid Medication

Diet Pills (diuretics, appetite suppressants, etc. Clotting Disorders Contagious Disease None of the Above

Typical Body Temperature *

What types of food do you usually crave? *

Please list your Family Medical History: *



Describe your usual emotional state, or your dominant emotions: *

Describe your typical energy levels throughout the day: *

Men's Health: Please check any that you have experienced now or in the past:

Low Libido Erectile Dysfunction Slow or small Urine stream Prostate Problems

For any checked boxes, please briefly describe the symptoms, when it occurred, for how long, if resolved, and what treatments/practitioners
you saw for this problem.

Women's Health: Please check any that you have experienced now or in the past:

PMS Mood Swings Breast Tenderness Breast Lumps or Fibrocystic Breasts Cramps Mid-cycle Pain and/or Bleeding

Heavy Menstrual Bleeding Extremely light menstrual cycles Clots in menstrual blood Ovarian Cysts

Endometriosis/ Uterine Fibroids

Age of First Period (Menarche):

Average length of period( from first day of period to last day of period). Please briefly describe what a typical period is/was like for you:

Average length of monthly cycle ( from first day of period to first day of next period):

What form of birth Control do you use?

If you use a hormone -based birth control, please indicate how long you have used this. Also, please note any hormone-based birth-control you
have used in the past and how long you used it.

Age of Menopause (last period):

Please list each Childbirth with year, type of delivery (i.e. vaginal or C-section)

Please put N/A if none.

For children under 12, please describe the pregnancy and birth for your child.

Please put N/A if none.

Is there any other information you would like to share to help us give you the best care possible?



Patient's or Guardian's Signature

Patient Portal Link: https://acusimple.com/access/1016/#/portal/forms/3575/

I certify that the information I have provided above is correct and accurate to the best of my knowledge. I understand that the diagnosis and
treatment plan that will be given by Family Tree Acupuncture & Wellness is based upon Traditional Chinese medical principles and natural
treatments only, and does not constitute a western medical diagnosis. I understand that is no substantial improvement is made in the condition
for which I am seeking consultation, I am to seek advice from a western medical doctor Further, if I am concurrently undergoing western
medical treatments, it is my responsibility to advise my physician of any herbal supplements I am taking. *

Patient's Full Legal Name: *

Guardian's Full Legal Name (if applicable):

Today's Date: *

How did you hear about us?
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