Louise Tong, rrcwp, RAC

Registered Traditional Chinese Medicine Practitioner and Registered Acupuncturist ¥ {fi 58 &1 % fii
Member of Canadian Society of Chinese Medicine and Acupuncture 4= il /H & 15 & & &

Patient Name % #4: Age FHS: Sex 1 h:
Address Hb it Tel. Eifh
Occupation Hi#3E: Email:

Chief complaint, duration: ¥ %

Acupuncture/Chinese herbal medicine and other TCM modalities are safe and effective for the prevention and
treatment of a wide range of health problems and for the promotion of general well being. Although
acupuncture/Chinese herbal medicine is helpful for many health conditions, it is not intended to replace any tests or
treatments recommended by your physicians. Please continue your medications prescribed by your physician while
you receive TCM services at this clinic. It is important to inform the practitioner honestly and in details of your illness
and health conditions in order to receive effective treatment.

Acupuncture treatment may cover by your insurance, but not covered by OHIP. Please check with your employee
benefits.

Please note that acupuncture is safe, but occasional bruising and post needling sensation may happen. Fainting may
occur for new patients due to nervousness, hunger or extreme tiredness. Chinese herbs are also very safe and effective
when recommended by TCM doctors. The response of the body to the treatment may happen occasional abdominal
upset, diarrhea, insomnia and sweating. If you have any concerns please do not hesitate to ask.
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Exemption of Liability Clause:

I (undersigned patient) hereby request and consent to receive
traditional Chinese medical treatments including acupuncture, Chinese herbal medicine and/or
other related treatments from the above practitioner. | acknowledge that the above treatments and
all its ramifications have been full explained to me. I also absolve of the above practitioner, if |
experience from any unexpected effects results of the treatment.
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Patient’s Signature: Date of Signature:

Practitioner’s Signature: Date of Signature:




Personal Health History: 1 A /&

Cancer J&E4iE Heart Disease /U i/ Allergies/Asthma U/ i Hypertension 7= If1/AE
Hepatitis AT # AIDSHIV B Thyroid Disease  H R I Mental Illness #5175
Diabetes # R Arthritis IR Rheumatic Fever 2% Epilepsy JEE R
Herpes % Herpes b2 Anemia A Others HoAth
Please specify & 8:
Surgeries:
Ty
Allergies of food or drugs: Existing Medications:
HEEY) YU Bk gEy
Serious illness of any family members:
5 E RS BALE 38 2 1Y fR
Practitioner Use Only: BHiZE
History of the present illness: 71
Main Symptoms:
FEER
Accompany symptoms:
HABARE R
Relieving/exacerbating factors:
FEAR BT AR/ E
Development of illness:
A iR
Tests/diagnosis, Treatment/ result:
W AT AR I B, 22 B 0 R
General Information
Chills/Fever: Sweating:
Appetite: Thirst:
Urine: Stool:
Head & Chest & abd:
body:
Ears & eyes: Sleep:
Emotion: Energy:
Menstruation: = Cycle: Days Color: Qty: Clots:
Note:
Diet: Exercise:
Stress: Profession:
Smoke: Alcohol:
Spirit: Speech:
Body Shape: Movements:
Tongue Coating:
Pulse: Pain Location
DIAGNOSIS:

DIFFERENTIATION:

TREATMENT PRINCIPLES:

TREATMENT REMEDIES:




Name of patient:
Main Complain:

Effect of last TX:

Current Assessment:

Pulse:

Tongue
Differentiation:
TX Principle:

Main Complain:
Effect of last TX:

Current Assessment:

Pulse:

Tongue
Differentiation:
TX Principle:

Main Complain:
Effect of last TX:

Current Assessment:

Pulse:

Tongue
Differentiation:
TX Principle:

Main Complain:
Effect of last TX:

Current Assessment:

Pulse:

Tongue
Differentiation:
TX Principle:

Follow up Form

Sex:

Date: No. of Visit:
Treatment:

Date: No. of Visit:
Treatment:

Date: No. of Visit:
Treatment:

Date: No. of Visit:
Treatment:



