
Northfield 
Acupuncture & Alternative Medicine Clinic 

“Where Natural Healing Begins” 

 
 

Important:  This is a CONFIDENTIAL questionnaire to help us determine the best treatment plan for you.  Please fill it  

out as completely as possible, even if you do not feel certain questions pertain to your present condition.  Thank you.  

  

Name: ________________________________________________________   Gender:      M      F      Date: _____________  

Home Address:_______________________________________________   City:__________________________________  

State:______________   Zip:________________   Email:____________________________________________________  

Birthdate: __________________   Age: ______   If under 18, person responsible for your account: ___________________  

Home phone: _____________________   Work phone: _____________________   Cell phone: ______________________  

Emergency Contact:   Name: __________________________________________   Contact phone: ___________________  

Marital Status:           ______single   ______married   ______divorced   ______widowed   ______with a significant other  

Are you a caregiver for dependents?      Yes  No                   If yes, how many children? ______   How many adults______  

Occupation: ______________________________________________   Number of years in this type of work: __________  

Retired:   Number of years in retirement: ___________    Occupation when in workforce (please fill out the previous line)  

Primary care physician:   Name: ___________________________________________   Phone: ______________________  

 

How did you hear about us? Please circle one and write the name  

 Current patient: ____________________________________   Friend: ___________________________________  

 Doctor: ___________________________________________   Insurance: _________________________________  

 Advertisement: _____________________________________ Other: ____________________________________  

 Have you had acupuncture before?   Yes No      If yes, with whom? __________________________   When___________  

 For what condition? ______________________________________________________________  

  

Please indicate if any of the following pertain to you: (indicating “yes” does not make you ineligible for treatment,  

however, it may restrict some of your treatment modalities)  

 ____hepatitis   ____HIV   ____high blood pressure   ____seizures   ____pacemaker   ____blood-thinning meds   

 ___pregnancy   ____Surgically implanted joint/bone replacement or stabilizers 



Are you currently under the care of any other health care provider (physician, chiropractor, therapist, massage therapist,  

etc.)?     Yes      No  

  

If yes, please provide the name and title of the practitioner(s), the condition being treated and the length of time you  

have been receiving this treatment:  

  

Practitioner   Condition      Length of treatment to present  

__________________________________________________________________________________________________  

__________________________________________________________________________________________________  

__________________________________________________________________________________________________  

  

Please list all past medical conditions for which you were hospitalized and/or received surgery (include the dates).  

__________________________________________________________________________________________________  

__________________________________________________________________________________________________  

__________________________________________________________________________________________________  

  

Current Health Concerns  

Please list your health concerns in order of priority:                                                                                                            

____________________________________________   ____________________________________________ 

____________________________________________   ____________________________________________ 

____________________________________________   ____________________________________________  

  

What do you believe is causing your most important health concerns? _________________________________________  

__________________________________________________________________________________________________  

What is your main reason for today’s visit? _______________________________________________________________  

How long have you had this condition? __________________________________________________________________  

How does it impact your quality of life? __________________________________________________________________  

Have you seen a physician or other health practitioner about this? ____________________   When? _________________  

What was the diagnosis (if any)?________________________________________________________________________  

Describe any treatment you received and the results: _______________________________________________________  

__________________________________________________________________________________________________  

What aggravates this condition? ________________________________________________________________________  

What improves this condition? _________________________________________________________________________ 

 

  



Habits and Lifestyle  

  

Do you smoke? ______   If yes, what? ______________   How much per day? ________________   Since when? _________  

Do you drink alcohol? ______   If yes, what? _______________   How much? _________________   How often? _________  

Do you exercise regularly? ______   If yes, please describe what you do: ________________________________________  

Emotional stress scale   Please circle  

    1                   2                      3                  4                   5                 6                   7             8                  9                  10 

  No Stress                                                 Moderate                                                Extremely stressed  

  

What do you do when you want to release stress and/or just relax? ___________________________________________  

How many hours do you usually sleep per night? ____________________   When do you go to bed? _________________  

