Live Life Acupuncture







2146 B Sutter Street, San Francisco, CA 94115


    Patient:___________________________ 

Welcome to Live Life Acupuncture! Even though some of the questions may seem unrelated, they may play a contributing role in diagnosis and treatment. Please take your time filling out this form. 

	Contact Information:
	Date:

	Name: (First, Last)


	Age:
	Gender:

	Street address:


	DOB: Month/Day/Year

       _____/ _____ / ______

	City:
	State:
	Zip Code:



	Home Phone #:
	Other Phone #: Work / Cell 



	Emergency Contact: 
	Relationship:



	Emergency Contact Phone # home
	Office or Cell



	Relationship Status:    

                        FORMCHECKBOX 
 Single          FORMCHECKBOX 
Married          FORMCHECKBOX 
Divorced          FORMCHECKBOX 
Living w/Partner          FORMCHECKBOX 
Widowed

	Employment Status:

                        FORMCHECKBOX 
 Full Time          FORMCHECKBOX 
Part Time         FORMCHECKBOX 
Self-employed         FORMCHECKBOX 
Retired         FORMCHECKBOX 
Unemployed         FORMCHECKBOX 
Student

	Occupation:
	Employer:



	How did you hear about us? 

Patient / Friend:_________________________  Doctor:_________________________ Other:______________________



	Would you like to receive our informational newsletter?             FORMCHECKBOX 
Yes          FORMCHECKBOX 
No

If Yes, Email Address:


Please list any physicians you are under the care of:

Physician




Specialty



Phone

___________________________________
____________________________
______________________

___________________________________
____________________________
______________________

___________________________________
____________________________
______________________

	I understand that I should be evaluated by a physician for the condition I am requesting consultation. The diagnosis and treatment plan I given by Bettina Roeper, L.Ac., is based upon Traditional Chinese Medicine principles and natural treatments only, and does not constitute a western medical diagnosis. I understand that I am not to rely on Traditional Chinese Medicine diagnosis and treatment as my sole remedy for the treatment that I am seeking. I understand if no substantial improvement is made in the condition for which I am seeking consultation, I am to seek advice from a western medical doctor. Further, if I am concurrently undergoing western medical treatments, it is my responsibility to advise my physician of any herbal supplements I am concurrently taking. 

______________________________________________________________               ____________________________

 Signature                                                                                                                Date




Medical History:

	Have you ever been treated by Acupuncture before?                   FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No

 If yes, when and for what condition?______________________________________________________________



	Are you presently being treated for a medical condition? Please describe.

__________________________________________________________________________________________________



	Please list the health concerns that you would like to be treated for in order of importance below:

                                                                                           Date of Onset                Past Treatment
1._____________________________________    _________________  _______________________________

2._____________________________________    _________________  _______________________________ 

3._____________________________________    _________________  _______________________________ 

4._____________________________________    _________________  _______________________________       


	Do you wear a Pacemaker?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No


	Do you have a bleeding disease?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No


	Are you or may you currently be pregnant?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If so, how far along are you?_______________



	Have you had any miscarriages?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, please list the date for each one: (M/Y)

____________________________________________________


	Have you had any abortions?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, please list the date for each one: (M/Y)

____________________________________________


Hospitalizations and Surgeries 

	Reason



    When


        Reason



When

__________________________________________                   ______________________________________

__________________________________________                   ______________________________________

__________________________________________                   ______________________________________




Medical History continued

	Please check and list all Medications, Herbs and/or Supplements you are taking regularly.  

Aspirin__    Ibuprofen__    Tylenol__    Oral Contraceptives__    Antacids__    Fiber/Laxatives__    Diet pills__    Insulin__

Allergy medication__    Blood thinners__    Blood pressure pills__    Antidepressants__    Sleeping pills__    Tranquilizers__  

                                                                                                                                                                            Taken for 

Medications:                                                                 Pills / Times / Day           Condition                              how long?

