
 
 MYMOP. Measure Yourself Medical Outcome Profile 
  

 *   MYMOP2  * 
 
Full name ............................................................................... Date of birth ......................................... 

Address and postcode.......................................................................................................................... 

............................................................................................................................................................ 

Today’s date ................................................... Practitioner seen ...................................................... 

 

Choose one or two symptoms (physical or mental) which bother you the most.  Write them on the lines.  

Now consider how bad each symptom is, over the last week, and score it by circling your chosen number. 

 

SYMPTOM 1: ................  0 1 2 3 4 5 6 
.............................................. As good as it      As bad as it  
.............................................. could be       could be 
 
SYMPTOM 2: ................  0 1 2 3 4 5 6 
.............................................. As good as it      As bad as it  
.............................................. could be       could be 
 

Now choose one activity (physical, social or mental) that is important to you, and that your problem makes 

difficult or prevents you doing.  Score how bad it has been in the last week. 

ACTIVITY: .....................  0 1 2 3 4 5 6 

.............................................. As good as it      As bad as it  

.............................................. could be       could be 
 

Lastly how would you rate your general feeling of wellbeing during the last week? 

     0 1 2 3 4 5 6 
As good as it      As bad as it  

       could be       could be 
 

How long have you had Symptom 1, either all the time or on and off?   Please circle: 

0 - 4 weeks 4 - 12 weeks 3 months - 1 year 1 - 5 years over 5 years 

 

Are you taking any medication  FOR THIS PROBLEM ? Please circle:  YES/NO  

IF YES:  

1. Please write in name of medication, and how much a day/week 

.................................................................................................................................................................. 

2. Is cutting down this medication:  Please circle: 

Not important  a bit important  very important  not applicable  

 

IF NO: 

Is avoiding medication for this problem: 

Not important   a bit important   very important  not applicable 

 

 



MYMOP, Measure Yourself Medical Outcome Profile 

*   MYMOP2  Follow up  * 
 

Full name ............................................................................... Today’s date ......................................... 

 

Please circle the number to show how severe your problem has been IN THE LAST WEEK. 

This should be YOUR opinion, no-one else’s! 

 

SYMPTOM 1: ................  0 1 2 3 4 5 6 

.......................................              As good as it      As bad as it  

.......................................              could be      could be 
 
 
SYMPTOM 2: ................  0 1 2 3 4 5 6 

.......................................               As good as it      As bad as it  

.......................................              could be      could be 
 
 
ACTIVITY: .....................  0 1 2 3 4 5 6 

.......................................              As good as it      As bad as it  

.......................................              could be      could be 
 
 
WELLBEING:     0 1 2 3 4 5 6 

How would you rate   As good as it      As bad as it  
your general feeling  could be      could be 
of wellbeing? 
 

If an important new symptom has appeared please describe it and mark how bad it is below. 

Otherwise do not use this line. 

SYMPTOM 3: ................  0 1 2 3 4 5 6 

.......................................  As good as it      As bad as it  

.......................................  could be      could be 
   
The treatment you are receiving may not be the only thing affecting your problem.  If there is anything else 

that you think is important, such as changes you have made yourself, or other things happening in your 

life, please write it here (write overleaf if you need more space): 

 

 

Are you taking medication FOR THIS PROBLEM ?   Please circle: YES/NO  

IF YES: 

Please write in name of medication, and how much a day / week 

.................................................................................................................................................................  

................................................................................................................................................................. 

 

 

 

 



Name: _____________________________________ Today’s Date: __________________________ 
 

REVIEW OF SYSTEMS 
 
For new patients, established patients who may be having a new problem, or our patients who we 
haven’t seen for a while, we need to update our records as to your general medical health. In each area, 
if you are not having any difficulties, please check “No Problems.”  If you are experiencing any of the 
symptoms listed, PLEASE CIRCLE THE ONES THAT APPLY, or explain any that may not be listed. If 
you have any questions about this, please ask one of the technicians, or your doctor. 
 
