
Janis Marion, L.Ac. Phone:  (512) 448-0900

Thank you for your interest in acupuncture and Chinese herbal medicines. Please complete this health history.
All the information obtained in this history will help us assess you today and assist you in attaining your optimal health and wellness.

Today's Date:
Last Name First Name:

Gender: Date of Birth:

Street Address

City: State: ZIP Code:

Home Phone: (         ) Work Phone: (         ) Cell Phone: (         )

Email Address:

Spouse/Partners Name (if applicable): Name(s) of Children (if applicable):

How did you hear about us?

Emergency Contact: Emergency Contact Phone #: (         )

I am currently: Working Student Retired Other  _________________________________________

Job Title/Description: Employer:

Who is responsible for this account?

Relationship to Patient:

Name of Health Insurance Provider: Type of Plan:

MEMBER ID#: Group No.:

What is the primary concern for your visit today?
Other doctors you have seen for this condition:

Have you been treated for any other conditions in the past year? If so, please describe:

Medications you are currently taking:

Supplements you are currently taking:

Have you been treated with acupuncture before?

Check any conditions that you are currently experiencing or have had in the past:
Alcoholism Cardiovascular/ Circulatory/ Heart Disease Measles/Mumps/ChickenPox
Auto Immune Disorder Hypertension Shingles

Fibromyalgia High Cholesterol Psychological Disorder
Asthma Chest pain or tightness STD
Cancer Palpitations Stroke
Diabetes Rapid heart beat Thyroid Disorder
Epilepsy/ Seizures Irregular heart beat Hypothyroid
Liver Disease Low blood pressure Hyperthyroid/Hashimoto's

Gallstones Anemia Hair
Hepatitis Varicose veins Dry/ breaking
HIV / HPV Osteopenia/Osteoporosis Thinning/ loss

Kidney Disease Irritable Bowel Syndrome Premature graying
Kidney stones

Known allergies (airborne/ foods/ medications/ other):

Significant trauma (accidents or injury):

Hospitalizations and/or Surgeries:

EMERGENCY CONTACT

AUSTIN LONGEVITY CENTER
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PATIENT INFORMATION

Middle/ Initial:

EMPLOYMENT

INSURANCE PROVIDER INFORMATION

PURPOSE OF APPOINTMENT

MEDICAL HISTORY



Cancer Stroke
Hepatitis Hypertension
Heart Disease Alcoholism
Asthma Mental Illness
Diabetes Other

Describe your current exercise program:

Is your job active or sedentary? Active Sedentary
Is your work station 'ergonomic'?
Dietary restrictions?
Do you drink/use: Coffee How much/ how often:

Alcohol
Tobacco
Other 'recreational' drugs

OVERALL CONDITION/ BODY TEMPERATURE/ GENERAL MOOD & EMOTIONS
GENERAL ENERGY: BRAIN/MENTAL/HEAD: EMOTIONS:

Adequate/ good energy Forgetful/poor memory Sad
Low energy/ easily fatigued Poor focus/ difficulty concentrating Cheerful
Feeling sluggish Foggy/fuzzy thinking/head Easily angered
Exhausted Dizziness Easily stressed
Frequent illness/cold/flu/allergy Fainting Irritable

BODY TEMPERATURE: SWEATING: Indecisive
Hot Profuse Worried
Cold Palm Afraid
Cold hands Feet Anxious
Cold feet Afternoon fever/flush Depressed
Chills Night sweating Mood swings
Fevers Hot flashing

Strong thirst Lack of sweating
Little/no thirst

Are you... IN PAIN?    MUSCULOSKELATAL PROBLEMS…. Please circle/note on chart below:
Muscle pain Syndromes of PAIN: Location of PAIN:
Muscle cramps/ spasms Frozen shoulder
Weakened/flaccid muscles Tendonitis
Limited range of motion Carpal tunnel
Bone pain Plantar fasciitis
Broken bones Headache
Sore/weak knees/ankles Migraine
Difficulty walking Arthritis
Nerve pain Rheumatoid Arthritis
Numbness/tingling SWELLING or EDEMA of:
Quality of PAIN: Hands

Moving/ traveling Feet
Burning Ankles
Aching or dull Legs
Relieved by heat Abdomen
Relieved by cold Bruise easily
Worse with weather

FEMALE SPECIFIC

First day of last menses:   _______________ Number of days menses:   _____________ Number of days monthly cycle:   ____________
Are you currently pregnant? _____ Due date:   ___________
Onset of menopause:  _____________ Current signs/symptoms:  ___________________________

I have read and understand my acupuncture benefits as explained to me. I also understand that this is strictly an
estimate and not a guarantee of payment according to my insurance company. I authorize payment of medical benefits to Austin
Longevity Center and the release of medical records or other information necessary for the processing of my claims. 
I understand that this office will bill my insurance company as a courtesy to me, and if for any reason the insurance company does not 
pay or cover the services that I will be directly responsible for all charges. I authorize the use of this signature on all insurance submissions.

In addition, as regards missed appointments, I understand that any missed appointment without a prior 24 hour notice is subject
to a fee of $35. 

Patient  Signature: ___________________________________ Date:    ____________________________

PROFILE

ASSIGNMENT and RELEASE for INSURANCE CLAIMS / MISSED APPOINTMENT FEES

FAMILY MEDICAL HISTORY (Please specifiy family member)

LIFESTYLE, DIET &  EXERCISE






	NEW PATIENT INTAKE FORM
	INFOR CONS
	ARBITR

