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B l u e b i r d   A c u p u n c t u r e , I n c. 

N e l l    C a r r   Y o u n g , L . A c . 

4 8 0 0  P l e a s a n t  H i l l  D r i v e, S u i t e  2 0 3 

R o a n o k e   V A   2 4 0 1 8 

(5 4 0)  7 7 6 - 7 8 7 2 

 

Intake Form  

 

All answers are confidential. 

 

                 

Name__________________________________                Sex        M        F                                                                        

Address________________________________  City__________State_______ Zip__________                                                     

Email _______________________________________________________________________ 

Telephone:  Home_____________Work _______________ Cell__________________________  

Date of Birth____________________ 

Single                Married            Partnered             Separated/Divorced            Widowed                              

Occupation____________________________________________________________________                                                                               

Height___________________________________Weight_______________________________ 

Emergency contact _____________________________ Relation _______________________ 

Emergency contact telephone: Home ______________Work_______________Cell___________ 

Name of physician * ____________________________________________________________ 

* No contact will be made to physicians without your permission. 

Have you ever been treated with Acupuncture, Massage Therapy, Craniosacral Therapy, or Reiki 

before?     Yes     No 

Special problems or symptoms____________________________________________________ 

_____________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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FAMILY HISTORY  

Please complete for each family member, as best as you can, indicating any illnesses that they 

have ever had.  Mark under appropriate heading.   

 

 SELF MOTHER FATHER SIBLING SPOUSE CHILDREN 

Adopted       

Good Health       

Cancer or 

Tumors 

      

Diabetes       

Thyroid 

Disorders 

      

Kidney 

Disorders 

      

Bleeding 

Disorder/ 

Anemia 

      

Seizures       

High Blood 

Pressure/ 

Heart Disease 

      

COPD/ 

Emphysema/ 

Asthma/Allergies 

      

Alcohol/Drug  

Abuse 

      

Depression/ 

Mental Illness 

      

Hepatitis/ 

Liver Disorder 

      

Musculoskeletal  

Disorder 

      

HIV/AIDS       

 If deceased,  

please list  

cause  
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PERSONAL LIFESTYLE HABITS 

 

Cigarettes (packs per day)___________  Coffee/Tea (cups per day)____________ 

Alcohol (drinks per week)___________                 Soda (regular or diet)________________ 

Drug use (recreational) _____________                

 

MEDICAL: If you have ever been hospitalized for a serious medical illness or operation, please 

list them below: (do not include normal pregnancies). 

YEAR OPERATION/ILLNESS HOSPITAL/CLINIC 

   

   

   

   

   

   

   

   

   

MEDICATION DOSAGE CONDITION 

   

   

   

   

   

   

   

   



4 

 

 

 

SUPPLEMENTS 

 

 

 

 

 

 

 

 

 

EXERCISE 
 

FREQUENCY 
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B l u e b i r d   A c u p u n c t u r e , I n c . 

N e l l   C a r r  Y o u n g , L . A c . 

4 8 0 0  P l e a s a n t  H i l l  D r i v e, S u i t e  2 0 3 

R o a n o k e   V A   2 4 0 1 8  

(5 4 0)   7 7 6 - 7 8 7 2  

 

Recommendation for Examination by a Physician 

 

Virginia Law requires that I give this form to you if I do not have written evidence that you have 

received a diagnostic exam in the last six months from a licensed practitioner of medicine, 

osteopathic medicine, chiropractic, or podiatry regarding the condition for which you are seeking 

treatment (Code of Virginia, Section 54.1-2956.9, 18 VAC85-110010). 

 

I, Nell Carr-Young, L. Ac., # 121000603,  

 

recommend to you, _______________________________________________ ,  

                                       (Patient Name) 

that you be examined by a physician regarding the condition for which you are seeking 

acupuncture treatment. 

 

If you understand this recommendation, please sign here: 

 

 

_____________________________________________________________________ 

                           (Patient signature and date) 
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