
Pang Acupuncture and Wellness

**Please turnover and fillout back side of form** 

 

Name ____________________________________ Relation ___________________________ 

Phone Number(s) ________________________________________ 

Primary Care Physician’s Information: 
Physician Name ___________________ Phone # ________________ 

Address (City) ____________________________ 
Medical History 

Are you presently being treated for any medical condition? ☐ Yes / ☐ No 

What health issue(s)may we help you with? __________________________________________ 

Please list below anymedicine, supplements, or herbs.
 

(Include birth controlpills, multivitamins, antacids, laxative, diet pills, insulin, etc.) 

Personal Information 

Child Name _________________________ Preferred Name (if other) _________________________ 

Street Address ___________________________________________________________________ 

City _________________________ State __________ Zip ____________

Home Phone # _________________ Work # ____________________ 

Mobile/Other __________________ Gender: ☐ F ☐ M ☐Other: ________

Referred by _______________________________________ 

Birthdate ____/____/________ Age ______

Emergency Contact

Drug/Supplement Amount Why How Long?

Parent/Guardian Name (s) __________________________________________________ 



New Patient Form 

 

 

General Lifestyle 

How many glasses of water do you typically drink a day? ___ Tea/Coffee___ Soda___ 

How often  do you exercise? _______________________________________________ 

What type of exercise? ___________________________________________________ 

Would you like to receive periodic informative emails about once a month? 
(We will not share your information with anyone) 

☐ Yes; please write in email here____________________________ ☐ No Thanks 

Signature______________________________ Date___________________ 

 Do you have any allergies? (pollen, food, drug) _________________________________________ 

Do you have any bleeding/clotting disorders? ☐ Yes / ☐ No 

Please list date and type of any surgeries or hospitalizations below.

 Date Hospitalization / Surgery
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Please answer these questions about your child. Keep in mind how your child usually behaves. If you have seen your 
child do the behavior a few times, but he or she does not usually do it, then please answer no. Please circle yes or no 
for every question. Thank you very much. 

1. If you point at something across the room, does your child look at it?  Yes No  
(FOR EXAMPLE, if you point at a toy or an animal, does your child look at the toy or animal?) 

2. Have you ever wondered if your child might be deaf?  Yes No 

3. Does your child play pretend or make-believe? (FOR EXAMPLE, pretend to drink Yes No  
from an empty cup, pretend to talk on a phone, or pretend to feed a doll or stuffed animal?) 

4. Does your child like climbing on things? (FOR EXAMPLE, furniture, playground Yes No  
equipment, or stairs) 

5. Does your child make unusual finger movements near his or her eyes?  Yes No  
(FOR EXAMPLE, does your child wiggle his or her fingers close to his or her eyes?) 

6. Does your child point with one finger to ask for something or to get help?  Yes No  
(FOR EXAMPLE, pointing to a snack or toy that is out of reach) 

7.   Does your child point with one finger to show you something interesting?  Yes No  
(FOR EXAMPLE, pointing to an airplane in the sky or a big truck in the road) 

8.   Is your child interested in other children? (FOR EXAMPLE, does your child watch Yes No  
other children, smile at them, or go to them?) 

9.   Does your child show you things by bringing them to you or holding them up for you to Yes No    
see – not to get help, but just to share?  (FOR EXAMPLE, showing you a flower, a stuffed  
animal, or a toy truck) 

10. Does your child respond when you call his or her name? (FOR EXAMPLE, does he or she Yes No  
look up, talk or babble, or stop what he or she is doing when you call his or her name?) 

11. When you smile at your child, does he or she smile back at you?  Yes No 

12. Does your child get upset by everyday noises? (FOR EXAMPLE, does your Yes No  
child scream or cry to noise such as a vacuum cleaner or loud music?) 

13. Does your child walk?  Yes No 

14. Does your child look you in the eye when you are talking to him or her, playing with him Yes No  
or her, or dressing him or her? 

15. Does your child try to copy what you do? (FOR EXAMPLE, wave bye-bye, clap, or Yes No  
make a funny noise when you do)    

16. If you turn your head to look at something, does your child look around to see what you Yes No      
are looking at? 

17. Does your child try to get you to watch him or her? (FOR EXAMPLE, does your child Yes No  
look at you for praise, or say “look” or “watch me”?) 

18. Does your child understand when you tell him or her to do something?  Yes No  
(FOR EXAMPLE, if you don’t point, can your child understand “put the book  
on the chair” or “bring me the blanket”?) 

19. If something new happens, does your child look at your face to see how you feel about it? Yes No  
(FOR EXAMPLE, if he or she hears a strange or funny noise, or sees a new toy, will  
he or she look at your face?) 

20. Does your child like movement activities?  Yes No 
(FOR EXAMPLE, being swung or bounced on your knee) 