Do you wake feeling refreshed? ________________________________________________________________________  

What is your height? ________   What is your present weight? ________   What was your weight one year ago? ________  

What is the most you have ever weighed? ______________   When? ______________________________  

How often do you have a bowel movement? ______________________________________________________________  

  

Nutrition  

Do you drink coffee? ___________   If yes, how much per day? _______________________________________________  

Do you drink caffeinated tea? ___________   If yes, how much per day? ________________________________________  

Do you drink soda pop?      regular      diet      none     (Please circle one)      If yes, for how long?_____________________  

Do you have regular eating habits?      Yes      No  

Do you eat while engaged in other occupations?      Yes      No  

Do you eat more when under stress or feeling depressed?      Yes      No  

Do you experience sudden drops in energy?      Yes      No       If yes, when? ______________________________________  

  

Please describe a typical day’s diet for you:  

  

Breakfast Lunch Dinner Snack 

    

    

    

    

       

  



Family History  

  

Please describe your family’s health, including current age or age at death, and major illness history (diabetes, heart disease, 

osteoporosis, cancer, allergies, mental illness, etc.)  

  

Member Living? /Age_________ Major Illness or Chronic 
Conditions 

Mother   

Father   

Brother/Sister   

   

   

   

   

Maternal Grandmother   

Maternal Grandfather   

Paternal Grandmother   

Paternal Grandfather   

 

WOMEN ONLY please circle response as appropriate  

Are you currently experiencing any gynecological symptoms or problems?      Yes      No  
Are you currently sexually active?      Yes      No             
If sexually active, do you perform safe sex practices?      Yes      No  
Any problems related to sexual function?      Yes      No  
Do you have any history of sexually transmitted diseases?      Yes      No 
 Do you have any history of cervical, ovarian, or breast cancer?      Yes      No 
 Do you perform regular breast self-exams?      Yes      No 
 How old were you at onset of first menses? _____________________  
If you are of menstruating age:            date of last period___________________ 

                  periods generally last_______days and occur every________days 
                   bleeding is            ______heavy      ______moderate      ______light 

                                          List any PMS symptoms: _____________________________________________       
                      

If you are menopausal or perimenopausal:       
      Are you taking hormone replacement therapy?      Yes      No 

                                         List and symptoms or concerns: _______________________________________             
 

                                           Number of pregnancies and your age at each_____________________________ 
                                          Number of live births and your age at each: ______________________________ 
                                         Natural deliveries? _________________   C-sections?______________________ 

                                                                  Are you currently trying to conceive?      Yes      No 
 

MEN ONLY please circle response as appropriate  
Are you currently sexually active?      Yes      No     
If sexually active, do you perform safe sex practices?      Yes      No  
Do you have any history of sexually transmitted diseases?      Yes      No  
Have you ever had a diagnosis of prostate enlargement or cancer?      Yes      No  
Do you ever experience trouble with urination (frequency, hesitancy, pain, dribbling)?      Yes      No 
Do you ever experience trouble with sexual function/libido?      Yes      No 
 
  



Symptoms       
*** For each symptom you currently have, please rate its severity from 1 to 5 (5 being the worst).  Leave blank if not  
applicable.***  
  
