
 
 
 
 
 

Achieving Optimal Health with: 
Dr. Wendy Weintrob ND L.Ac.   

701 NW Arizona Ave  
Suite 200 Upstairs   

Bend, OR  97701   
ph: 541 -312-9838.   fax: 541 -312-9839 

 
Thank you for taking the time to fill out this intake form before your scheduled 

appointment time. Please feel free to ask questions. You can return these papers to the 
front desk when you are finished.  Payment is due at the time of service.  
Your referrals are always our greatest compliment.  Thank you for your support. 
 
Name: ______________________________________________ Date: ________________________ 
 
Address: _________________________________________________________________________________ 
 
City: ___________________________ State: __________________ Zip Code: ________________________ 
 
Telephone # (home): _________________________ (work): ____________________(cell)_______________ 
 
E-mail address: ____________________________________________________________________________ 
 
Age: ________ Date of Birth: ________________________________________ Gender: female ___ male ___ 
 
Education: _________________________________________________________________________________ 
 
Married:____ Separated:____ Divorced:____ Widowed:____ Single:____ Partnership:__________________ 

Live with: Spouse ____ Partner ____ Parents ____ Children ____ Friends ____ Alone ____________________ 
 
Occupation: ___________________________ Hours per week: ________ Retired: _______________________ 
 
Employer: ________________________________ S.S. #: ___________________________________________ 
 
(Work address): _____________________________________________________________________________ 
 
How did you hear about our clinic? _______________________________________________________  
Has any other family member been a patient at the clinic? _____________________________________ 
 
Next of Kin or other to reach in an emergency: ______________________________________________  
Relationship: __________________________________ Phone: ________________________________ 
Address:_____________________________________________________________________________ 



CONTEXT OF CARE 
 
Successful health care and preventive medicine are only possible when the physician has a complete 
understanding of the patient physically, mentally and emotionally. The nature of your responses to the following 
questions will go a long way in assisting my understanding of your truest desires. Your time, thoughtfulness and 
honesty in completing this overview will greatly aid me to assist your health needs. 
 
 
1) Why did you choose to come to this clinic? 

What do you know about our approach?  

 
2) What three expectations do you have from this visit to our clinic?  
 
 
 
 

What long term expectations do you have from working with our clinic? 

What expectations do you have of me personally as your physician?  

 
3) What is your present level of commitment to address any underlying causes of your signs and 
symptoms that relate to your lifestyle? (Rate from 0 to 10, with 10 being 100% committed)  
 

0% 0 1 2 3 4 5 6 7 8 9 10 100% 
 
4) A) What behaviors or lifestyle habits do you currently engage in regularly that you believe support your 

health? (Please list)  
 
 

(b) What behaviors or lifestyle habits do you currently engage in regularly that you believe 
are self destructive lifestyle habits? (please list) 

 
 
 
5) What potential obstacles do you foresee in addressing the lifestyle factors which are undermining your health 

and in adhering to the therapeutic protocols which we will be sharing with you?  
 
 
6) Who do you know that will sincerely support you consistently with the beneficial lifestyle changes 

you will be making?  



Wheel of Balance  
Wellness is a balance of many 
factors. Using the circle, shade 
your level of satisfaction in 
each area as it relates to you. 
 
For example, if you are 
extremely happy in your career, 
shade the entire pie shape for 
career. 
 
Do the same for each area, 
starting from the center 
point radiating outwards. 
 
 
 
 
 
 
 
 
 
 
 
 
Are you currently receiving healthcare?  Y   N  
If yes, where and from whom: _____________________________________________________ 
Date of last blood work:__________________________________________________________ 
If no, when and where did you last receive medical or health care? ________________________ 
______________________________________________________________________________ 
 
What was the reason? ___________________________________________________ 
 
What are your most important health problems?  List as many as you can in order of importance. 
 
