
KOSA Acupuncture Patient Registration

Tel: (918) 995-1100531 E A St. Ste 100B, Jenks, OK 74037

Patient Parent      Guardian

Last Name:                            First Name:    MI: 

Date of Birth:        (mm/dd/yyyy)         Gender: M  F

Address:

City: State: Zip:

Marital Status: Single Married Divorced     Widowed Partner

Home Phone: Cell Phone: Work Phone:

Email: Height: Weight: lbs.

Children (Age & Gender):

Primary Physician: Phone:           Referred by:

Emergency Contact: Phone: Relationship:

Health conditions related to work or auto accident?  Y N      If so, Date of Loss: (mm/dd/yyyy)

I. Goals: What would you like to address through treatment?

II. Medications / Supplements
Medications you are currently taking (please include prescription medicine, supplement, herbal supplements and over

the counter medicines you take on a regular basis, along with dosages and brands if known)

Allergies (to medications, chemicals or foods):

III. Lifestyle

1. What is your occupation?  How many hours do you work weekly?

2. How many servings per day do you use of the following?

Coffee  Tea          Soft drinks          Alcohol Water  Cigarettes, cigars, or other tobacco

3. Do you have a known history of any exposure to toxic substances? Yes No
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Pain in back, right shoulder, right arm, and neuropathy on right side of body.

I would like to be able to empty my bladder and walk again.

Armour Thyroid

Fermented HM-ND

Fermented Gallbladder-ND

NZ Fulvic

Para 3

Ultimate bladder health

Hormone Balance

Methyl-B Complex

Mighty Muscadine

Para 1

LymphActiv

Premier NAC

Magnesium Citrate

Gentle Iron 25 mg

Cellcore IFC

MicroBiome-18

Vit. D3 K2

Serra Kinase

Codeine
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4. Please describe your current exercise regimen: Hours per week:  Activities:                                            

5. How many hours of sleep do you usually get per night?

Do you awake feeling rested? Yes No      Do you sleep soundly? Yes No

Do you get up at night to urinate? Yes      No If so, how often?    

6. Frequency of bowel movement: per day or   per week

    What is the color of stool?       

For Women:

1. Age: First period         Menopause: Yes No

a) Average number of days of flow:            days The flow is: Normal      Heavy Light

c) The color is: Normal Dark Purple Light Brown Brown

 d) Time between periods:    Days

2. Are you pregnant now? Yes No Unsure

3. Indicate number of occurrences: Live Births        Pregnancies          

4. Dates: Last Pap Smear      (dd/mm/yyyy)  Last Mammogram    (dd/mm/yyyy)

For Men:

Do you have any bothersome urinary, genital, or sexual symptoms? Yes      No

If yes, please describe: 

IV. Pain

If you are experiencing pain/discomfort,
using the models to the right,
please indicate the location of the
discomfort by using the below symbols
that best describes the feeling.

 A Aching

B Burning

C Cramps

D Dull

E Effusion (Swelling)

N Numbness

S1 Sharpness

S2 Shooting

S3 Sprain

S4 Stiffness

S5 Strain

T1 Tingling

T2 Throbbing

O Other

Please describe pains in the order of the severity. Top priority first, please. For example, Headache, Neck, Shoulder, Arm, Elbow,

Wrist, Hand, Finger, Upper 

0

7

■ ■

■ 3

1 7

brown

12 ■

3 3

01/24/25 0

A Upper back -A right shoulder -B right arm -D back of head and neck -S1 Liver area - N right arm

KOSA
Pencil





Kidney stone. 12/24/2025

Low GFR

Poor Kidney function

Bladder incontinance

Poor vision

12/24/2025


