
 
521 E. Hector Street ● Conshohocken, PA 19428 (610) 427 - 5005 

 
Name: ___________________________   Date:________ 
DOB: __________  Address: __________________________________________ 
City: ____________________________   State: ______   Zip: _______ 
Best Phone Number: __________________   Cell/Home/Work?: ______ 
Alternate Phone (if desired): ______________ Cell/Home/Work?: _____ 
Email address: _______________________________________ 
 
Marital Status:  _____________   # of Kids and Ages: ______________ 
Spouse/Partner Name: _______________________________________ 
Emergency Contact and Phone Number: _________________________ 
Occupation & Employer: ______________________________________ 
Who referred you to this office? _________________________________ 
 
Chief Complaint: ____________________________________________________ 
Please explain your goals for treatment:__________________________________ 
___________________________________________________________________ 
 
Health History 
Are you pregnant? _____   Trying to get pregnant? _____ 
Do you have a pacemaker? _____    
Allergies? Any severe? ______________________________________ 
Any surgeries? 1. __________________________________ Age ____   
2. __________________ Age ___   3. __________________ Age ____ 
What medications/supplements are you taking? 1. _________________ 
2. ________________ 3. ________________ 4. __________________ 
Received Acupuncture Before? Who and When? __________________ 
 
Signature__________________________ Date __________________  
Parent/Guardian Signature (if minor)____________________________ 
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