 
1.)_____________________________________________________________________________  
2.)_____________________________________________________________________________  
3.)_____________________________________________________________________________  
4.)_____________________________________________________________________________  
5.)_____________________________________________________________________________  
6.)_____________________________________________________________________________  
7.)______________________________________________________________________________ 
 
 
 
Do you have any known contagious diseases at this time?  Y  N  
If yes, what? ___________________________________________________________________ 



Family History   
Do you have a family history of any of the following? Please write who and age of diagnosis if known:  
Cancer________________________________ 

 Stroke_______________________________ 
 

Diabetes_______________________________ 
 

Glaucoma____________________________ 
 

Heart Disease___________________________ 
 Tuberculosis__________________________ 
 Kidney Disease_________________________ 
 Anemia______________________________ 
 High Blood Pressure__________________ 
 Mental Illness_________________________ 
 Epilepsy____________________________ 
 Asthma______________________________ 
 

Arthritis____________________________ 
 

 
Hay fever____________________________ 

 

 Hives_________________________________ 
 

 
Childhood Illnesses    
Please circle whether you had any of these as a child:   

Scarlet Fever Diphtheria Rheumatic fever Mono 
Mumps Measles German measles  

 
Hospitalization, Surgery, Imaging 

 
What hospitalizations, surgeries, X-Rays, CAT Scans, EEG, EKG’s have you had?  
_________________________ year: ______ _________________________ year: ______  
_________________________ year: ______ _________________________ year: ______  
_________________________ year: ______ _________________________ year: ______ 
 

Allergies  
Are you hypersensitive or allergic to . . .  
Any drugs? ____________________________________________________________________ 
Any foods? ____________________________________________________________________ 
Any environmentals or chemicals? _________________________________________________ 
 
   Current Medications   

Do you take or use?         
Laxatives Y N Pain Relievers Y N Antacids Y N 
Cortisone Y N Appetite suppressants Y N Antibiotics Y N 
Tranquilizers Y N Thyroid medication Y N Sleeping pills Y N 
Please list any prescription medications and amounts, over the counter medications, vitamins or 
other supplements you are taking:  
1) _________________________________      5)   _______________________________________   
2) _________________________________      6)   _______________________________________  
3) _________________________________      7)   _______________________________________  
4) _________________________________      8)   _______________________________________  
 
Antibiotic Treatment : Approximate rounds of antibiotics in life.________ Most recent use________ 
 

General  
Height: ___________________ Weight: ____________lbs.  Weight 1 year ago: __________lbs.  
Maximum Weight: _______________  When: ________________________________________ 
When during the day is your energy the best? _________________ worst? _________________ 



TYPICAL FOOD INTAKE   
Breakfast: _____________________________________________________________________  
Lunch: _______________________________________________________________________ 
Dinner: _______________________________________________________________________ 
Snacks: _______________________________________________________________________ 
To drink: ______________________________________________________________________ 
Water: amount in ounces or cups a day______________________________________________ 
Alcohol:_________________________________    Caffeine:_______________________________ 
 
FOR THE FOLLOWING PLEASE. CIRCLE 
 
Y= condition you have now N=Never had P=Significant problem in the past 
 
 

HABITS   
Main interests and hobbies? _______________________________________________________  
Do you exercise? Y N   What kind____________  How Often___________ 
Average 7-8 hrs. sleep? Y  N Enjoy your work? Y  N 
Sleep well? Y  N Take vacations? Y  N 
Awaken rested? Y  N Spend time outside? Y  N 
If not, times you awaken _________   
Have a history of abuse? Y  N  P How many hours of  T.V. ______ 
Any major traumas? Y  N  P How many hours of reading ______ 
Been treated for drug dependence? Y  N  P   
Use alcoholic beverages? Y  N  P Do you eat 3 meals a day? Y  N 
Treated for alcoholism? Y  N  P Do you go on diets often? Y  N  P 
Smoked previously? Y  N  P Do you drink coffee? Y  N  P 

