


 

 
 

 
How often are you discouraged about your health?   

  Always   Never   Sometimes  
 
Do these conditions interfere with any of the following areas in your life? 
(check all that apply)  
 

  Happiness   Kids   Marriage/Relationships   Sleep  Freedom  Memory   
 

  Finances   Time   Work    Family    Hobbies   Life    Libido   Goals 
 
Other _____________ 
 
Do you know how this (these) conditions may have started? 

________________________________________________________________________ 

 

How have you taken care of your health in the past? 
 

 Medications                Acupuncture / PT / Chiro    
 Routine Medical 
 Exercise 
 Diet and Nutrition 

 Holistic 
 Vitamins 

Other: _______________ 

 

How did the previous methods work for you? 

_____________________________________________________________________ 

 
Are there any health conditions you are afraid this might turn into? 
________________________________________________________________________ 
________________________________________________________________________ 
 

 Autoimmunity 
 Weight gain 
 Heart disease 
 Depression 
 Surgery 
 Arthritis 

 Cancer 
 Diabetes 
 Alzheimer’s/Dementia  
 Genetic Variances  

Other: _____________ 
 

 
What would be improved with better health? 
   

 Less Stress  More Energy   Self-Esteem  Confidence   Goals   Purpose 



 

 
 

Where do you picture yourself in the next 3-5 years if this problem is not taken 

care of?  Please be specific: ______________________________________________ 

_______________________________________________________________________ 

Are there any of the “6 Key Pillars of Health” that you would like help with?  
 

  #1 Digestive Health and Genetic Understanding 
  #2 Balanced Hormones and Emotions 
  #3 Nutritional Correction for Living to be 120  
  #4 Improved Fitness, Happiness and Lifestyle 
  #5 Optimal Brain Function and Memory 
  #6 Joint Health and Pain Resolution 

 
Are you here visiting us to: 
 

 Resolve my immediate problem 
 Lifestyle program for optimized living 
 Stem cell therapy 
 All of the above  

Other:  _____________________________ 
 
 
If we were to sit down and discuss your life 3 years from now and look back at 
today, what would you like to experience for you to be happy with your progress 
and feel like this was the most impactful health transformation possible? (This 
can relate to your relationships, your freedom, personal capabilities, your work, 
etc.) 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
What potential obstacles do you foresee that would prevent you to get the help 
you deserve?  
_______________________________________________________________________ 
 
Is it possible to overcome or prevent these potential barriers? 
_______________________________________________________________________ 
 
 
 



 

 

In helping thousands of patients just like you we have found that there are 8 
mindsets that will best assist you in accomplishing your health goals. Please rate 
yourself on each mindset with 0% meaning, not you at all and 100% as you to-
tally agree or you would like to have that mindset. 
 
#1 Restoring your health is your top priority and you are committed to do what it takes to start 
feeling better. 

 0%                25%               50%               75%               100% 
 
#2 Your life is a gift and you are confident that your body can heal with correct testing, treat-
ments, lifestyle, coaching and guidance.  

 0%                25%               50%               75%               100% 
 
#3 You are willing to make the necessary lifestyle changes for you to achieve your goals once 
you have the support to lead you in the right direction.  

 0%                25%               50%               75%               100% 
 
#4 You are 100% committed to working with a healthcare team that focuses more on prevention 
and optimizing your health than on disease and medication management and wish to live a long, 
healthy, happy life. 

 0%                25%               50%               75%               100% 
 
#5 You are driven to feel great and to meet your health goals because your family, friends, co-
workers, and loved ones believe in you and support you.  

 0%                25%               50%               75%               100% 
 
#6 You see that investing in health leads to a healthier future because without your health, eve-
rything else in life loses its enjoyment and your insurance usually covers little more than costly 
drugs and invasive surgery. 

 0%                25%               50%               75%               100% 
 
#7 You understand that healing is a holistic process that involves emotional well-being, physical 
fitness, mental enhancement, detoxification, and are excited to share your breakthroughs with 
your friends and family.  

 0%                25%               50%               75%               100% 
 
#8 You feel you can learn how to be your own best healer and would like a simple, step-by-step 
approach that gives you an educational curriculum so that you can get healthy and keep your 
health independence for the rest of your life. 

