
Advanced Acupuncture & Pain Management Clinic, LLC 
2129 2nd Street, White Bear Lake, MN 55110 

AdvancedAcuClinic@Gmail.com 

David Simmons, Owner, CMT, Ma. Om., Dipl. Ac., L.Ac.
 
 

Clinic: 612 – 547 – 9301  Cell: 763 – 213 – 9936 
__________________________________________________________________________ 

DATE: ____/____/_____ 

PATIENT INFORMATION: 
  

Name: ________________________________________ 

Age: _____    Date of Birth: ____/____/_____  Gender: ______________________ 
           
Home Address:  ________________________________  Phone: (_____)_______-_________ 

________________________________  Email: _______________________ 

    

Primary Care Physician: _____________________     Phone: (_____)_______-_________ 

Date of last medical examination: ____/____/_____ 

EXPERIENCE WITH ACUPUNCTURE 

Have you received acupuncture treatment before?   YES   NO  
     
If yes, for what conditions and what was the outcome?  

Are there any health conditions the practitioner should be aware about prior to treatment such as diabetes, 
low blood pressure, ETC? 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Emergency Contact: ___________________   Relationship to Patient: __________ 

Emergency Contact Phone number: (_____)_______-_________ 



COMPLAINTS: 

What are your main complaints? 

Primary Complaint: _________________________________________________________________ 

      __________________________________________________________________________________ 

      __________________________________________________________________________________ 

      __________________________________________________________________________________ 

      __________________________________________________________________________________ 
     
      __________________________________________________________________________________ 

      __________________________________________________________________________________ 

      __________________________________________________________________________________ 

Please indicate on the scale below where you would rate your PRIMAIRY complaint. 

!  

On the diagram, please indicate the areas where you feel symptoms associated with your complaints. 

!  



Please mark on the scale below where you would rate your current overall quality of life. 

!  



PRIMARY COMPLAINT: 

Please answer all of the following questions focusing on your Primary Complaint ONLY: 

1. Briefly explain history of your Primary Complaint, i.e. how long have you had this condition; was 
the onset SUDDEN or GRADUAL; was there a significant event that lead to this condition? 

2. Have you seen a physician (or other primary care provider) for your Primary Complaint? If yes, 
when and what diagnosis did you receive? 

3. Other Care: what other therapies are you doing or have you done to manage your Primary 
Complaint, e.g. physical therapy, medication, chiropractic, etc.? Did any of these therapies help? 

  

  