How many years? ________ Drink black tea Y  N  P 
How many packs per day? ________ Do you drink cola/other sodas? Y  N  P 

  Do you eat refined sugar? Y  N  P 
  Do you add salt? Y  N  P 
 
Do you have a religious or spiritual practice?  Y  N  If yes, what? _______________________________________  
 REVIEW OF SYSTEMS  

  Mental / Emotional  
Treated for emotional problems? Y  N  P Depression? Y  N  P 
Mood Swings? Y  N  P Anxiety or nervousness? Y  N  P 
Considered/Attempted suicide? Y  N  P Tension? Y  N  P 
Poor concentration? Y  N  P Memory problems? Y  N  P 
 
 
 
 
Reactions to immunizations? 
Chronic Fatigue Syndrome? 
Chronically swollen glands? 

 
 
 

 Immune  
Y  N  P Reactions to vaccinations? Y  N  P 
Y  N  P Chronic infections? Y  N  P 
Y  N  P Slow wound healing? Y  N  P 



Y= condition you have now N=Never hadP=Significant problem in the past   

 Endocrine   
Hypothyroid? Y  N  P Heat or cold intolerance? Y  N  P  
Hypoglycemia? Y  N  P Diabetes? Y  N  P  
Excessive thirst? Y  N  P Excessive hunger? Y  N  P  

Fatigue? Y  N  P Seasonal depression? Y  N  P  

 Neurologic   
Seizures? Y  N  P Paralysis? Y  N  P  
Muscle weakness? Y  N  P Numbness or tingling? Y  N  P  
Loss of memory? Y  N  P Easily stressed? Y  N  P  

Vertigo or dizziness? Y  N  P Loss of balance? Y  N  P  

 Skin    
Rashes? Y  N  P Burn Easily Y  N  P  
Acne, Boils? Y  N  P Exzema, Hives? Y  N  P  
Color Change? Y  N  P Itching? Y  N  P  
Lumps? Y  N  P Perpetual Hair Loss? Y  N  P  

  Night Sweats? Y  N  P   
Have an annual check up with a Dermatologist_________________________________________ 

Name of Dermatologist____________________________________________________________ 
 
 Head   
Headaches? Y  N  P Head Injury? Y  N  P 
Migraines? Y  N  P Jaw/TMJ problems/clicks Y  N  P 

 Eyes   
Spots in Eyes? Y  N  P Cataracts? Y  N  P 
Impaired vision? Y  N  P Glasses or contacts? Y  N  P 
Blurriness? Y  N  P Eye pain/strain? Y  N  P 
Color blindness? Y  N  P Tearing or dryness? Y  N  P 
Double Vision? Y  N  P Glaucoma? Y  N  P 

 Ears   
Impaired hearing? Y  N  P Ringing? Y  N  P 
Earaches? Y  N  P Dizziness? Y  N  P 

 Nose and Sinuses  
How many colds per year? ______ Nose Bleeds? Y  N  P 
Stuffiness? Y  N  P Hay fever? Y  N  P 
Sinus problems? Y  N  P Loss of smell? Y  N  P 

 Mouth and Throat   
Frequent sore throat? Y  N  P Copious saliva? Y  N  P 
Teeth grinding? Y  N  P Sore tongue/lips? Y  N  P 
Gum problems? Y  N  P Hoarseness? Y  N  P 
Dental cavities? Y  N  P   



 Neck     
Lumps? Y  N  P Swollen glands Y  N  P 
Goiter? Y  N  P Pain or stiffness? Y  N  P 

 Respiratory    
Cough? Y  N  P Sputum?  Y  N  P 
Spitting up blood? Y  N  P Wheezing?  Y  N  P 
Asthma? Y  N  P Bronchitis?  Y  N  P 
Pneumonia? Y  N  P Pleurisy?  Y  N  P 
Emphysema? Y  N  P Difficulty breathing? Y  N  P 
Pain on breathing? Y  N  P Shortness of breath? Y  N  P 
Shortness of breath at night? Y  N  P “ “ “lying down? Y  N  P 
Tuberculosis? Y  N  P     

