Wellnrs

1235 SE Division #206, Portland, OR 97202 + lemontreewellness.co

New Client Information

First name Last name Date

Address City/State Zip

Date of birth Age Contact phone [[] Home [ ] Work [ ] Mobile
Email What is your preferred method of contact? |_| Phone | | Email

Preferred name (if different)

Pronouns

Emergency contact

Relationship

Emergency contact phone

D Home DWork D Mobile

Hobbies

Occupation

‘What are you seeking support for today?

What additional health concerns do you have,

in order of importance?

‘What do you think has contributed to your primary concern?
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What are your short-term and long-term goals for receiving care at Lemon Tree Wellness?

What is your current level of commitment to your wellness (from 0-10)?

§0EEET 0000

What are the current stressors in your life?

‘Who comprises your healthcare support system? Please list providers and reasons for care.

General Information

Please list any significant traumas or illnesses (auto accidents, surgeries, hospitalizations, etc).

Birth and childhood health (forceps delivery, childhood asthma, frequent ear infections, etc).

Allergies and sensitivities? Please make a note of specifics.

D Environmental

D Chemical
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Have you received a COVID-19 vaccination? DYes D No

If yes, how did your body respond?

Have you ever experienced or been diagnosed with any of the following?

D Alcoholism D Cancer D Hepatitis D Liver Disease D Seizures

D Allergies D Childhood Illness D High Blood Pressure D Low Blood Pressure D Thyroid Disorder

D Birth Trauma D Diabetes D HIV/AIDS D Pacemaker D Venereal Disease
D Blood Disorder D Heart Disease

Environment & Lifestyle

Do you enjoy your work?

What do you do for exercise and self-care?




Wellars

1235 SE Division #206, Portland, OR 97202  lemontreewellness.co

Do you follow a special diet? If so, what foods do you avoid?

‘What foods do you crave?

‘What does your diet look like presently? Please describe typical meals.

D Breakfast

D Lunch

D Dinner

D Snacks

Habits:

D Coffee D Soda DAlcohol D Sugar D Cigarettes
D Tea D Recreational Drugs

How many ounces of water do you drink a day?

How much time do you spend outside daily?

‘What inspires you?
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Please write all prescription medications, over the counter medications, vitamins, supplements, and herbs you are presently taking

or have taken in the last 3 months.

Family History

Please indicate if a parent, grandparent, or sibling has any of the following. Write the relative with the condition in the note with an

indication of maternal or paternal lineage.

|:| Allergies/Asthma |:| Anemia
|:| Arthritis D Autoimmune Disease
|:| Birth Defects |:| Bleeding Disorder
|:| Cancer D Depression/Anxiety
|:| Diabetes |:| Eczema / Psoriasis
|:| Food Intolerances D Heart Disease

D High Blood Pressure D Kidney Disease

D Mental Illness D Seizures
D Stroke D Tuberculosis
D Other

General

Please check all that apply.
D Poor Sleep D Autoimmune Disease D Frequent Colds/Low Immunity Dlnsomnia

D Cold Abdomen D Sudden drops in energy D Fatigue D Cold back
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Skin & Hair

Do you experience any of the following?
D Itching D Changes in hair/skin texture

D Hives D Dandruff
D Ulcerations D Rashes

Head, Eyes, Ears, Nose, & Throat

Do you experience any of the following?

D Headaches D Earaches

D Sinus problems D Glaucoma

D Recurrent sore throats
Cardiovascular

Do you experience any of the following?

D Chest pain D High blood pressure
D Swelling in feet/hands D Fainting

D Difficulty breathing D Blood clots

D Bleed/bruise easily
DAcne
D Sweat easily

D Mucus
D Grinding teeth

D Sores on lips or tongue

D Tooth/gum problems

D Dry mouth or throat

D Low blood pressure

D Cold hands/feet

|:| Phlebitis

D Night sweats
D Eczema
D Loss of hair

|:| Ringing in ears
[ ]color blindness
[ ]Nosebleeds

[ ]ight blindness

D Changes in vision

D Irregular heartbeat

|:| Anemia
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Respiratory

Do you experience any of the following?
D Fevers D Chills D Difficulty breathing when lying down

D Cough D Asthma D Chest tightness D Allergies
D Bronchitis D Phlegm D Pneumonia

Gastrointestinal

What is the frequency, color, and texture of your bowel movements?