Const. (Health in General) ❑  No Problems Lack of energy, unexplained weight gain or 
weight loss, loss of appetite, fever, night sweats, pain in jaws when eating, scalp tenderness, prior 
diagnosis of cancer.   Other: _______________________________________________________________ 
 
Ears, Nose, Mouth & Throat ❑  No Problems Difficulty with hearing, sinus problems, runny 
nose, post-nasal drip, ringing in ears, mouth sores, loose teeth, ear pain, nosebleeds, sore throat, facial 
pain or numbness.  Other: _________________________________________________________________ 
 
C-V (Heart & Blood Vessels) ❑  No Problems Irregular heartbeat, racing heart, chest pains, 
swelling of feet or legs, pain in legs with walking.  Other: _______________________________________ 
 
Resp. (Lungs & Breathing) ❑  No Problems Shortness of breath, night sweats, prolonged 
cough, wheezing, sputum production, prior tuberculosis, pleurisy, oxygen at home, coughing up blood, 
abnormal chest x-ray.  Other: _______________________________________________________________ 
 
GI (Stomach & Intestines) ❑  No Problems Heartburn, constipation, intolerance to certain 
foods, diarrhea, abdominal pain, difficulty swallowing, nausea, vomiting, blood in stools, unexplained 
change in bowel habits, incontinence.  Other: ________________________________________________ 
 
GU (Kidney & Bladder) ❑  No Problems Painful urination, frequent urination, urgency, 
prostate problems, bladder problems, impotence.  Other: ______________________________________ 
 
MS (Muscles, Bones, Joints) ❑  No Problems  Joint pain, aching muscles, shoulder pain, 
swelling of joints, joint deformities, back pain.  Other: ___________________________________________ 
 
Integ. (Skin, Hair & Breast) ❑  No Problems Persistent rash, itching, new skin lesion, change 
in existing skin lesion, hair loss or increase, breast changes.  Other: ______________________________ 
 
Neurologic (Brain & Nerves) ❑  No Problems Frequent headaches, double vision, weakness, 
change in sensation, problems with walking or balance, dizziness, tremor, loss of consciousness, 
uncontrolled motions, episodes of visual loss.  Other: __________________________________________ 
 
Psychiatric (Mood & Thinking) ❑  No Problems Insomnia, irritability, depression, anxiety, 
recurrent bad thoughts, mood swings, hallucinations, compulsions.  Other: _______________________ 
 
Endocrinologic (Glands) ❑  No Problems Intolerance to heat or cold, menstrual 
irregularities, frequent hunger/urination/thirst, changes in sex drive.  Other: _______________________ 
   
Hematologic (Blood/Lymph) ❑  No Problems Easy bleeding, easy bruising, anemia, abnormal 
blood tests, leukemia, unexplained swollen areas.  Other: _______________________________________ 
 
Allergic/Immunologic ❑  No Problems Seasonal allergies, hay fever symptoms, itching, 
frequent infections, exposure to HIV.  Other: ___________________________________________________ 



COVID-19 RISK INFORMED CONSENT 

 

I ______________________ (patient name) understand that I am opting for Healthcare treatment and I 
understand that the novel coronavirus, COVID-19, has been declared a worldwide pandemic by the 
World Health Organization. I further understand that COVID-19 is extremely contagious and is believed 
to spread by person-to-person contact; and, as a result, federal and state health agencies recommend 
social distancing. I recognize that this office including all staff at _____________________ (practice 
name) and _________________ (facility name) are closely monitoring this situation and have put in 
place reasonable preventative measures aimed to reduce the spread of COVID-19. However, given the 
nature of the virus, I understand there is an inherent risk of becoming infected with COVID-19 by virtue 
of proceeding with any healthcare treatment.  

I hereby acknowledge and assume the risk of becoming infected with COVID-19 through this Healthcare 
office, and I give my express permission to proceed. I understand that, even if I have been tested for 
COVID and received a negative test result, the tests in some cases may fail to detect the virus or I may 
have contracted COVID after the test. I understand that, if I have a COVID-19 infection, and even if I do 
not have any symptoms for the same, proceeding with this Healthcare can lead to a higher chance of 
complication and death. I understand that possible exposure to COVID-19 before/during/after my 
treatment/procedure may result in the following: a positive COVID-19 diagnosis, extended 
quarantine/self-isolation, additional tests, hospitalization that may require medical therapy, Intensive 
Care treatment, possible need for intubation/ventilator support, short-term or long-term intubation, 
other potential complications, and the risk of death. In addition, after my Healthcare 
treatment/procedure, I may need additional care that may require me to go to an emergency room or a 
hospital. I understand that COVID-19 may cause additional risks, some or many of which may not 
currently be known at this time, in addition to the risks described herein, as well as those risks for the 
treatment/procedure itself. I have been given the option to defer my treatment/procedure to a later 
date. However, I understand all the potential risks, including but not limited to the potential short-term 
and long-term complications related to COVID-19, and I would like to proceed with my desired 
Healthcare treatment/procedure.  