______irritability/anger                                   ______heart palpitations                                         ______heaviness anywhere in body 
______depression/stress       ______chest pain               ______fatigue/worse after eating 
______headaches/migraines       ______insomnia/sleep problems       ______hard to get up in morning 
______visual problems         ______easily startled         ______edema (swelling) 
______red/dry/itchy eyes       ______restlessness/agitation        ______muscles feel tired often 
______gall stones         ______vivid dreams           ______easily bruising and bleeding 
______dizziness         ______lack of joy in life          ______bad breath   
______blurred vision           ______dry scalp           ______decreased/increased appetite 
______feeling of lump in throat       ______skin rash            ______crave sweets    
______clenching of teeth at night      ______cysts/tumor           ______hypoglycemia   
______muscle cramping/twitching        ______ear infection         ______difficulty digesting oily foods 
______tension          ______sore throat          ______nausea/vomiting 
______joints/neck/shoulder pain      ______lymph swelling         ______gas/belching                
______poor circulation         ______hot palms/soles           ______insulin sensitivity 
______soft/brittle nails         ______aversion to heat         ______hemorrhoids   
______emotional eater          ______bitter taste in mouth        ______constipation   
______ringing in ears           ______gum problems          ______diarrhea   
______eczema           ______nose bleed          ______abdominal pain  
______Shingles           ______facial redness           ______indigestion/heartburn 
______herpes simplex         ______itchy/burning skin         ______over-thinking   
______indecisive         ______thirst           ______tendency to gain weight  
______fullness below ribs       ______brain foggy            ______shoulder/neck tension  
______night sweats          ______food allergy         ______insomnia  11pm-3am  
______excess joy         ______excess worry         ______dry cough     
______urinary problems       ______fatigue          ______cough with sputum  
______bladder problems       ______arthritis          ______nasal discharge    
______lack of bladder control        ______sciatica          ______post-nasal drip   
______weakness/pain in lower back      ______nerve pain          ______sinus trouble   
______decreased bone density       ______carpal tunnel          ______itchy/red/painful       
______feel cold easily          ______numbness                            ______dry mouth/throat/nose  
______low sex drive         ______cold hands/feet         ______skin rashes/hives  
______excess sexual drive        ______bursitis/tendonitis        ______snoring      
______poor memory        ______grief/sadness          ______loss of hair   
______shortness of breath        ______hearing problems        ______asthma/allergies   
______cavities/tooth loss         ______low resistance to colds or flu       ______craving/avoiding salty foods 
______sneezing          ______fear          ______mild fever comes and goes 
______hot flash/night sweating       ______smoke cigarettes          ______dark under eyes 
______bronchitis         ______weak leg/knees            ______rapid weight change      
______emotional instability           ______thyroid problems 
 
  



Medications/Supplements  
Please list any medications and supplements you are currently taking, along with doses and the reason you are taking them.  
 

Medication Reason Date Began Dose Helps 
 Yes or No 

     

     

     

     

     

     

     

     

     

     

     

 

Supplement Reason Date Began Dose Helps 
 Yes or No 

     

     

     

     

     

     

     

     

     

     

     

 
Please describe any other health concerns not previously covered in this form.  

__________________________________________________________________________________________________  

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________  

  

Everything I have written and answered in this form is true to the best of my knowledge.  I will update this office when  

there are significant changes.  

  

Signature_________________________________________________________________   

Date____________________ 



Northfield Acupuncture & Alternative Medicine Clinic, Inc. 
619 E. 6th St. 

Texarkana, AR  71854 
(870)772-8622 

 

 

CONSENT FOR ORIENTAL MEDICINE 
 

The practice of oriental medicine in Arkansas is a distinct system of primary health care with the goal of prevention, cure, or correction of any 

illness, injury pain or other physical or mental condition by controlling and regulating the flow and balance of energy and functioning of the person 

to restore and maintain health. Oriental medicine includes all traditional and modern diagnostic, prescriptive and therapeutic methods utilized by 

practitioners of acupuncture and oriental medicine worldwide. The scope of practice of Doctors of Oriental Medicine shall include but is not limited 

to: 

1. Evaluation and management services; 

2. Examination and diagnostic testing; 

3. The ordering of radiological, laboratory or other diagnostic tests; 

4. The procedures of acupuncture, injection therapy and other related procedures; 

5. The stimulation of points or areas of the body using needles, heat, cold, light, lasers, sound, vibration, magnetism, electricity, bleeding, suction, 

pressure, or other devices or means; 

6. Physical medicine modalities and procedures; 

7. Therapeutic exercises, breathing techniques, meditation, and the use of biofeedback and other devices that utilize color, light, sound, 

electromagnetic energy and other means therapeutically; 

8. Dietary and nutritional counseling and the administration of food, beverages and dietary supplements therapeutically; 

9. The prescription or administration of any herbal medicine, homeopathic medicine, or substances such as vitamins, minerals, enzymes, 

glandulars, amino acids and nutritional or dietary supplements; and 

10. Counseling regarding physical, emotional and spiritual balance in lifestyle. 

I recognize the potential risks and benefits of these procedures as described below: 
 

Potential risks:  Side effects may include, but are not limited to the following:  pain following treatment in insertion area, minor bruising, 

infection, needle sickness, broken needle, temporary discoloration of the skin, aggravation of symptoms existing prior to the treatment. 
 