 Cardiovascular   
Heart disease? Y  N  P Angina?  Y  N  P 
High/Low Blood Pressure? Y  N  P Murmurs?  Y  N  P 
Blood clots? Y  N  P Fainting?  Y  N  P 
Phlebitis? Y  N  P Palpitations/Fluttering? Y  N  P 
Rheumatic Fever? Y  N  P Chest pain?  Y  N  P 
Swelling in ankles? Y  N  P Rapid Heart Rate Y  N  P 

 Gastrointestinal    
Trouble swallowing? Y  N  P 
Change in thirst? Y  N  P 
Change in appetite? Y  N  P 
Nausea/vomiting? Y  N  P 
Ulcer? Y  N  P 
Jaundice (yellow skin)? Y  N  P 
Gall Bladder disease? Y  N  P 
Liver Disease? Y  N  P 
Hemorrhoids? Y  N  P 

  
Heartburn? Y  N  P 
Abdominal pain or cramps? Y  N  P 
Belching or passing gas? Y  N  P 
Constipation- missed days Y  N  P 
Constipation: straining Y  N  P 
Diarrhea? Y  N  P 
Bowel Movements:  How often? _______  

Is this a change? ______________ 
Black stools? Y  N  P 
Blood in stool? Y  N  P 

 
 Urinary    
Pain on urination? Y  N  P Increased frequency? Y  N  P 
Frequency at night? Y  N  P Inability to hold urine? Y  N  P 
Frequent infections? Y  N  P Kidney stones? Y  N  P 

 Musculoskeletal  
Joint pain or stiffness? Y  N  P Arthritis? Y  N  P 
Broken bones? Y  N  P Weakness? Y  N  P 
Muscle spasms or cramps? Y  N  P Sciatica? Y  N  P 

 Blood / Peripheral Vascular  
Easy bleeding or bruising? Y  N  P Anemia? Y  N  P 
Deep leg pain? Y  N  P Cold hands/feet? Y  N  P 
Varicose veins? Y  N  P Thrombophlebitis? Y  N  P 



Y= Condition you have now N=Never had P=Significant problem in the past  

 Male Reproduction  
Hernias? Y  N  P  Testicular masses? Y  N  P 
Testicular pain? Y  N  P  Prostate disease? Y  N  P 
Venereal disease? Y  N  P  Discharge or sores? Y  N  P 
Are you sexually active? Y  N  Chlamydia? Y  N  P 
Sexual orientation:  ________________________  Gonorrhea? Y  N  P 
Impotence? Y  N  P  Condyloma? Y  N  P 
Premature ejaculation? Y  N  P  Herpes? Y  N  P 
Birth control?  Type? _______________________  Syphilis? Y  N  P 

 Female Reproduction / Breasts  
Any current concerns? ______________________  Clotting? Y  N  P 
First day of last menstrual period? _____________  Discharge? Y  N  P 
Was it normal? ____________________________  Abnormal pap Y  N  P 
Age of first menses? ________________________  # of abnormal paps ______ 
Age of last menses? (if menopausal)____________ Pain during intercourse? Y  N  P 
Length of cycle? _______________________ days  Endometriosis? Y  N  P 
Duration of bleeding?____________________days Ovarian  cysts? Y  N  P 
Painful menses? Y  N  P Difficulty conceiving? Y  N  P 
Heavy or excessive flow? Y  N  P Cervical Dysplasia? Y  N  P 
PMS? Y  N  P Sexual difficulties? Y  N  P 
Date of last annual exam/PAP _______ Number of male partners in last  
Are cycles regular? Y  N  3 years? ______ 
Bleeding between cycles? Y  N  P Menopausal symptoms? Y  N  P 
Any problems with periods? Y  N  P Are you sexually active? Y  N 