 0%                25%               50%               75%               100% 

 

Anything else you feel we should know about you? 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 

THANK YOU 



 

 
 

Health History: 
 

Height: ____________   Weight: ______________ 
 

Who is your primary care physician? _______________________________________ 
Are you currently under drug or medical care?    Y      N 
If so, please explain: ___________________________________________________________________ 
 
Please list all past surgeries / hospitalizations (type & date): _________________________________ 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Please list all prescriptions and/or supplements that you are currently taking: 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Please list any allergies: _______________________________________________________________ 
 
Please check if any of the following apply to your health history: 

 Arthritis   Epilepsy   Pace-maker   Tonsillitis 
 Asthma   Glaucoma   Parkinson’s Disease  Tuberculosis 
 Bleeding Disorders  Heart Disease   Psychiatric care  Tumors / Growths 
 Cancer   Hepatitis   Rheumatoid Arthritis  Ulcers 
 Chemical Dependency  High Cholesterol  Rheumatic Fever  Vaginal Infections 
 Chicken Pox   Kidney Disease  Scarlet Fever   Vision impairment 
 Constipation   Liver Disease   STD”s  Other:______________ 
 Depression / anxiety  Miscarriage   Stroke   ___________________  
 Diabetes   Mononucleosis  Suicide Attempt ____________________  
 Diarrhea   Multiple Sclerosis  Thyroid Problems   

 
Does anyone in your family have a history of heart disease, diabetes, arthritis, cancer, etc.?  If so, 
please explain: 
_____________________________________________________________________________________ 
 
Do you exercise?    Y    N   If so, please give a brief description of your typical routine: 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Please mark your level of work activity:  Standing  Sitting  Light Labor  Heavy Labor 
Do you smoke?   Y   N  If yes, how many per day? _____________ 
Do you drink alcohol?    Y    N  If yes, how many drinks per week? _____________ 
Do you drink caffeine?   Y    N  If yes, how many cups per day? ______________ 
I certify that the above questions were answered accurately.  I understand that providing incorrect informa-
tion can be dangerous to my health. 
 
Patient / Guardian Signature: __________________________________________        Date: ______________ 



 

 

 
INFORMED CONSENT TO CARE 

 
I voluntarily consent to be treated by East West Health Solutions.  The clinic offers several treatment modalities.  The 
course of treatment will be determined between the Healthcare practitioner and patient. 
 
The treatments consist of, but are not limited to: 

• The use of acupuncture needles to stimulate points and meridians 
• Use of electrical, mechanical, or magnetic devices to stimulate acupuncture points and meridians 
• Moxibustion 
• Acupressure 
• Dermal friction technique 
• Infrared therapy 
• TCM nutritional advice 
• Chiropractic care 
• Functional medicine services 
• Cupping 
• Cranial-sacral therapy 

 
I acknowledge that there are some risks to the treatment(s).  These side effects may include, but are not limited to: 

• Some pain following treatment in the insertion area 
• Minor bruising 
• Infection 
• Needle sickness 
• Bleeding in the insertion area 
• Strain / sprain injuries 
 

Please notify a practitioner if you: 
• Have a severe bleeding disorder, or a pace maker 
• If you are pregnant or nursing 
• Other severe medical conditions 

 
Prior to receiving care, a health history and physical examination will be completed.  These procedures will assist the 
practitioner in determining which modalities are needed, or if any further examinations or studies are required. 
 
I understand that there is neither an implied nor stated guarantee of success of effectiveness of a specific treatment se-
ries of treatments.  I understand that all my questions regarding the procedure will be answered, and that I am free to 
withdraw my consent and discontinue treatment at any time. 
 
I hereby authorize East West Health Solutions to release any information regarding my condition to the referring physi-
cian (if any) and/or to my insurance for the processing of any claim.  With notification, I also authorize East West Health 
to obtain my medical records from other physicians or medical centers. 
 
Payment in full is expected at the time of each appointment.  I agree to give a 24-hour notice to the clinic if I must cancel 
or re-schedule an appointment.  I understand that I will be charged a $35.00 fee for any appointment that is missed or 
cancelled without first giving a 24-hour notice to the clinic.  Exceptions may be made in a case of emergency.  I under-
stand that if I am tardy for my appointment, I may loose my place on the schedule, or be treated when convenient for my 
provider. 
 
