
 
Melton Acupuncture 

17660 Monterey Road, Suite A, Morgan Hill CA 95037 
Please print the following information 

 
Name:__________________________________________   Birth Date___________________ age:_____ 
 
Address: _____________________________________________________________________________ 
 
City: __________________________________________  State: _________    Zip Code: _____________ 
 
Home/cell#:_________________________________ Work #:____________________________________ 
 
Emergency contact:_____________________________________  phone:_________________________ 
 
Email_________________________________________________________________________________ 
 ⁯   I give permission to communicate with me via email for appointment notifications, newsletters, and 
other occasional announcements. 
 
For insurance billing, please include the following information: 
Your employer: _________________________                        Is this your spouses’ insurance? Y   N         

If  yes, spouse employed by: ___________________________  Spouse birth date: ________________ 

 
Occupation______________________________  Sex: M   F     Height____________   Weight ________ 

Marital Status: � Married   � Single   � Divorced   � Widowed     Number of Children____________ 

Education:_________________________   Ethnicity: ______________________________ 

Whom can we thank for referring you? _____________________________________________________ 

Please indicate any significant illness(es) you or a relative maybe have had: 
Illness  You Relative When  Illness   You Relative When 
Cancer  � �  _____   Diabetes  � �  _____ 
Hepatitis � �  _____  Heart Disease  � �  _____ 
Seizures � �  _____  High Blood Pressure � �  _____ 
Tuberculosis � �  _____  Rheumatic Fever � �  _____ 
       Emotional Disorders � �  _____ 
Sexually Transmitted Disease: � gonorrhea � syphilis  � HIV  � HPV  � Chlamydia   � herpes 
 
Please indicate the use and frequency of the following: 
   Yes No Amount    Yes No  Amount 
Coffee/Black tea � � _______  Tobacco � �  _______ 
Recreational Drugs � � _______  Alcohol � �  _______ 
   
Please list any medications and supplements you are currently taking (attach separate page if necessary): 
Medication Dosage Reason How 

Long 
Doctor’s Name Last 

check up 
      
      
      
 



List any allergies, food sensitivities or food cravings that you have: 
__________________________________________________________________________________________
________________________________________________________________________________  
 
 
 
 
Please indicate experience of the following symptoms.  X =  frequently experience 
____lack of appetite  ____abdominal pain  ____eye problems  ____fatigue 
____excessive appetite  ____chest pain   ____jaundice (yellowish  ____edema 
____loose stool or diarrhea ____sciatic pain            eyes or skin)  ____blood in stool 
____digestive problems  ____headaches   ____difficulty digesting  ____black tarry stool 
____vomiting   ____pain or coldness in               oily foods   ____easily bruised 
____belching, burping                genital area   ____gallstones   ____bleeds easily 
____heartburn/reflux  -----------------------------  ____light colored stool  ____asthma 
____food retention  ____cough   ____soft or brittle nails  ____catch colds often 
____tend to become   ____shortness of breath  ____easily angered    ____intolerance to  
       obsessive in work,  ____decreased sense of smell ____difficulty in making            weather changes 
        relationships, etc  ____nasal problems          plans, decisions  ____allergies 
---------------------------------- ____skin problems  ____muscle spasms  ____hay fever 
____insomnia, sleep problems ____claustrophobia  ---------------------------------- ____dizziness 
____heart palpitations  ____bronchitis   ____low back pain  ____faints easily 
____cold hand and feet  ____colitis, diverticulitis  ____knee problems  ____high cholesterol 
____nightmares   ____constipation   ____ear ringing   ____sudden weight loss 
____mentally restless  ____hemorrhoids   ____hearing impairment  
____laughs for no reason  ____recent use of antibiotics ____hair loss  
____angina pains       ____kidney stones 
 
What are the main health problems for which you are seeking treatment? 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
What other forms of treatment have you sought? _________________________________________________ 
_________________________________________________________________________________________ 
 
List any other health problems you currently have: ________________________________________________ 
_________________________________________________________________________________________ 
 
Medical history (accidents, surgeries, hospitalizations include dates): _________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
Lab results (please include copies if avaliable): ___________________________________________________ 
_________________________________________________________________________________________ 










