	Practitioner’s  name and qualifications


Practice’s address
TEL/FAX numbers
Referred by: ……………………
Ref No: ………….  
 Initial consultation date:                                                         
	SURNAME: ……………………………….

FORENAMES: …………………………..

SEX: MALE/FEMALE

DATE OF BIRTH: .….. D …... M …… Y

OCCUPATION: ………………………….

MARITAL STATUS: M/ S/ D/ W/
Number of Children: ……
	HOME ADDRESS: ………………………………………

……………………………………………………………………………………………………………………………… POSTCODE: ….…….…   .….………..

TEL:….………….………..……………………….(HOME)

..………………….…………………..……..(OFFICE)

……………………………………………..(MOBILE)
Email:…………………………………………………


	Your registered GP is Dr………………………………
Your GP’s address is ………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
POSTCODE: ….…….…   .….……

Do you give us permission to contact your GP:   Yes/No


	What is/are your main complaint(s)? Please give details below:



Please turn over

Please state whether your family has the following major illnesses. If Yes, please specify who.

	Diabetes:   Yes/No





Heart Diseases:  Yes/No

High Blood Pressure:   Yes/No

Neurological Diseases:   Yes/No

Stroke:   Yes/No

Psychological Disorders:   Yes/No

Blood Disorders:   Yes/No




Have you had any major surgery, accident or illness? If Yes, please specify.
	Surgery:   Yes/No





Accident:  Yes/No

Illness:   Yes/No




Please state medications and supplements you are taking.
	


Please state whether you smoke, drink or take recreational drugs. If Yes, please specify how much.
	Smoking:   Yes/No





Alcohol:  Yes/No

Recreational drugs:   Yes/No




I consent to taking acupuncture and/or Chinese herbal medicine treatments from Dr Mingzhao Cheng.

Signature:






Date:
---------------------------------------------------------------------------------------------------------------------------------------

	Practitioner’s  name and qualifications


Practice’s address
TEL/FAX numbers
SURNAME: ………………………

FORENAMES: ……………………………

MAIN COMPLAINTS (主诉):
PRESENT HISTORY（现病史）:
TONGUE AND PULSE （舌象和脉象）:
TREATMENTS （治疗）:

	Practitioner’s  name and qualifications


Practice’s address
TEL/FAX numbers
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