Patient / Guardian signature: _______________________________________________ Date: ____________________ 

 



 

 
 

HIPPA: Acknowledgement of Receipt of Notice of Privacy Practices 
 

Patient name: _____________________________ DOB: ____/____/____ 
 
I acknowledge that I have reviewed the HIPPA Notice of Privacy Practices of East 
West Health Solutions.  (Please initial one of the following options and sign be-
low). 
 
_______ I wish to receive a paper copy of HIPPA privacy practices 
 
_______ I wish to receive an electronic copy of HIPPA privacy practices 
   

• email address: _____________________________________ 
 

_______ I do not request a copy or email of the HIPPA privacy practices at this 
time.  I acknowledge that I can request a copy at any time and the privacy notice 
is posted in the office.   
 
Please initial below: 
 
_______ I acknowledge that it is the policy of East West Health Solutions to leave 
reminder messages on my answering machine or with another person in my 
home.  I may make a request of an alternative means of communication (within 
reason) in writing. 
 
_______ I acknowledge that if I should have a problem or questions in regard to 
my rights, I may speak with the office manager about my concerns.  
 
 
Patient Signature: ______________________________   Date: ________________ 
 
Guardian Signature: ____________________________   Date: ________________ 
 
Witness (staff): ___________________________________ Date: _________________ 



Name: ___________________________________________  Age: ______ Sex: _____     Date: ____________________
 

 
PART I 

Please list your 5 major health concerns in order of importance:

1. ____________________________________________  4. ___________________________________________ 
2. ____________________________________________  5. ___________________________________________
3. ____________________________________________

PART II  Please circle the appropriate number on all questions below. 0 as the least/never to 3 as the most/always.

Metabolic Assessment Formtm

Symptom groups listed on this form are not intended to be used as a diagnosis of any disease or condition.  

Category I     
Feeling that bowels do not empty completely  
Lower abdominal pain relieved by passing stool or gas   
Alternating constipation and diarrhea   
Diarrhea   
Constipation   
Hard, dry, or small stool  
Coated tongue or “fuzzy” debris on tongue 
Pass large amount of foul-smelling gas
More than 3 bowel movements daily 
Use laxatives frequently 

Category II    
Increasing frequency of food reactions 
Unpredictable food reactions 
Aches, pains, and swelling throughout the body 
Unpredictable abdominal swelling
Frequent bloating and distention after eating    
Abdominal intolerance to sugars and starches
    
Category III     
Intolerance to smells
Intolerance to jewelry
Intolerance to shampoo, lotion, detergents, etc
Multiple smell and chemical sensitivities
Constant skin outbreaks
   
Category IV 
Excessive belching, burping, or bloating
Gas immediately following a meal
Offensive breath
Difficult bowel movements
Sense of fullness during and after meals
Difficulty digesting fruits and vegetables;  
 undigested food found in stools

Category V
Stomach pain, burning, or aching 1-4 hours after eating
Use of antacids
Feel hungry an hour or two after eating
Heartburn when lying down or bending forward
Temporary relief by using antacids, food, milk, or
 carbonated beverages
Digestive problems subside with rest and relaxation
Heartburn due to spicy foods, chocolate, citrus,
 peppers, alcohol, and caffeine

Category VI 
Roughage and fiber cause constipation
Indigestion and fullness last 2-4 hours after eating
Pain, tenderness, soreness on left side under rib cage
Excessive passage of gas
Nausea and/or vomiting
Stool undigested, foul smelling, mucus like,
 greasy, or poorly formed
Frequent urination
Increased thirst and appetite

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3

0     1     2     3

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3

0     1     2     3
0     1     2     3

0     1     2     3

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3 
0     1     2     3

0     1     2     3
0     1     2     3 
0     1     2     3

Category VII
Abdominal distention after consumption of
 fiber, starches, and sugar
Abdominal distention after certain probiotic
 or natural supplements
Lowered gastrointestinal motility, constipation
Raised gastrointestinal motility, diarrhea
Alternating constipation and diarrhea
Suspicion of nutritional malabsorption
Frequent use of antacid medication
Have you been diagnosed with Celiac Disease,
 Irritable Bowel Syndrome, Diverticulosis/
 Diverticulitis, or Leaky Gut Syndrome?

