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Brian Falk, Ph.D., L.Ac. 
410 Palm Ave. A4 

Carpinteria, CA 93013 
(805) 223-0915

NEW PATIENT INFORMATION 

Please print Date______________ 

Full Name_______________________________ Date of Birth______________ Gender_________________________ 

Address_________________________________City_____________________State_______Zip__________________ 

Phone _______________________________  2ndPhone __________________________________________ 

Email___________________________________ Marital Status____________ Referred by_______________________ 

Occupation_________________________________ Employer _____________________________________________ 

Person and # to contact in case of emergency___________________________________________________________ 

If under 18 years old, name of parent or guardian_________________________________________________________ 

Other health professionals you are seeing at this time and for what reason_____________________________________ 

__________________________________________________________________________________________________________ 

What are your primary health concerns?

1._________________________________________________________________________________________________________ 

2._________________________________________________________________________________________________________ 

3._________________________________________________________________________________________________________ 

Please list all current prescription medications Herbs, Supplements, Vitamins you currently take 

 Name   Why you take it  Name  Why you take it 

________________ __________________________ _________________ __________________________ 

________________ __________________________ _________________ __________________________ 

________________ __________________________ _________________ __________________________ 

________________ __________________________ _________________ __________________________ 

________________ __________________________ _________________ __________________________ 

Past long-term medications? ________________________________________________________________________________ 

Please list all known allergies including specific reactions to medications___________________________________________ 

___________________________________________________________________________________________________________ 
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Do you use? ____Alcohol Type and frequency_______________ 

____Tobacco # of years _________ packs per day________________ 

____Coffee # of cups per day_________________ 

Personal Medical History 

Childhood illnesses? ________________________________________________________________________________ 

Previous hospitalizations? ____________________________________________________________________________________ 

Previous surgeries, including any problems from anesthesia? _____________________________________________________ 

Major injuries or scars? ______________________________________________________________________________ 

Psychiatric illnesses and admissions? __________________________________________________________________ 

Estimated current body weight__________ Highest and lowest weight in last 2 years___________________ 

Check all the boxes below that are now or have been a part of your personal health history 

          Current    Past              Current    Past Current       Past 

Asthma Arthritis  Cancer  

Bronchitis Diabetes Tuberculosis 

Pneumonia Epilepsy Kidney or Gall Stones 

Chest pain Hepatitis High Blood Pressure 

Heart attack HIV + Low Blood Pressure 

Place a CHECK by the 3 foods you eat most. Place a CHECK by the 3 beverages you drink most.  

Place an X by the 3 foods you eat least. Place an X by the 3 beverages you drink least. 

Dairy  Black or Green tea 
Eggs  Herbal tea 
Fish Fruit Juice 
Fruits  Vegetable juice 
Grains and breads Milk 
Legumes (beans, lentils, sprouts) Soda/non-juice sweet drinks 
Meat or poultry  Soy/Rice/Almond milk 
Nuts and Seeds  Coffee 
Sweets or desserts Water 
Vegetables and salads Wine/Beer/Cocktails 

Family Medical History (check conditions) 

Diabetes Cancer Heart Disease  Asthma Epilepsy Mental Disorders 
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Woman Only 

Age of first period_______ Average days in your cycle_______ Average days of flow_________ 

Do you currently experience: cramps PMS itching 

vaginal discharge    Clots Spotting 

Birth control history (methods and years used): ___________________________________________________________ 

Obstetric history (number of pregnancies, births, abortions, miscarriages) ______________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Gynecological history (Fibroids, PID, Endometriosis, etc.) ________________________________________________________ 

History of STI’s (Sexually Transmitted Infections) such as herpes, chlamydia, warts, etc.) _____________________________ 

___________________________________________________________________________________________________________ 

Date of last PAP? ____________Results of PAP? ___________________________________________________________________ 

Are you or might you be pregnant? ______________ 

If menopausal, age of onset of menopause________ Menopausal difficulties_______________________________________________ 

Other gynecological problems? __________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Men Only 

Genital or scrotal pain? ____________ Discharge from penis? ___________ Fertility difficulties? ___________________ 

Reduced libido? _________________ Impotence or premature ejaculation? ____________________________________ 

Vasectomy? _____________________ Prostate problems? _________________________________________________ 

History of STI’s (Sexually Transmitted Infections) such as herpes, chlamydia, warts, etc.) __________________________ 

_________________________________________________________________________________________________ 

Other problems or issues? ___________________________________________________________________________ 
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Office policies: 

Payment for office visits and herb/supplements are due at the time of service unless otherwise pre-arranged. I 
accept cash, checks, and all major credit cards. It is my policy that I do not offer third-party billing. If you have insurance 
coverage, it is your responsibility to submit all claims for reimbursement of any treatments. I am happy to provide any 
assistance you may need in gathering information for your claim. Please note that most insurance carriers do not 
reimburse for any herbal or nutritional supplements. 

If you need to cancel or reschedule your appointment, please give 24 hours’ notice so that I may utilize the time for 
someone else. If you are unable to do so, a late cancellation fee of an office visit will be imposed. 

I have read the above statement and understand that I am financially responsible for all treatments and herb/supplements 
received.  

Signature____________________________________________________Date_________________________ 
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Brian Falk Ph.D., L.Ac. 
410 Palm Ave. A4 

Carpinteria, CA 93013 
(805) 223-0915

Terms and Conditions for Treatment 

1. Medical Consent:     I request and consent to performance of procedures within the scope of practice of acupuncture and
Chinese Medicine on me (or on the patient named below, for whom I am legally responsible) by the above named licensed
acupuncturist. I understand methods of treatment may include, but are not limited to acupuncture, herbs, nutritional
supplements, cupping, medical massage, moxibustion, and nutritional counseling.

I have had the opportunity to discuss with the acupuncturist named above the nature and purpose of acupuncture, herbs, and
other procedures. I do not expect the acupuncturist to be able to anticipate and explain all risks and complications, and I wish
to rely on the acupuncturist to exercise judgment during the course of the procedure which the acupuncturist feels at the time,
based upon the facts then known, is in my best interest. I understand the results are not guaranteed. I (or my representative)
accept full responsibility to follow up any medical advice given by the acupuncturist.

I have been informed and understand that acupuncture is a safe method of treatment, but occasionally there may be some
bruising or tingling near the needling sites lasting a few days. There may be some bruising after cupping. I understand that
some herbs may be inappropriate during pregnancy. If I suspect I am pregnant, I will immediately inform the acupuncturist. If I
experience side effects to my herbs, I will inform the acupuncturist.

I have read, or have had read to me, the above consent. I have also had the opportunity to ask questions about its content,
and by signing below I agree to the above-named procedures. I intend this consent form to cover the entire course of
treatment for my present condition and for any future condition(s) for which I seek treatment.

________________________________  OR    _______________________________________     _________________________ 
Signature of Patient   Signature of Patient Representative   Relationship 

or Parent of a Minor 

________________________________   OR   ________________________________________   ________________________ 
Print Patient’s Name                            Print Name of Representative or Parent   Date 

Please email completed form to Dr. Brian Falk at drbrianfalk@gmail.com or bring a completed copy to your initial appointment.
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