   Regular self breast exam? ______ 
 
 
Birth Control History   
Currently using_________________________ 
Used in the past(include dates)_____________  
______________________________________  
Any problems or benefits encountered?  
______________________________________  
Any hormone medications used?(proverb, 
estrogen replacement, DES, “morning after 
pill”, anabolic steroids, cortisone or prednisone 
Thyroid medicines)______________________  
______________________________________ 

 
 
Pregnancy History  
Pregnant now__________# of weeks________ 
Number of pregnancies___________________ 
Number of live births____________________ 
Number of miscarriages__________________ 
Number of abortions_____________________ 
Any complications of pregnancy?  
(eg: hemorrhage,infection, C-section, toxiema, 
Blood sugar or blood pressure problems?) 
______________________________________  
______________________________________ 



Medical History   
Please include diagnosis and date of onset:  
Cancer _______________________________________________________________________________  
Thyroid problems ______________________________________________________________________ 
Anemia_______________________________________________________________________________ 
Diabetes______________________________________________________________________________ 
Breast lumps/tumors____________________________________________________________________ 
Nipple discharge_______________________________________________________________________ 
Bladder infections______________________________________________________________________ 
Bleeding/clotting problems_______________________________________________________________ 
Chlamydia, Gonorrhea or Syphilis _________________________________________________________ 
Herpes_______________________________________________________________________________ 
Venereal warts_________________________________________________________________________ 
Vaginal infections_______________________________________________________________________ 
Pelvic Inflammatory Disease______________________________________________________________ 
Uterine/cervical abnormalities_____________________________________________________________ 
Surgeries/hospitalizations_________________________________________________________________ 
Anything else?__________________________________________________________________________ 
 
 

Mental Emotional 
 
Circle the emotion (s) you have a difficult time expressing, or feel that you experience the most. 
 
 
Frustration/anger/irritability anxiety/excess thought worry/over thinking 
 

sadness/grief fear/fright 
 
 

Thank you for your time and effort completing this form.  
This will help me to provide you with the best possible care. 



 
ACUPUNCTURE & 
NATUROPATHIC MEDICINE 

Metabolic Assessment Form 
 
Name: ____________________________________________________    Age: ______     Sex: _____     Date: ______________ 
 
PART I   
Please list the 5 major health concern in your order of importance: 
1. _____________________________________________________________________________________________  
2. _____________________________________________________________________________________________  
3. _____________________________________________________________________________________________ 
4. _____________________________________________________________________________________________ 
5. _____________________________________________________________________________________________ 
 
PART II  Please circle the appropriate number Ò0 - 3Ó on all questions below.  

0 as the least/never   to   3 as the most/always. 
 
Category I 

 

Feeling that bowels do not empty completely 0 1 2 3 
 

Lower abdominal pain relief by passing stool or gas 0 1 2 3 
 

Alternating constipation and diarrhea 0 1 2 3 
 

Diarrhea 0 1 2 3 
 

Constipation 0 1 2 3 
 

Hard dry or small stool 0 1 2 3 
 

Coated tongue of ÒfuzzyÓ debris on tongue 0 1 2 3 
 

Pass large amount of foul smelling gas 0 1 2 3 
 

More than 3 bowel movements daily 0 1 2 3 
 

Do you use laxatives frequently 0 1 2 3 
 

Category II 
 

Excessive belching burping or bloating 0 1 2 3 
 

Gas immediately following a meal 0 1 2 3 
 

Offensive breath 0 1 2 3 
 

Difficult bowel movements 0 1 2 3 
 

Sense of fullness during and after meals 0 1 2 3 
 

Difficulty digesting fruits and vegetables; 
 

undigested foods found in stools 0 1 2 3 
 

Category III  
 

Stomach pain, burning or aching 1- 4 hours after eating 0 1 2 3 
 

Do you frequently use antacids 0 1 2 3 
 

Feeling hungry an hour or two after eating 0 1 2 3 
 

Heartburn when lying down or bending forward 0 1 2 3 
 

Temporary relief from antacids, food, 
 

milk, carbonated beverages 0 1 2 3 
 

Digestive problems subside with rest and relaxation 0 1 2 3 
 

Heartburn due to spicy foods, chocolate, citrus, 
 

peppers, alcohol and caffeine 0 1 2 3 
 

Category IV 
 

Roughage and fiber cause constipation 0 1 2 3 
 

Indigestion and fullness lasts 2-4 
 

hours after eating 0 1 2 3 
 

Pain, tenderness, soreness on left side 
 

under rib cage bloated 0 1 2 3 
 

Excessive passage of gas 0 1 2 3 
 

Nausea and/or vomiting 0 1 2 3 
 

Excessive passage of gas 0 1 2 3 
 

Stool undigested, foul smelling, 
 

mucous-like, greasy or poorly formed 0 1 2 3 
 

Frequent urination 0 1 2 3 
 

Increased thirst and appetite 0 1 2 3 
 

Difficulty losing weight 0 1 2 3 
 

 
 

Category V 
 

Greasy or high fat foods cause distress 0 1 2 3 
 

Lower bowel gas and or bloating 
 

several hours after eating 0 1 2 3 
 

Bitter metallic taste in mouth, 
 

especially in the morning 0 1 2 3 
 

Unexplained itchy skin 0 1 2 3 
 

Yellowish cast to eyes 0 1 2 3 
 

Stool color alternates for clay colored 
 

to normal brown 0 1 2 3 
 

Reddened skin, especially palms 0 1 2 3 
 

Dry or flaky skin and/or hair 0 1 2 3 
 

History of gallbladder attacks or stones 0 1 2 3 
 

Have you had your gallbladder removed Yes   No 
 

Category VI 
 

Crave sweets during the day 0 1 2 3 
 

Irritable if meals are missed 0 1 2 3 
 

Depend on coffee to keep yourself going or started 0 1 2 3 
 

Get lightheaded and if meals are missed 0 1 2 3 
 

Eating relieves fatigue 0 1 2 3 
 

Feel shaky, jittery, tremors 0 1 2 3 
 

Agitated, easily upset, nervous 0 1 2 3 
 

Poor memory, forgetful 0 1 2 3 
 

Blurred vision 0 1 2 3 
 

Category VII  
 

Fatigue after meals 0 1 2 3 
 

Crave sweets during the day 0 1 2 3 
 

Eating sweets does not relieve cravings for sugar 0 1 2 3 
 

Must have sweets after meals 0 1 2 3 
 

Waist girth is equal or larger than hip girth 0 1 2 3 
 

Frequent urination 0 1 2 3 
 

Increased thirst & appetite 0 1 2 3 
 

Difficulty losing weight 0 1 2 3 
 

Category VIII  
 

Cannot stay asleep 0 1 2 3 
 

Crave salt 0 1 2 3 
 

Slow starter in the morning 0 1 2 3 
 

Afternoon fatigue 0 1 2 3 
 

Dizziness when standing up quickly 0 1 2 3 
 

Afternoon headaches 0 1 2 3 
 

Headaches with exertion or stress 0 1 2 3 
 

Weak nails 0 1 2 3 
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Category IX     
Cannot fall asleep 0 1 2 3 
Perspire easily 0 1 2 3 
Under high amounts of stress 0 1 2 3 
Weight gain when under stress 0 1 2 3 
Wake up tired even after 6 or more hours of sleep 0 1 2 3 
Excessive perspiration or perspiration with     

little or no activity 0 1 2 3 

Category X     
Tired, sluggish 0 1 2 3 
Feel cold – hands, feel, all over . 0 1 2 3 
Require excessive amounts of sleep to     

function properly 0 1 2 3 
Increase in weight gain even with low-calorie diet 0 1 2 3 
Gain weight easily 0 1 2 3 
Difficult, infrequent bowel movements 0 1 2 3 
Depression, lack of motivation 0 1 2 3 
Morning headaches that wear off     

as the day progresses 0 1 2 3 
Outer third of eyebrow thins 0 1 2 3 
Thinning of hair on scalp, face or genitals or     

excessive falling hair 0 1 2 3 
Dryness of skin and/or scalp 0 1 2 3 
Mental sluggishness 0 1 2 3 