Category VIII 
Greasy or high-fat foods cause distress
Lower bowel gas and/or bloating several hours
 after eating
Bitter metallic taste in mouth, especially in the morning
Burpy, fishy taste after consuming fish oils
Difficulty losing weight 
Unexplained itchy skin
Yellowish cast to eyes
Stool color alternates from clay colored to
 normal brown
Reddened skin, especially palms
Dry or flaky skin and/or hair
History of gallbladder attacks or stones
Have you had your gallbladder removed?

Category IX 
Acne and unhealthy skin
Excessive hair loss
Overall sense of bloating
Bodily swelling for no reason
Hormone imbalances
Weight gain
Poor bowel function
Excessively foul-smelling sweat

Category X     
Crave sweets during the day
Irritable if meals are missed
Depend on coffee to keep going/get started
Get light-headed if meals are missed
Eating relieves fatigue
Feel shaky, jittery, or have tremors
Agitated, easily upset, nervous
Poor memory/forgetful
Blurred vision

Category XI
Fatigue after meals
Crave sweets during the day
Eating sweets does not relieve cravings for sugar
Must have sweets after meals
Waist girth is equal or larger than hip girth
Frequent urination
Increased thirst and appetite
Difficulty losing weight 

0     1     2     3

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3

    Yes     No

0     1     2     3

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
    Yes     No

0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3
0     1     2     3

0     1     2     3
0     1     2     3
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 Category XII 
Cannot stay asleep

Crave salt

Slow starter in the morning

Afternoon fatigue

Dizziness when standing up quickly

Afternoon headaches

Headaches with exertion or stress

Weak nails 

Category XIII
Cannot fall asleep

Perspire easily

Under a high amount of stress

Weight gain when under stress 

Wake up tired even after 6 or more hours of sleep

Excessive perspiration or perspiration with little 

 or no activity

Category XIV 
Edema and swelling in ankles and wrists

Muscle cramping

Poor muscle endurance

Frequent urination

Frequent thirst

Crave salt

Abnormal sweating from minimal activity

Alteration in bowel regularity

Inability to hold breath for long periods

Shallow, rapid breathing

Category XV
Tired/sluggish

Feel cold―hands, feet, all over
Require excessive amounts of sleep to function properly

Increase in weight even with low-calorie diet

Gain weight easily

Difficult, infrequent bowel movements
Depression/lack of motivation

Morning headaches that wear off as the day progresses

Outer third of eyebrow thins

Thinning of hair on scalp, face, or genitals, or excessive 

 hair loss

Dryness of skin and/or scalp

Mental sluggishness

Category XVI
Heart palpitations

Inward trembling

Increased pulse even at rest

Nervous and emotional

Insomnia
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Category XVI (Cont.) 
Night sweats
Difficulty gaining weight

Category XVII (Males Only)
Urination difficulty or dribbling
Frequent urination
Pain inside of legs or heels
Feeling of incomplete bowel emptying
Leg twitching at night

Category XVIII (Males Only)
Decreased libido
Decreased number of spontaneous morning erections
Decreased fullness of erections
Difficulty maintaining morning erections
Spells of mental fatigue
Inability to concentrate
Episodes of depression
Muscle soreness
Decreased physical stamina
Unexplained weight gain
Increase in fat distribution around chest and hips
Sweating attacks
More emotional than in the past

Category XIX (Menstruating Females Only)
Perimenopausal
Alternating menstrual cycle lengths
Extended menstrual cycle (greater than 32 days)
Shortened menstrual cycle (less than 24 days)
Pain and cramping during periods
Scanty blood flow
Heavy blood flow
Breast pain and swelling during menses
Pelvic pain during menses
Irritable and depressed during menses
Acne
Facial hair growth
Hair loss/thinning

Category XX (Menopausal Females Only)
How many years have you been menopausal?
Since menopause, do you ever have uterine bleeding?
Hot flashes
Mental fogginess
Disinterest in sex
Mood swings
Depression
Painful intercourse
Shrinking breasts
Facial hair growth
Acne
Increased vaginal pain, dryness, or itching

PART III
How many alcoholic beverages do you consume per week?      

How many caffeinated beverages do you consume per day?  

How many times do you eat out per week? 

How many times do you eat raw nuts or seeds per week?

List the three worst foods you eat during the average week:

List the three healthiest foods you eat during the average week:

PART IV
Please list any medications you currently take and for what conditions:

Please list any natural supplements you currently take and for what conditions:  

Rate your stress level on a scale of 1-10 during the average week:

How many times do you eat fish per week?
How many times do you work out per week?
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