Do you experience any of the following?

D Poor appetite D Heavy appetite D Change in appetite D Nausea
D Vomiting D Diarrhea D Constipation D Hemorrhoids
D Abdominal pain or cramps D Gas or burping D Bloating D Rectal pain

D Foul smelling stools D Black or bloody stools

Genito-urinary

Do you experience any of the following?

D Frequent urination D Painful urination D Urgency to urinate D Blood in urine

D Inability to hold urine D Wake up to urinate D Sexually transmitted disease D Kidney stones
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Reproduction & Gynecology

Menstrual health

Age at first menses

Date of most recent menses

Days of flow

Days from one cycle to the next

Last date of PAP

Number of pregnancies

Number of births

Birth control

Changes in body, mind, and emotions prior to menstruation

Check all that apply.

[ ] Miscarriage/terminated births [ | Fertility changes [ ] Heavy flow [ Jvight flow

[ ] cramps or clots [[] trregular periods [ ] Vaginal sores or pain [ ] vaginal discharge
|:| Vaginal dryness |:| Painful intercourse |:| Breast lumps |:| Ovarian cysts
Musculoskeletal

Do you experience any of the following?
D Neck pain D Lower back pain |:| Previous muscle, bone, or joint injuries

D Neck stiffness |:| Sciatica pain |:| Joint pain D Muscle pain D Upper back pain
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Neuropsychological

Have you received treatment for emotional or psychological conditions?

Please check all that apply.

D Tremors D Brain fog
D Concussion D Panic attacks

D Considered/attempted suicide D Areas of numbness

D Poor coordination D Anxiety

D Mood swings

D Localized weakness

D Depression
D POOI‘ memory

If you are wanting to bill insurance, please let us know your member ID and insurance plan below. Please note that benefits checks

are ultimately the responsibility of the patient, and that if your insurance does not cover your visit, you will be charged in full for

your appointment.

Thank you for your trust.

How did you find us, or whom may we thank for referring you?

Consents

Cancellation policy (Required)

Your appointment time is reserved just for you. A late cancellation or missed visit leaves a hole in the practitioners' day that could

have been filled by another patient. As we are gifting these sessions free of charge, we ask for at least 24 hours notice for any

cancellations or changes to your appointment.

|:| I am aware of the Cancellation Policy.



Wellars

1235 SE Division #206, Portland, OR 97202  lemontreewellness.co

Release of Liability (Required)

I understand that acupuncture involves the insertion of fine needles at specific points on the body. Acupuncture is generally
considered to be a very safe method of treatment, but Iunderstand that side effects can occur. Possible side effects of acupuncture
include bruising, bleeding, numbness or tingling near the needling sites that may last a few days, dizziness, and fainting. Unusual
risks of acupuncture include infection, spontaneous miscarriage, seizures, nerve damage, and organ puncture, including lung
puncture (pneumothorax). We use sterile, single-use acupuncture needles and maintain a clean and safe environment. I

understand that Lemon Tree Wellness is providing acupuncture in a community setting.
The potential benefits of these therapies involve restoring the body to optimal health and the future prevention of disease.

The process of healing itself may ignite a symptom flare as they arise for long term resolution. This is called a healing crisis. We are

here to create space for you to be with that experience of discomfort if it arises.

I understand that while this form describes major risks of treatment, other side effects and complications may occur. I do not expect

the acupuncturist to be able to anticipate or explain all possible risks and complications of treatment.

|:| I agree that I have been informed of the potential risks and benefits of an acupuncture session at Lemon Tree Wellness

and I consent to treatment.

Information Sharing (Required)

By signing this form, you are giving your consent for providers working with you to discuss you with each other to better serve your

needs.
D I give my consent for Lemon Tree Wellness providers to discuss my health information.
|:| I do not give my consent for Lemon Tree Wellness providers to discuss my health information.

Signature (Required)

Date
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