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Patient Last Name, First Name, MI 

Our Mission 
“We, the Pacific College of Oriental Medicine Clinic, a nationally recognized educational facility, provide: 

● Exemplary clinical training for our students,  ● Personalized Oriental medical treatments for our patients, and 

● Supportive services for our staff  

so that each experiences a high degree of satisfaction.” 

 

This is a CONFIDENTIAL questionnaire to help us determine the best treatment plan for you.   

 

 
 

Name_______________________________________________________          Date _______________________ 

Home Address ________________________________________________ City _______________________ 

State ____      Zip ______________    Home Phone _____________________   Work _______________________ 

Occupation ___________________    Person responsible for your account ________________________________  

Emergency Contact ___________________________________________  Phone __________________________  

How you heard of us:  ! newspaper  ! PCOM student   ! PCOM patient   ! family member   ! acupuncturist  

! physician  ! other PCOM clinic   ! open house  ! friend  ! other __________________________________ 

May we thank someone in particular? ___________________________________ 

 

Sex:  !M  ! F          Height: ___________   Weight: ___________  Birth date: _______________   Age:_____ 

Marital Status:  ! Married   ! Single   ! Divorced   ! Widowed       Number of children _______ 

Previous Acupuncture?  ! yes  ! no    When?__________________    With whom? ________________________ 

Physician History 

Have you seen a physician in the last year?  ! Yes  ! No   If yes: 

Physician’s name: ____________________________________  Phone __________________________ 

Approximate date of most recent examination/visit?  ______________________________ 

Please indicate any significant illnesses you or a blood relative (grandparent, parent or sibling) have had: 
Illness               You      Relative    When? Illness                              You     Relative     When? 

Cancer                   !         !           _______ Diabetes             ! ! _______ 

Hepatitis  !         !  _______     Heart Disease     ! ! _______ 

High blood pressure       !      !      _______   Seizures  ! !     _______ 

Rheumatic Fever    ! !  _______    Emotional Disorders ! !    _______ 

Infectious Diseases  ! !  _______ Tuberculosis  ! ! _______ 

Sexually Transmitted Diseases:   ! gonorrhea  ! syphilis   ! HIV   ! HPV   ! chlamydia  ! herpes  Date:_______ 

 

Please indicate the use and frequency of the following: 
        Yes    No     Amount                     Yes    No     Amount                 Yes     No     Amount 

Coffee/black tea     !  !    ______  Tobacco    !     !     ______     Water          !      !     ______ 

Recreational drugs  !  !    ______  Alcohol     !     !     ______       Soda Pop      !      !     ______ 

 

 

 

 

 

Personal Information 

"We, the Pacific College of Health and Science Clinic, a nationally recognized educational facility, provide:
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Please Check the Box if any of the following statements are true:                              

 

I have known allergies:  ! Yes   ! No    I am taking Coumadin/warfarin/Plavix:  ! Yes   ! No 

 

I have a pacemaker:  !Yes ! No        I am taking lithium (Eskalith, Lithobid, Lithonate, Lithotabs) !Yes ! No 

 

Medications: 

 
Please list any prescription or OTC medications or supplements and herbs you are currently taking: 

Rx/Supplement/Herb Dosage Reason for taking the item How long? Prescribed by? Date last check up? 
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Name: _________________________________ Today’s date: ______________

MYMOP. Measure Yourself Medical Outcome Profile

* MYMOP2 *

Choose one or two symptoms (physical or mental) which bother you the most. Write them on
the lines. Now consider how bad each symptom is, over the last week, and score it by circling
your chosen number.

SYMPTOM 1: __________________________________________________

0 1 2 3 4 5 6
As good as it As bad as it
could be could be

SYMPTOM 2: __________________________________________________

0 1 2 3 4 5 6
As good as it As bad as it
could be could be

Now choose one activity (physical, social or mental) that is important to you, and that your
problem makes difficult or prevents you doing. Score how bad it has been in the last week.

Activity: _______________________________________________________

0 1 2 3 4 5 6
As good as it As bad as it
could be could be

Lastly how would you rate your general feeling of wellbeing during the last week?

0 1 2 3 4 5 6
As good as it As bad as it
could be could be

How long have you had Symptom 1, either all the time or on and off? Please circle:

0 - 4 weeks 4 - 12 weeks 3 months - 1 year 1 - 5 years over 5 years

Are you taking any medication FOR THIS PROBLEM? Please circle: YES/NO

IF YES:
1. Please write in name of medication, and how much a day/week
_______________________________________________________________

2. Is cutting down this medication: Please circle:

Not important a bit important very important not applicable
IF NO:
Is avoiding medication for this problem:

Not important a bit important very important not applicable
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