]     
Category XI     
Heart palpations 0 1 2 3 
Inward trembling 0 1 2 3 
Increased pulse even at rest 0 1 2 3 
Nervousness and emotional 0 1 2 3 
Insomnia 0 1 2 3 
Night sweats 0 1 2 3 
Difficulty gaining weight 0 1 2 3 

Category XII      
Diminished sex drive 0 1 2 3 
Menstrual disorders of lack of menstruation 0 1 2 3 
Increased ability to eat sugars without symptoms 0 1 2 3 

Category XIII      
Increased sex drive 0 1 2 3 
Tolerance to sugars reduced 0 1 2 3 
“Splitting”   type headaches 0 1 2 3 

     
 

PART III  

 

Category XIV  (Male Only)     
Urination difficulty or dribbling 0 1 2 3 
Urination frequent 0 1 2 3 
Pain inside of legs or heels 0 1 2 3 
Feeling of incomplete bowel evacuation 0 1 2 3 
Leg nervousness at night 0 1 2 3 

Category XV  (Males Only)     
Decrease in libido 0 1 2 3 
Decrease in spontaneous morning erections 0 1 2 3 
Decrease in fullness of erections 0 1 2 3 
Difficulty in maintain morning erections 0 1 2 3 
Spells of mental fatigue 0 1 2 3 
Inability to concentrate 0 1 2 3 
Episodes of depression 0 1 2 3 
Muscle soreness 0 1 2 3 
Decrease in physical stamina 0 1 2 3 
Unexplained weight gain 0 1 2 3 
Increase in fat distribution around chest and hips 0 1 2 3 
Sweating attacks 0 1 2 3 
More emotional then in the past 0 1 2 3 

Category XVI  (Menstruating Females Only)     
Are you a menopausal Yes  No  
Alternating menstrual cycle lengths Yes  No  
Extended menstrual cycle, greater than 32 days Yes  No  
Shortened menses, less than every 24 days Yes  No  
Pain and cramping during periods 0 1 2 3 
Scanty blood flow 0 1 2 3 
Heavy blood flow 0 1 2 3 
Breast pain and swelling during menses 0 1 2 3 
Pelvic pain during menses 0 1 2 3 
Irritable and depressed during menses 0 1 2 3 
Acne break outs 0 1 2 3 
Facial hair growth 0 1 2 3 
Hair loss/thinning 0 1 2 3 

Category XVII  (Menopausal Females only)     
How many years have you been menopausal? ________  
Do you ever have uterine bleeding since menopause? Yes  No  
Hot flashes 0 1 2 3 
Mental fogginess 0 1 2 3 
Disinterest in sex 0 1 2 3 
Mood swings 0 1 2 3 
Depression 0 1 2 3 
Painful intercourse 0 1 2 3 
Shrinking breast 0 1 2 3 
Facial hair growth 0 1 2 3 
Acne 0 1 2 3 
Increased vaginal, pain, dryness or itching 0 1 2 3 

