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CLIENT DETAILS
ACUPUNCTURE
Today’s date:





Welcome to NatMed. As part of our commitment to ensuring the best possible care for all our clients, it is recommended that you take a few minutes to complete these forms. If there is anything that you do not understand, please ask one of our staff members. The information you provide is for our records only and confidentiality is assured.

(Mr. Mrs. Miss. Ms.) First Name: 




Surname: 




Street: 






Suburb


 Postcode


Phone: (H)



(Wk) 



(Mob) 



**
**you will receive an automated text message from our diary 2 days prior to your appointment which requires a “Y” reply to confirm.
Can we confirm appointments via home line (if we do not hear back from the text message)?
Yes (
No (
Email address












Can we confirm appointments via email? (if we do not hear back from you otherwise)?

Yes (
No (
Please do not subscribe me to the e-newsletter (Tick if you do not wish to receive our e-newsletter)   (
D.O.B.:




 Occupation: 







Emergency contact: Name:



 Best Contact Phone No:




Previous Doctors seen:




 Practice Name:





Present Medications / Supplements/ Contraception:
Drug Names:


 Reason for taking: 


Duration and dose: 

How did you first hear about NatMed:
(please tick appropriate box and provide details where applicable)
( Internet Search

( NatMed Website
( NatMed @ the Markets

( Natural Therapy pages
( Referral by friend (name:


)
(  Referral by Professional (name:


)

(  Sign/Walk by

( Other (please provide details):







What outcome would you like from your session today?
HEALTH APPRAISAL
Today’s date:




 Your name:






NATMED CANCELLATION POLICY

NatMed now operates with a cancellation list for appointments as we have a very high demand. This means that if you need an urgent appointment we will keep you on that list and give you the first cancellation. 

In order to service all our clients better we ask that you give 48 hours notice of cancellation.

Our practitioners make sure that they are here to service their appointments and when a client does not show up or give enough notice it means that other clients miss out on the opportunity to see them. 

If we receive the 48 hours notice, no fee will be charged for cancelled appointments. Failure to give appropriate notice (48 hours) results in the full consultation fee being charged. 

I (your name: please print)  _________________________ agree to NatMed’s cancellation policy for appointments (above) which states that cancellation of appointments with less than 48 hours notice will be charged to me. 

Signed 







Date





Please tick under the appropriate headings of any of the following symptoms as they apply to you.
O = Occasionally, F = Frequently, C = Constantly

Leave symptoms/conditions you have never experienced blank.

	SYMPTOM
	O
	F
	C

	Head
	
	
	

	Headaches
	
	
	

	Migraines
	
	
	

	Light headedness
	
	
	

	Dizziness / vertigo
	
	
	

	Ringing in Ears
	
	
	

	Sinus problems
	
	
	

	Sore throat / swollen glands
	
	
	

	Musculo-Skeletal System
	
	
	

	Neck pain
	
	
	

	Shoulder pain
	
	
	

	Upper back pain
	
	
	

	Low back pain
	
	
	

	Join pain, where?
	
	
	

	Pins/needles sensation in arms and/or legs
	
	
	

	Numbess sensation in arms and/or legs
	
	
	

	Restricted movement, where?
	
	
	

	Loss of strength in arms and/or legs
	
	
	

	Cold hands and/or feet
	
	
	

	Chest
	
	
	

	Pain in chest
	
	
	

	Shortness of breath
	
	
	

	Wheezing / Asthma
	
	
	

	Tightness around chest
	
	
	

	Palpitations
	
	
	

	Stomach & Abdomen
	
	
	

	Pain in stomach
	
	
	

	Nausea
	
	
	

	Belching
	
	
	

	Bloating
	
	
	

	Indigestion / heartburn
	
	
	

	Excessive wind
	
	
	

	Poor or excessive appetite
	
	
	

	Constipation
	
	
	

	Diarrhoea
	
	
	


	SYMPTOM
	O
	F
	C

	Uro-Genital System
	
	
	

	Frequent urination
	
	
	

	Painful urination
	
	
	

	Difficulty starting urination
	
	
	

	Dribbling urine
	
	
	

	Difficulty controlling urine / incontinence
	
	
	

	Night time urination
	
	
	

	Bladder and kidney infection
	
	
	

	Prostate trouble
	
	
	

	Females only
	
	
	

	Painful and tender breasts
	
	
	

	Lumps in breast
	
	
	

	Painful periods
	
	
	

	PMT
	
	
	

	Excessive or scanty menstrual flow
	
	
	

	Irregular periods
	
	
	

	Bleeding between periods
	
	
	

	Menstrual blood clots?
age started menstruating:

no. of days menstruating:
	
	
	

	Blood colour? dark red / bright red / brown / purple

	Menopausal symptoms / hot flushes
	
	
	

	Vaginal Discharge
	
	
	

	Painful intercourse
	
	
	

	no. of miscarriages or abortions?

	General Symptoms
	
	
	

	High or low blood pressure
	
	
	

	poor circulation
	
	
	

	excessive sweating / night sweats
	
	
	

	Fatigue
	
	
	

	Catch colds easily
	
	
	

	Difficult sleep / insomnia
	
	
	

	Allergies:
	
	
	

	Depression
	
	
	

	Stress
	
	
	

	Anxiety and/or nervousness
	
	
	

	Irritability
	
	
	


Please advise any other symptoms that are not included if necessary:
MEDICAL HISTORY
Please tick if a family member has had any of the following and write the family relationship in the next column.
	
	Tick
	Who
	
	Tick
	Who

	Alcoholism
	
	
	Heart Disease
	
	

	Allergies
	
	
	Headaches
	
	

	Arthritis
	
	
	High Blood Pressure
	
	

	Asthma
	
	
	Mental Disorders
	
	

	Cancer
	
	
	Nervous Disorders
	
	

	Diabetes
	
	
	Skin Disorders
	
	

	Thyroid 
	
	
	Other/Please specify
	
	


INFORMED CONSENT & PRIVACY CLEARANCE
I (your name: please print) 





 understand this acupuncture is being offered to induce relaxation, relief of muscular tension, to increase circulation and energy flow and aid peace of mind and body. I have stated all medical conditions that I am aware of and will update this practitioner of any changes in my health status. I agree to communicate with my practitioner at any time if I feel my wellbeing is compromised.

Signed 








Date






I give NatMed permission for my health history to be kept on file for the purpose of naturopathic care planning & prescribing. I give NatMed permission to access past & current records from other health professionals I have or am seeing as appropriate. To the best of my ability all information given here is a true and accurate representation of my health. 

Signed 








Date
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