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Patient Information Card

LAST NAME:________________________________ FIRST NAME:________________________________  MALE  /  FEMALE 

PRIM. PH#___________________ OTHER PH#___________________ EMAIL: ____________________________________

ST. ADDRESS:______________________________________________SS # _________________  BIRTHDAY_______________

CITY: _______________________ STATE________ __ ZIP ________  OCUPATION: __________________________________

EMPLOYER: _________________________________DOI : ___________CLAIM # _____________  ATTY: __________________________________

 PRIMARY PHYSICAN: _______________________________________________ PH#_____________________________

  COLOR: 

 

   COAT: 

   BODY: 

            PULSE           ______________________________________________________
          ______________________________________________________

               DIAGNOSIS              ______________________________________________________
          ______________________________________________________

____________________________           ______________________________________________________
     RIGHT:           ______________________________________________________

____________________________           ______________________________________________________
          ______________________________________________________

____________________________           ______________________________________________________
    LEFT:           ______________________________________________________

____________________________           ______________________________________________________
          ______________________________________________________

____________________________           ______________________________________________________
          ______________________________________________________

____________________________      _____________          ______________________________________________________

COMPLAINS:         

________________________________________________________________________________________________

_________________________________________________________________________________________________

  INSURANCE: _________________________ID #__________________________GROUP # ______________________

 ____TONGUE_____
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Infrared H
eat

C
upping

M
assage Therapy

M
anual Therapy

Acupuncture Add Tim
e

Electric Acupuncture

Acupuncture

 D
ate of Visit

M
oxi Bustion
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