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Acupuncture   Chinese Medicine   Massage
510 Lighthouse Ave, Ste 6. Pacific Grove, CA 93950
(831) 372-7100 Fax (831) 372-7135

This form is completely confidential. This information cannot be given to anyone outside of this office without your written permission. Thank you for answering all questions completely. 


Name: __________________________
D.O.B.__/__/__ Age: ___ Gender: ___
Address: ____________________Ste.______City:___________State:______Zip:____________
Would you like to be included in our mailing list? Y/N 
E-mail Adress: ______________________Would you like to included in our e-mail list? Y/N
Home #: (___)-___ -____ Work #: (___)-___- ____ Cell #: (___)-___-____
Best # and time to reach you: Home/ Work/ Cell     Time: _:__a.m./_:__p.m.
Emergency contact: Name: ___________Relationship: __________Phone: (___)-___-____
Address: ____________________Ste.______City:___________State:______Zip:____________
Are you: Single/ Married/ Divorced/ Widowed/ Separated/ Partnership
You live with: Spouse/ Child(ren)/ Pets/ Partner/ Friend(s)/Parent(s)/ Alone
Name of person(s) you live with: _____________ 
What is your occupation? ________________
Hours per week:____Retired? Y/N Employer: _____________
SSN#___-___-____ (For insurance purposes only) 
How did you hear about our clinic? 
______________________________________________________________________________

Medical History
Height:__’__” Weight:___lbs. Principle Complaint: __________________________________
____________________________________________________________________________
What has been diagnosed? (By M.D.)______________________________________________
____________________________________________________________________________
Were there any problems during your birth?Y/N If yes please explain:  ___________________
____________________________________________________________________________
Vaccination history:____________________________________________________________
History of illnesses, surgeries, or accidents: 
Childhood: ___________________________________________________________________
Adolescence:__________________________________________________________________
Adulthood: ___________________________________________________________________
Do you have any allergies? Y/N If yes, please list: ____________________________________
_____________________________________________________________________________
Please note all major illnesses in your family; For example; Diabetes, Heart disease, High/ Low 
blood pressure, Neurological disorders, psychological disorders, blood disorders, orthopedic 
disorders etc.:__________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Please note all medication(s), Herbs, Vitamins, and Minerals you take, even if you only take 
them occasionally:______________________________________________________________
_____________________________________________________________________________
Please note location of any scars (operation or injury scars even if minor):__________________
_____________________________________________________________________________