_____________________________________    _____/______/ Day      ____________________  _________ 

_____________________________________    _____/______/ Day      ____________________  _________

_____________________________________    _____/______/ Day      ____________________  _________

_____________________________________    _____/______/ Day      ____________________  _________

_____________________________________    _____/______/ Day      ____________________  _________

Supplements / Herbs:

​​​​​_____________________________________    _____ /______/ Day     ____________________  _________

_____________________________________    _____/______/ Day      ____________________  ________

_____________________________________    _____/______/ Day      ____________________  ________ 

_____________________________________    _____/______/ Day      ____________________  ________ 


Family History

	
	Self
	Mother
	Father
	Sister
	Brother
	Spouse
	Child

	Age if living
	
	
	
	
	
	
	

	Cancer / Tumors
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	

	Seizure Disorder
	
	
	
	
	
	
	

	Thyroid Disease
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	
	

	Depression/Mental illness
	
	
	
	
	
	
	

	Alcoholism
	
	
	
	
	
	
	

	Drugs
	
	
	
	
	
	
	

	Kidney Disease
	
	
	
	
	
	
	

	Age at Death
	
	
	
	
	
	
	

	Cause of Death
	
	
	
	
	
	
	


Please check all illnesses that you have currently or have had in the past.

	General:

Past
current


 FORMCHECKBOX 

 FORMCHECKBOX 

Low appetite

 FORMCHECKBOX 

 FORMCHECKBOX 

Excess Appetite

 FORMCHECKBOX 

 FORMCHECKBOX 

Insomnia
 

 FORMCHECKBOX 

 FORMCHECKBOX 

Fatigue
Fevers


 FORMCHECKBOX 

 FORMCHECKBOX 

Night Sweats


 FORMCHECKBOX 

 FORMCHECKBOX 

Sweat Easily


 FORMCHECKBOX 

 FORMCHECKBOX 

Chills



 FORMCHECKBOX 

 FORMCHECKBOX 

Localized Weakness

 FORMCHECKBOX 

 FORMCHECKBOX 

Poor Coordination

 FORMCHECKBOX 

 FORMCHECKBOX 

Change in Appetite

 FORMCHECKBOX 

 FORMCHECKBOX 

Strong Thirst


 FORMCHECKBOX 

 FORMCHECKBOX 

Other____________


	Eyes:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Impaired vision

 FORMCHECKBOX 

 FORMCHECKBOX 

Blurred vision


 FORMCHECKBOX 

 FORMCHECKBOX 

Visual changes

 FORMCHECKBOX 

 FORMCHECKBOX 

Poor night vision

 FORMCHECKBOX 

 FORMCHECKBOX 

Spots



 FORMCHECKBOX 

 FORMCHECKBOX 

Eye inflammation

 FORMCHECKBOX 

 FORMCHECKBOX 

Tearing


 FORMCHECKBOX 

 FORMCHECKBOX 

Dryness


 FORMCHECKBOX 

 FORMCHECKBOX 

Glaucoma 


 FORMCHECKBOX 

 FORMCHECKBOX 

Cataracts

 FORMCHECKBOX 

 FORMCHECKBOX 

Glasses/contacts?


	Respiratory:

Past Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Asthma


 FORMCHECKBOX 

 FORMCHECKBOX 

Bronchitis


 FORMCHECKBOX 

 FORMCHECKBOX 

Pneumonia 

 FORMCHECKBOX 

 FORMCHECKBOX 

Frequent Colds

 FORMCHECKBOX 

 FORMCHECKBOX 

Cough



 FORMCHECKBOX 

 FORMCHECKBOX 

Coughing blood

 FORMCHECKBOX 

 FORMCHECKBOX 

Production of phlegm

 FORMCHECKBOX 

 FORMCHECKBOX 

Shortness of breath

 FORMCHECKBOX 

 FORMCHECKBOX 

Difficulty breathing

 FORMCHECKBOX 

 FORMCHECKBOX 

Chronic obstructive 

                             pulmonary disease

 FORMCHECKBOX 

 FORMCHECKBOX 
          Other:_____________



	Skin and Hair:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Rashes



 FORMCHECKBOX 

 FORMCHECKBOX 

Hives



 FORMCHECKBOX 

 FORMCHECKBOX 

Itching
        

 FORMCHECKBOX 

 FORMCHECKBOX 

Eczema         

 FORMCHECKBOX 

 FORMCHECKBOX 

Pimples
         

 FORMCHECKBOX 

 FORMCHECKBOX 

Dryness
          

 FORMCHECKBOX 

 FORMCHECKBOX 

Tumors/Lumps


	Nose, Throat, Mouth:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Nose bleeds


