
Theresa Palazzo L.Ac.

FIRST VISIT QUESTIONNAIRE FOR MEN

Please note:  This questionnaire will be kept confidential.  Your answers will help to determine the best  
treatment plan for you.  If you have any questions, please ask.  

GENERAL INFORMATION TODAY'S DATE:
Name

Street Address

City                                                                                                             State                                  Zip

Phone Number where I may contact you: _______________________________________

Email where I may contact you: ______________________________________________

Emergency Contact:  Name________________________________  Phone__________________

Sex:  Male/Female/Transexual Height: Weight:

Date of Birth: Age:

Marital Status:  Do you have children?     Yes / No How many?_______

Occupation:

Have you received acupuncture before?   Yes / No Chinese Herbal Medicine?   Yes / No

Who referred you to me?__________________________________



Theresa Palazzo L.Ac.

CURRENT HEALTH HISTORY

Please list, in order of priority, your reasons for seeking acupuncture treatment, and how long you have had 
each condition.

Condition How Long

1. ___________________________________ #_________Months/Years

2. ___________________________________ #_________Months/Years

3. ___________________________________ #_________Months/Years

4. ___________________________________ #_________Months/Years

5. ___________________________________ #_________Months/Years

What other forms of treatment have you tried for these conditions?

Please mark these figures to show the location of any body pain you have:

           FRONT             BACK

Are you presently under the care of a physician?      Yes/No

If yes, for what condition?  ____________________________________ For how long? ______________

CURRENT MEDICATIONS
List any prescribed medications you are currently taking (over-the-counter/supplements should be listed on the back).
MEDICINE DOSAGE START DATE PRESCRIBED BY REASON



Theresa Palazzo L.Ac.

SYMPTOM SURVEY

Check any of the following symptoms you have currently, or have had in the past.

SYMPTOM NOW PAST SYMPTOM NOW PAST SYMPTOM NOW PAST
Lack of appetite □ □ Difficulty focusing / 

making plans or decisions
□ □ Cough □ □

Excessive appetite □ □ Muscle Spasms/Cramps □ □ Shortness of Breath □ □
Loose stool/diarrhea □ □ Insomnia □ □ Asthma □ □
Indigestion □ □ Difficulty Falling Asleep □ □ Tend to Catch Colds 

Easily
□ □

Vomiting □ □ Difficulty Staying Asleep □ □ Allergies □ □
Nausea □ □ Heart Palpitations □ □ Low sense of smell □ □
Belching □ □ Irregular Heart Beat □ □ Nasal Problems □ □
Bad Breath □ □ Nightmares □ □ Skin Issues □ □
Heartburn/Reflux □ □ Mentally Restless □ □ Bronchitis □ □
Feeling the retention of 

food
□ □ Laughing for no reason □ □ Colitis/Diverticulitis □ □

Ulcers □ □ Angina Pains □ □ Constipation □ □
Easy to Bruise □ □ Dark/scanty urination □ □ Feeling of Excessive Fear □ □
Hemorrhoids □ □ Abdominal Pain □ □ Low Back Pain □ □
Tendency to feel 

obsessive in 

work/relationships

□ □ Chest Pain □ □ Knee Pain □ □

Feeling Excessive Worry □ □ Sciatic Pain □ □ Hearing Impairment □ □
Frequent use of antibiotics □ □ Ribside Pain □ □ Ear Ringing □ □
High Cholesterol □ □ Headaches □ □ Kidney Stones □ □
Eye Pain/Problems □ □ Dizziness/Vertigo □ □ Decreased Sex Drive □ □
Jaundice □ □ Tendency to Faint Easily □ □ Increased Sex Drive □ □
Difficulty digestion of oily 

foods
□ □ Sweat Easily □ □ Hair Loss □ □

Gall Stones □ □ Strong Thirst □ □ Urinary Problems □ □
Light Colored Stools □ □ Depression □ □ Fatigue □ □
Pain/Coldness in Genitals □ □ Anxiety □ □ Edema/Ankle Swelling □ □
Soft or Brittle Nails □ □ Eating Disorder □ □ Blood in Stool □ □
Cold Hands/Feet Sudden weight loss Black/Tarry Stools
Easily Angered/Agitated □ □ Sudden weight gain □ □ Difficult to stop bleeding □ □

Intolerance to weather 

change
□ □

 



Theresa Palazzo L.Ac.

MEN'S SURVEY

Date of Last Prostate Exam:

List any abnormal results of manual prostate exam, PSA or lab tests:

Please check  if you have any of the following symptoms:

Delayed Stream of Urine □ Painful Urination □ Increased Sex Drive □
Dribbling Urination □ Testicular Pain □ Decreased Sex Drive □
Incontinence □ Back Pain □ Frequent Daytime Urination □
Retention of Urine □ Premature Ejaculation □ Frequent Nighttime Urination 

(waking you from sleep)
□

Rectal Dysfunction □ Erection difficulties □ Groin Pain □

Please list any other symptoms you are having:



Theresa Palazzo L.Ac.

FAMILY/MEDICAL HISTORY

Please indicate if you or a blood relative has been diagnosed with any of these significant illnesses:

DISEASE ME RELATIVE DISEASE ME RELATIVE

Hepatitis □ □ Cancer □ □
High Blood Pressure □ □ Autoimmune Disease □ □
Diabetes □ □ Seizures □ □
Heart Disease □ □ HIV/AIDS □ □
Emotional Disorders □ □

Please list any serious illnesses/hospitalizations/surgeries:

____________________________________________________________ Date: ____________

____________________________________________________________ Date: ____________

____________________________________________________________ Date: ____________

Do you have a pacemaker or defibrillator? Yes / No

Are you taking Warfarin/Coumadin/Blood Thinners? Yes / No

Are you taking Lithium? Yes / No

ALLERGIES
List any substance to which you are allergic including foods, environmental triggers & medications
Please include if you have any metal allergies.

SOCIAL BACKGROUND:
Do you use:
Coffee/Black Tea Yes/No #____/week Alcohol Yes/No #____/week

Tobacco Yes/No #____/week Non-Medical Drugs Yes/No #____/week

Soda Yes/No #____/week OTC Pain Meds Yes/No #____/week

List any health problems/ongoing health concerns not already mentioned:

______________________________________________________________________________________

______________________________________________________________________________________

_____________________________________________________________________________________

Is there anything else you’d like me to know about your life, or your reasons for seeking acupuncture?

_____________________________________________________________________________________

______________________________________________________________________________________

If there are changes to any of the above, I agree to inform my Acupuncturist as well as my Medical Doctor.

____________________________________________ Date:______________________

Signature


