
Title_____ Surname____________________  Forename(s)________________________

Birth Date___________________  Age__________Weight_________ Height__________

Address _________________________________________________________________

______________________________________    Post Code: _______________________

Occupation_______________________________________________________________

Email Address____________________________________________________________

Phone Number____________________________________________________________

Emergency Contact Name & Number__________________________________________

Doctor Name________________________  Surgery______________________________

Is this your first time getting acupuncture?           Yes               No      

How did you hear about me?_________________________________________________

Major Symptoms: 

Please list in order of importance, what symptoms are of concern to you. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Goals: 

What would you most like to achieve with acupuncture treatments? 
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________



Please mark on the diagram below where 
you feel any pain. 

Please rate and circle the level of pain:

(no pain)                       (worse pain possible)

 1     2     3     4     5     6     7    8     9    10

When did the pain start?________________

What caused the pain?
___________________________________

___________________________________

How long does the pain last?
___________________________________

Did it start:       Gradually    or       Suddenly

Is there anything you do which reduces the 
pain? 
___________________________________

___________________________________

Is there anything you do which exacerbate 
the pain?
___________________________________

___________________________________

Indicate the location of the discomfort by 
using the symbol that best describes the 
feeling: 

X X  Sharp/Stabbing     D D  Dull/Aching     

P P Pins & Needles      N N Numbness

T T  Tightness/Spasms 

Lifestyle 

Water intake (how much a day)  ______________________________________________

Briefly describe your dietary habits (meals/day; type of food; snacks; sweet tooth)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

How many hours per night do you sleep on average?______________________________

Do you wake rested?            Yes             No

Do you have an exercise routine?             Yes             No             

If Yes, please describe __________________________________________________________

______________________________________________________________________________

______________________________________________________________________________



Bowel movements: How often?____ time(s) a day       How often?____ time(s) a week

      Please tick the stool type which is most applies to you:

      Separate hard lumps like nuts (hard to pass)                 

      Sausage-shaped but lumpy 

      Sausage-shaped, but with cracks on surface      

      Sausage or snake-like, sooth and soft

      Soft blobs with clear-cut edges (easy to pass) 

      Fluffy pieces with ragged edges, mush

      Watery, no solid pieces (entirely liquid)

Urination: How often?______ time(s) a day              How often?______ time(s) a week 

What colour is your urine:  

    No colour                      Pale straw colour                   Dark yellow                  Orange

Energy:  How is your energy? 

(Please circle)   Low   <   1        2        3        4       5        6        7        8        9       10  >   High

What time of day is your energy:

Highest:                     6am-12pm                      1pm-5pm                            6pm-12am     

Lowest:                      6am-12pm                      1pm-5pm                            6pm-12am 

Do you fatigue easily?             Yes                   No 

Emotions: 

How are your stress levels? 

(Please circle)   Low   <   1        2        3        4       5        6        7        8        9       10  >   High

How do you feel emotionally?
______________________________________________________________________

______________________________________________________________________

Do you have: 

      Panic attacks                        Difficult concentration                                Anxiety/Worry           

      Irritability                               Fear attacks Easily Startled                       Nervousness     

      Mood Swings                        Difficulty Making Decisions                        Poor memory       

     Depression                            Suppressing Emotions                            Frequent 



Do you or have you had any of the following conditions? If yes, please indicate date of 
diagnosis. 

Cancer (type)_______________   HIV___________________     Diabetes_________________  

Mental Illness_______________   Heart Disease_____________    Seizures_______________

High Blood Pressure_________   Stroke____________________   Hepatitis_______________    

Thyroid Disease_____________   High Cholesterol_____________  Other ________________

Please list any medical conditions you have or are having investigations for:  _________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Please list any medications or supplements you are taking: ______________________

____________________________________________________________________________

____________________________________________________________________________

Please list any other medications or supplements you have taken perviously for over 3 
months:

______________________________________________________________________

______________________________________________________________________

Please list any surgery/operations you have had: ______________________________

______________________________________________________________________

______________________________________________________________________

Please note any other times you have been hospitalised for any other conditions/ 
reason?

______________________________________________________________________

______________________________________________________________________

Do you have a pacemaker or any metal devices in your body?            Yes                No

If so, which____________________________________________________________ 

Intolerant of, or allergic to: 

      Alcohol Swabs                     Iodine                         Arnica Cream                   Bio Oil

Other:_________________________________________________________________

Medical History 



Please tick each of the diseases or symptoms that you have now or have had in the past. 
While some conditions may seem unrelated to the purpose of this appointment, they can 

affect your diagnosis and treatment. All information is of course confidential. 