 FORMCHECKBOX 

 FORMCHECKBOX 

Sinus infection

 FORMCHECKBOX 

 FORMCHECKBOX 

Hay fever or Allergies FORMCHECKBOX 

 FORMCHECKBOX 

Recurring sore throats

 FORMCHECKBOX 

 FORMCHECKBOX 

Teeth grinding


 FORMCHECKBOX 

 FORMCHECKBOX 

TMJ/Jaw problems

 FORMCHECKBOX 

 FORMCHECKBOX 

Difficulty swallowing


	Head and Neck:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Dizziness


 FORMCHECKBOX 

 FORMCHECKBOX 

Fainting


 FORMCHECKBOX 

 FORMCHECKBOX 

Neck Stiffness


 FORMCHECKBOX 

 FORMCHECKBOX 

Enlarged lymph glands

 FORMCHECKBOX 

 FORMCHECKBOX 

Headaches

 FORMCHECKBOX 

 FORMCHECKBOX 

Concussions

 FORMCHECKBOX 

 FORMCHECKBOX 

Other_____________



	Genito-Urinary:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Kidney stones


 FORMCHECKBOX 

 FORMCHECKBOX 

Pain on urination

 FORMCHECKBOX 

 FORMCHECKBOX 

Frequent urination

 FORMCHECKBOX 

 FORMCHECKBOX 

Blood in urine


 FORMCHECKBOX 

 FORMCHECKBOX 

Urgency to urinate

 FORMCHECKBOX 

 FORMCHECKBOX 

Unable to hold urine

 FORMCHECKBOX 

 FORMCHECKBOX 

Other___________
	Gastro-Intestinal:

Past Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Nausea



 FORMCHECKBOX 

 FORMCHECKBOX 

Vomiting


 FORMCHECKBOX 

 FORMCHECKBOX 

Pain or Cramps 

 FORMCHECKBOX 

 FORMCHECKBOX 

Diarrhea


 FORMCHECKBOX 

 FORMCHECKBOX 

Constipation 


 FORMCHECKBOX 

 FORMCHECKBOX 

Rectal Pain

 FORMCHECKBOX 

 FORMCHECKBOX 

Hemorrhoids


 FORMCHECKBOX 

 FORMCHECKBOX 

Belching


 FORMCHECKBOX 

 FORMCHECKBOX 

Bad Breath


 FORMCHECKBOX 

 FORMCHECKBOX 

Indigestion 


 FORMCHECKBOX 

 FORMCHECKBOX 

Gall bladder disorder

 FORMCHECKBOX 

 FORMCHECKBOX 

Gas

 FORMCHECKBOX 

 FORMCHECKBOX 

Blood in stools/

Black stools

 FORMCHECKBOX 

 FORMCHECKBOX 

Other_____________
	Cardiovascular:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

High Blood Pressure

 FORMCHECKBOX 

 FORMCHECKBOX 

Low Blood Pressure

 FORMCHECKBOX 

 FORMCHECKBOX 

Blood Clots


 FORMCHECKBOX 

 FORMCHECKBOX 

Palpitations


 FORMCHECKBOX 

 FORMCHECKBOX 

Flutter



 FORMCHECKBOX 

 FORMCHECKBOX 

Heart Murmurs

 FORMCHECKBOX 

 FORMCHECKBOX 

Fainting

 FORMCHECKBOX 

 FORMCHECKBOX 

Phlebitis


 FORMCHECKBOX 

 FORMCHECKBOX 

Chest Pain


 FORMCHECKBOX 

 FORMCHECKBOX 

Irregular heart beat

 FORMCHECKBOX 

 FORMCHECKBOX 

Rheumatic fever

 FORMCHECKBOX 

 FORMCHECKBOX 

Varicose Veins

 FORMCHECKBOX 

 FORMCHECKBOX 

Cold hands/feet

 FORMCHECKBOX 

 FORMCHECKBOX 

Swelling of hands/feet

 FORMCHECKBOX 

 FORMCHECKBOX 

Other____________



	Endocrine:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Hypothyroid


 FORMCHECKBOX 

 FORMCHECKBOX 

Hyperthyroid


 FORMCHECKBOX 

 FORMCHECKBOX 

Hypoglycemia


 FORMCHECKBOX 

 FORMCHECKBOX 

Diabetes


 FORMCHECKBOX 

 FORMCHECKBOX 

Night Sweats


 FORMCHECKBOX 

 FORMCHECKBOX 

Feeling Hot/Cold
	
	

	Neurological:

Past
Current


 FORMCHECKBOX 

 FORMCHECKBOX 

Seizures/Tremors

 FORMCHECKBOX 

 FORMCHECKBOX 

Paralysis


 FORMCHECKBOX 

 FORMCHECKBOX 

Loss of Balance

 FORMCHECKBOX 

 FORMCHECKBOX 

Vertigo/Dizziness

 FORMCHECKBOX 

 FORMCHECKBOX 

Numbness/Tingling

                             of limbs
	Childhood Illnesses:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Scarlet Fever