Patients with bleeding disorders, pacemakers, seizure disorders, or women who are currently pregnant, please notify the Doctor of Oriental 

Medicine. 
 

Potential benefits:  Relief of presenting symptoms, improved general health, elimination of the presenting problem, reduction of pain and 

associated symptoms. 
 

With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been given to me by Dan L. Martin, 

D.O.M. regarding cure or improvement of my condition.  I hereby release 
Dan L. Martin, D.O.M. from any and all liability which may occur in connection with the above mentioned procedures, except for failure to 

perform the procedures with appropriate care. 
 

I understand that I am free to withdraw my consent and to discontinue participation in these procedures at any time. 
 
Signature of Patient or Guardian__________________________________________________________ 
 

Date_________________________________________ 
 

  



                   Welcome to…                       

  

        We are excited that you have chosen Dan Martin, O.M.D., D.O.M. as your health care practitioner. This letter is designed to help you 
understand more about Northfield Acupuncture and Alternative Medicine Clinic.   

       The office is open for appointments Tuesday through Friday 9am to 5pm and Saturday 9am to 12 pm. Please make your appointment in 
advance if possible. If you are unable to keep your scheduled appointment, please call at least 24 hours in advance to reschedule for a more 
convenient time. Any appointment that is not rescheduled in advance or is a “no-call no-show” will be charged a $42 rescheduling fee. Walk-ins 
are welcome, although scheduled appointments will be given priority.  

       At Northfield Clinic, your health is our top priority. Cooperation and consistency on your part will speed you down the road to better health. 
All new patient paperwork, surveys, and questionnaires are required to be filled out prior to seeing the doctor. The information they provide us 
is very important. Please do not “over think” your answers on the questionnaires and surveys. There is no wrong or right answer, only what best 
describes your situation.   

      Your treatment may require multiple visits to get you to where you need to be. For example, if you are receiving acupuncture for back pain 
or neck pain, the number of treatments required can vary from 5 to 20.  IV therapy can be up to and above 20 treatments. Long gaps between 
treatments can set back your recovery and extend the number of treatments required. These are examples, and your case will vary depending 
upon your condition. Following the recommended dietary, supplement, exercise, and rest regimens will also increase the effectiveness of your 
treatments.   

     Payment is due when services are rendered. If you have questions about the price of your treatment, please ask the office manager.   

     Good health takes time, commitment and cooperation. If you feel that your treatments are working, tell us! If you feel that your treatments 
are not working or if you do not feel that you are healing as you anticipated, let us know. We do not know how you feel or if your treatments are 
working unless you inform us. Our ability to treat you depends on your input. We are a team, and your health is our long term goal.  If you have 
any questions, feel free to ask us.   

  

CANCELLATION POLICY 

Patients must call to cancel all appointments at least 24 hours prior to appointment time & date.   

If appointment is not cancelled, a $42 office visit charge will be posted to your account.  

Initial after reading ________ 

  

F.D.A STATEMENT 

The statements and opinions expressed by Dan Martin O.M.D., D.O.M. of Northfield Acupuncture and Alternative Medicine Clinic. 
Written, audio, video and other formats have not been evaluated by the Food and Drug Administration (FDA).  

Information and/or treatments received from Dan Martin O.M.D., D.O.M. / Northfield Acupuncture and Alternative Medicine 
Clinic are not approved by the Food and Drug Administration (FDA) to diagnose, treat, cure or prevent any disease.  

I have read and understand the above policies. I understand that my health will take time and commitment on my part.  

 Signed:  _______________________________________      Date:_____________________________ 

 