General 
     Fever
     Chills 
     Insomnia 
     Interrupted sleep
     Tired all the time 
     Weight gain or loss 
     Inability to loss weight 
     Stressed 
     Light headedness 
     Faints 
     Headaches 
     Migraines 
     Cancer
     Diabetes 
     Thyroid problems
     Allergies 

Muscle and Joints 
     Arthritis
     Rheumatics
     Hernia
     Pain between shoulder blades
     Pain or numbness in shoulders
     Pain or numbness in upper arms 
     Pain or numbness in hands
     Pain or numbness in legs
     Pain or numbness in feet
     Poor posture
     Spinal Curvature
     Muscle cramps 
     Swollen Joints 
     Gout
     Bursitis 
     Low back pain
     Sciatica 
     Neck pain

Gastro-intestinal 
     Difficulty swallowing
     Low appetite
     Poor digestion
     Heartburn or reflux
     Bloated or tied after eating 
     Indigestion
     Stomach Ulcer
     Belching or gas
     Frequent nausea
     Vomiting 
     Pain over abdomen 
     Constipation
     Diarrhoea
     Irritable Bowel Syndroms
     Food intolerances
     Diverticulitis 
     Black or bloody stools 
     Haemorrhoids
     Gall Bladder trouble 
     Liver trouble 
     Jaundice 

Nerves and Brain
     Convulsions
     Epilepsy
     Migraine
     Dizziness
     Vertigo
     Weakness
     Twitching  
     Tremors
     Anxiety 
     Depression 
     Hyperactivity 
     Learning difficulties
     Memory declining
     Concentration declining  

Cardio-vascular
     High blood pressure
     Low blood pressure  
     High Cholesterol
     Irregular heart beat
     Rapid heart beat
     Palpitations
     Chest pain with exertion
     Previous heart problems
     Rheumatic fever
     Anaemia 
     Poor Circulation 
     Ankle swelling  
     Hardening of the arteries
     Stroke 

Respiratory 
     Chest Pain
     Chronic cough  
     Difficulty breathing 
     Irregular breathing 
     Wheezing
     Coughing up blood
     Coughing up phlegm     
      Asthma 

Women Only 
     Menstrual cramps
     Excessive menstruation 
     Painful periods
     Irregular cycle                           
     Hot flushes
     Menopause     
     Vaginal discharge
     Vaginal itching / burning
     Previos miscarriages
 Are You pregnant?
             Yes        No
      Date of last period _______
    

Men Only 
     Testicular pain / Swelling
     Prostate trouble

Skin 
     Rash
     Moles or spots removed
     Eczema
     Fungal infection
     Dryness 
     Bruise easily
     Varicose veins 



Eyes, Ears Nose and Throat
     Eye pain
     Poor vision
     Itchy eyes 
     Glasses / contact lenses
     Difficulty hearing  
     Deafness 
     Ear infection
     Ringing in ears 
     Frequent colds 
     Sinus infection 
     Blocked sinuses  
     Nasal obstruction
     Nose bleeding 
     Jaw pain 
     Jaw clicking or locking 
     Grinding teeth 
     Splint dental work
     Brace dental work 
     Teeth removed 
     Snoring 
     Hoarseness
     Tonsillectomy 

Genito-Urinary
     Bed-wetting
     Painful urination
     Frequent urination 
     Difficulty starting urination
     Blood in urine 
     Incontinence
     Getting up ______ times in   
      the night to urinate 
     Kidney infection / Kidney stones  
     Kidney disease 
     Venereal disease
     Sexual difficulties 

Family History

Has anyone in your family suffered from the following conditions. 
Please tick where a appropriate relationship e.g. Farther, Mother, Sister etc

Habits
     Smoking _____ packs per day
     Alcohol _____ units per week 
     Coffee _____ cups per day 
     Tea _____ cups per day 
     Fizzy drinks _____ per day  
     Recreational drugs 

     Cancer______________________________
     Diabetes____________________________
     Thyroid disease_______________________
      Anaemia___________________________
     High cholesterol_____________________  
     Heart disease________________________ 
     Kidney disease______________________
     Osteoporosis________________________
      Other ___________________________________________________________________
    

     Headaches / Migraines _________________
     Allergies____________________________
     Food intolerances___________________
      Liver disease_________________________
     Prostate disease_______________________  
     Mental Disorder________________________ 
     Fertility problems_____________________
     Depression__________________________

Please use this section if you would like to provide any additional information: 
__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



Acupuncture Appointments 

Please bring this completed new patient questionnaire with you to your first 
appointment. 

Please bring or wear loose clothing (shorts, t-shirts) to each appointment. 

Please eat a light meal or snack before your appointment; an empty stomach may cause 
dizziness. 

Please do not eat or drink food that may change the colour of your tongue or brush your 
tongue the day of your appointment. (coffee, fizzy drinks, juice, liquorice, beetroot, etc) 

During treatment there may be bleeding or bruising where the needles puncture the 
skin. Cupping may also result in bruising and marks which will not cause permanent skin 
damage

What to expect at your first visit? 

Your first visit will take roughly one hour and will include an acupuncture treatment. We 
will discuss your health questionnaire and any concerns you have prior to the treatment. 
I will make a diagnosis, a treatment plan and may give a few suggestions regarding your 
condition. If you have any questions please do not hesitate to email or call me at: 

acupuncturecollingham@gmail.com

(+44) 07528911763  Megan McGuinness

Balance Point Clinic: 

12 High Street, 
Collingham 
Newark
NG23 7LA

Financial Policy, etc 

Payment is due at time of service for all patients. A fee will be charged for missed 
appointments or cancellations without a 24-hour notification. 

I also understand that these treatments may produce some bruising and I release the 
practitioner from liability in the event that that should occur. 

___________________________________        ____________________ 

Signature                                                               Date 

__________________________________________________  Please Print Name 

All information will be treated in the strictest confidence and in accordance with the Data 
Protection Acts 1988 and 2003 