 FORMCHECKBOX 

 FORMCHECKBOX 

Rheumatic Fever

 FORMCHECKBOX 

 FORMCHECKBOX 

Diphtheria


 FORMCHECKBOX 

 FORMCHECKBOX 

Mumps


 FORMCHECKBOX 

 FORMCHECKBOX 

Measles


 FORMCHECKBOX 

 FORMCHECKBOX 

Chickenpox


 FORMCHECKBOX 

 FORMCHECKBOX 

German Measles

 FORMCHECKBOX 

 FORMCHECKBOX 

Polio



 FORMCHECKBOX 

 FORMCHECKBOX 

Other_________
	Infections: 

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

TB


 FORMCHECKBOX 

 FORMCHECKBOX 

Hepatitis


 FORMCHECKBOX 

 FORMCHECKBOX 

Gonorrhea


 FORMCHECKBOX 

 FORMCHECKBOX 

Chlamydia


 FORMCHECKBOX 

 FORMCHECKBOX 

Syphilis


 FORMCHECKBOX 

 FORMCHECKBOX 

Genital Warts


 FORMCHECKBOX 

 FORMCHECKBOX 

HIV

 FORMCHECKBOX 

 FORMCHECKBOX 

Herpes: oral/ genital

 FORMCHECKBOX 

 FORMCHECKBOX 

Other:_________




	Psychological:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Depression


 FORMCHECKBOX 

 FORMCHECKBOX 

Anxiety 


 FORMCHECKBOX 

 FORMCHECKBOX 

Stress



 FORMCHECKBOX 

 FORMCHECKBOX 

Irritability


 FORMCHECKBOX 

 FORMCHECKBOX 

Panic attacks

 FORMCHECKBOX 

 FORMCHECKBOX 

Treated for Emotional/

                             Psychological Problems

 FORMCHECKBOX 

 FORMCHECKBOX 

Other:_______________


	Male:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Genital Pain/Itching


 FORMCHECKBOX 

 FORMCHECKBOX 

Genital lesions 

 FORMCHECKBOX 
           FORMCHECKBOX 
          Discharge from Penis


 FORMCHECKBOX 

 FORMCHECKBOX 

Weak urinary stream

 FORMCHECKBOX 

 FORMCHECKBOX 

Testicular Pain/Swelling

 FORMCHECKBOX 
           FORMCHECKBOX 
          Lumps in testicles

 FORMCHECKBOX 
           FORMCHECKBOX 
          Nocturnal Emission
	Past        Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Impotence

 FORMCHECKBOX 

 FORMCHECKBOX 

Prostate problems


 FORMCHECKBOX 

 FORMCHECKBOX 

Sexual difficulties

 FORMCHECKBOX 
           FORMCHECKBOX 
          Low sexual energy

 FORMCHECKBOX 

 FORMCHECKBOX 

Other__________

	Female:

Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Frequent Urinary Tract Infections


 FORMCHECKBOX 

 FORMCHECKBOX 

Frequent Vaginal Infections
 FORMCHECKBOX 

 FORMCHECKBOX 

Genital Pain/Itching


 FORMCHECKBOX 

 FORMCHECKBOX 

Genital lesions



 FORMCHECKBOX 

 FORMCHECKBOX 

Pelvic Inflammatory Disease

 FORMCHECKBOX 

 FORMCHECKBOX 

Bleeding between Periods

	Past
Current


 FORMCHECKBOX 

 FORMCHECKBOX 

Irregular Periods


 FORMCHECKBOX 

 FORMCHECKBOX 

Painful Periods

 FORMCHECKBOX 

 FORMCHECKBOX 

PMS

 FORMCHECKBOX 

 FORMCHECKBOX 

Endometriosis

 FORMCHECKBOX 

 FORMCHECKBOX 

Breast lumps


 FORMCHECKBOX 

 FORMCHECKBOX 

Ovarian Cysts


	Past
Current

 FORMCHECKBOX 

 FORMCHECKBOX 

Abnormal Pap

 FORMCHECKBOX 

 FORMCHECKBOX 

Vaginal Discharge

 FORMCHECKBOX 

 FORMCHECKBOX 

Nipple Discharge

 FORMCHECKBOX 
           FORMCHECKBOX 
          Excess Facial Hair FORMCHECKBOX 

 FORMCHECKBOX 

PCOS

 FORMCHECKBOX 

 FORMCHECKBOX 

Menopause


Habits








Exercise

	                     Amount / Week         For how long?     If Quit, Year?    