      
How many alcohol beverages they consume per week?  ___________ How many caffeinated beverages do you consume per day?  __________  
How many times do you eat out per week?  ___________ How many times a week do you eat raw nuts or seeds?  _____________  
How many times a week do you eat fish?  ___________ How many times a week do you workout?  ____________  
List the three worst foods you eat during the average week? _____________________, ______________________, _____________________ 
List the three healthiest foods you eat during the average week? _____________________, _____________________, ___________________ 
Do you smoke?_______    If yes, how many times a day ____________  , a week ____________.   
Rate your stress levels on a scale of 1-10 during the average week.  __________________     
Please list any medications you currently take and for what conditions:  
________________________________________________________________________________________________________________  
Please list any natural supplements you currently take and for what conditions:  
_______________________________________________________________________________________________________________  
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CONSENT FOR PURPOSES OF TREATMENT, PAYMENT and HEALTHCARE OPERATIONS 
 
 
 
 
 
 
 
 
 
 
 
 
 
I consent to the use or disclosure of my protected health information by Glow Acupuncture and Naturopathic Medicine 
for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct 
health care operations of Glow Acupuncture and Naturopathic Medicine. I understand that diagnosis or treatment of me 
by my physician(s) at Glow Acupuncture and Naturopathic Medicine may be conditioned upon my consent as 
evidenced by my signature on this document. 
 
I understand I have the right to request a restriction as to how my protected health information is used or disclosed to 
carry out treatment, payment or healthcare operations of the practice. Glow Acupuncture and Naturopathic Medicine is 
not required to agree to the restrictions that I may request. However, Glow Acupuncture and Naturopathic Medicine 
agrees to a restriction that I request, the restriction is binding on Glow Acupuncture and Naturopathic Medicine and my 
physician(s) at Glow Acupuncture and Naturopathic Medicine. 
 
I have the right to revoke this consent, in writing, at any time, except to the extent that my physician(s) at Glow 
Acupuncture and Naturopathic Medicine has taken action in reliance on this consent. 
 
My "protected health information" means health information, including my demographic information, collected from me 
and created or received by my physician, another health care provider, a health plan, my employer or a health care 
clearinghouse. This protected health information relates to my past, present or future physical or mental health or 
condition and identifies me, or there is a reasonable basis to believe the information may identify me. 
 
Glow Acupuncture and Naturopathic Medicine uses Office Ally Billing Service as its insurance billing service; I 
understand this and do hereby give my consent to have my insurance information processed by this company. 
 
I understand I have a right to review Glow Acupuncture and Naturopathic Medicine Notice of Privacy Practices prior to 
signing this document. Glow Acupuncture and Naturopathic Medicine’s Notice of Privacy Practices has been provided 
to me. The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information 
that will occur in my treatment, payment of my bills or in the performance of health care operations of Glow 
Acupuncture and Naturopathic Medicine. This Notice of Privacy Practices also describes my rights and Glow 
Acupuncture and Naturopathic Medicine’s duties with respect to my protected health information. 
 
Glow Acupuncture and Naturopathic Medicine reserves the right to change the privacy practices that are described in 
The Notice of Privacy Practices. I may obtain a revised notice of privacy practices by calling the office and requesting a 
revised copy be sent in the mail or asking for one at the time of my next appointment. 



CONSENT FOR PURPOSES OF TREATMENT, PAYMENT and HEALTHCARE OPERATIONS 
 
 
Cancellation Policy 
 
Out of courtesy for our wait list patients, if you are unable to make your appointment, please call 
the office to cancel your appointment at least 24 hours in advance. This allows us to provide 
care to our patients that need services as soon as possible. If you fail to comply you will be 
responsible for your office visit payment in full. 
 
All payments are due at time of scheduled appointment. 
 
________ Please initial here that you have read and agree to the above policies. 
 
 
 
 
We appreciate your cooperation and look forward to meeting you! 
 
 
______________________________________ ______________________________________________  
Signature of Patient or Personal Representative Date 
 
_____________________________________________________________________________________  
Name of Patient or Personal Representative 
 
___________________________________________________  
Description of Personal Representative’s Authority 
 

For Office Use Only 
 
 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because:  

• Individual refused to sign   
• Communications barriers prohibited obtaining the acknowledgement  
• An emergency situation prevented us from obtaining acknowledgement  
• Other (Please specify)  