Coffee           _______ cups          __________     ___________    

Soda              _______ glasses      __________     ___________

Tobacco        _______ cigarettes   __________     ___________

Alcohol         _______ drinks        __________     ___________


	Do you exercise regularly?        FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If so, what and how often a week?

_______________________________________



	Recreational Drug Use?  

Amount / Week    For how long?       If Quit, Year?

 FORMCHECKBOX 
 Marijuana
___________      __________      ___________

 FORMCHECKBOX 
 Amphetamines __________
    __________      ___________

 FORMCHECKBOX 
 Cocaine
___________      __________      ___________

 FORMCHECKBOX 
 Heroin
___________      __________      ___________


	Sleep

Do you have problems sleeping? 
 FORMCHECKBOX 
Y
 FORMCHECKBOX 
N

Do you awake during the night?  
 FORMCHECKBOX 
Y
 FORMCHECKBOX 
N

Do you go back asleep easily?     
 FORMCHECKBOX 
Y 
 FORMCHECKBOX 
N  

Do you wake up rested?               
 FORMCHECKBOX 
Y 
 FORMCHECKBOX 
N 

What time do you go to sleep?  ________________

What time do you get up?     ___________________

How many hours do you sleep/night? ___________




Diet

	Please describe any restricted diet you follow(ed) now or in the past.

_________________________________________________________________________________________________

Please describe the type of foods you eat regularly

Breakfast _________________________________________________________________________________

Morning Snack ____________________________________________________________________________

Lunch____________________________________________________________________________________

Afternoon Snack ___________________________________________________________________________

Dinner ___________________________________________________________________________________

Evening Snack_____________________________________________________________________________
Do you have a current or past eating disorder?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No




Musculoskeletal 

Please indicate on the picture below any areas of musculoskeletal pain you are currently experiencing. Also name the areas of discomfort in the provided boxes and circle the items that make the pain better or worse.

	      [image: image1.png]




	1. Area:_______________________________________

When did this start? __________________________ago 

Heat makes it: 
    better 
no change 
  worse 

Cold makes it: 
    better 
no change 
  worse 

Damp weather: 
    better
no change 
  worse 

Exercise/Activity:        better 
no change 
  worse 

Quality of Pain: 

 FORMCHECKBOX 
Dull Ache          FORMCHECKBOX 
Sharp/Stabbing         FORMCHECKBOX 
Burning

 FORMCHECKBOX 
Pins & Needles     FORMCHECKBOX 
Comes & Goes      FORMCHECKBOX 
Constant

 FORMCHECKBOX 
Other____________________________________________
Please mark the severity of pain on the scale below

(1=no symptoms, 10=worst ever) 

1       2       3      4       5       6       7       8       9      10


	2. Area:_______________________________________

When did this start? __________________________ago 

Heat makes it: 
    better 
no change 
  worse 

Cold makes it: 
    better 
no change 
  worse 

Damp weather: 
    better
no change 
  worse 

Exercise/Activity:        better 
no change 
  worse 

Quality of Pain: 

 FORMCHECKBOX 
Dull Ache          FORMCHECKBOX 
Sharp/Stabbing         FORMCHECKBOX 
Burning

 FORMCHECKBOX 
Pins & Needles     FORMCHECKBOX 
Comes & Goes      FORMCHECKBOX 
Constant

 FORMCHECKBOX 
Other____________________________________________

Please mark the severity of pain on the scale below

(1=no symptoms, 10=worst ever) 

1       2       3      4       5       6       7       8       9      10
	3. Area:_______________________________________

When did this start? __________________________ago 

Heat makes it: 
    better 
no change 
  worse 

Cold makes it: 
    better 
no change 
  worse 

Damp weather: 
    better
no change 
  worse 

Exercise/Activity:        better 
no change 
  worse 

Quality of Pain: 

 FORMCHECKBOX 
Dull Ache          FORMCHECKBOX 
Sharp/Stabbing         FORMCHECKBOX 
Burning

 FORMCHECKBOX 
Pins & Needles     FORMCHECKBOX 
Comes & Goes      FORMCHECKBOX 
Constant

 FORMCHECKBOX 
Other____________________________________________

Please mark the severity of pain on the scale below

(1=no symptoms, 10=worst ever) 

1       2       3      4       5       6       7       8       9      10
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