I UNDERSTAND THE EXPLANATION AND HAVE NO MORE QUESTIONS AND CONSENT TO THE 
PROCEDURE.  

 

Patient or Person Authorized to Sign for Patient___________________________________ 

Date/Time_________________________________________________________________ 

 

Witness ____________________________ Date/Time _____________________________  

I have been offered a copy of this consent form (patient’s initials) _______ 



 

 
© Allied Professionals’ Insurance Services  All Rights Reserved, Rev. 4/25/18                                                                                                                          A2015 

 

 

ACUPUNCTURE INFORMED CONSENT TO TREAT 
 
I understand that I am the decision maker for my health care.  Part of this office’s role is to provide me with information to assist me in making 
informed choices.  This process is often referred to as “informed consent” and involves my understanding and agreement regarding the care 
recommended, the benefits and risks associated with the care, alternatives, and the potential effect on my health if I choose not to receive 
the care.  Acupuncture is not intended to substitute for diagnosis or treatment by medical doctors or to be used as an alternative to 
necessary medical care.  It is expected that you are under the care of a primary care physician or medical specialist, that pregnant patients 
are being managed by an appropriate healthcare professional, and that patients seeking adjunctive cancer support are under the care of an 
oncologist.   
 
I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of 
acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist indicated below and/or other 
licensed acupuncturists who now or in the future treat me while employed by, working or associated with, or serving as back-up for the 
acupuncturist named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this 
form or not. 
 
I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na 
(Chinese massage), Chinese herbal medicine, and nutritional counseling.  I understand that the herbs may need to be prepared and the teas 
consumed according to the instructions provided orally and in writing.  The herbs may have an unpleasant smell or taste.  I will immediately 
notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.  
 
I appreciate that it is not possible to consider every possible complication to care.  I have been informed that acupuncture is a generally safe 
method of treatment, but, as with all types of healthcare interventions, there are some risks to care, including, but not limited to:  bruising; 
numbness or tingling near the needling sites that may last a few days; and dizziness or fainting.  Burns and/or scarring are a potential risk of 
moxibustion and cupping, or when treatment involves the use of heat lamps.  Bruising is a common side effect of cupping.  Unusual risks of 
acupuncture include nerve damage and organ puncture, including lung puncture (pneumothorax).  Infection is another possible risk, although 
the clinic uses sterile disposable needles and maintains a clean and safe environment.     
 
I understand that while this document describes the major risks of treatment, other side effects and risks may occur.  The herbs and 
nutritional supplements (which are from plant, animal, and mineral sources) that have been recommended are traditionally considered safe in 
the practice of Chinese Medicine, although some may be toxic in large doses.  I understand that some herbs may be inappropriate during 
pregnancy.  I will notify a clinical staff member who is caring for me if I am, or become, pregnant or if I am nursing.  Should I become 
pregnant, I will discontinue all herbs and supplements until I have consulted and received advice from my acupuncturist and/or obstetrician.  
Some possible side effects of taking herbs are:  nausea; gas; stomachache; vomiting; liver or kidney damage; headache; diarrhea; rashes; 
hives; and tingling of the tongue.    
 
While I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, I wish to rely on 
the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then 
known, is in my best interest.  I understand that, as with all healthcare approaches, results are not guaranteed, and there is no promise to 
cure.   
 
I understand that I must inform, and continue to fully inform, this office of any medical history, family history, medications, and/or supplements 
being taken currently (prescription and over-the-counter).  I understand the clinical and administrative staff may review my patient records 
and lab reports, but all my records will be kept confidential and will not be released without my written consent. 
 
I understand that there are treatment options available for my condition other than acupuncture procedures.  These options may include, but 
are not limited to:  self-administered care, over-the-counter pain relievers, physical measures and rest, medical care with prescription drugs, 
physical therapy, bracing, injections, and surgery.  Lastly, I understand that I have the right to a second opinion and to secure other options 
about my circumstances and healthcare as I see fit. 
 
By voluntarily signing below, I  confirm that I have read, or have had read to me, the above consent to treatment, have been told about the 
risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions.  I agree with the current or future 
recommendations for care.  I intend this consent form to cover the entire course of treatment for my present condition and for any future 
condition(s) for which I seek treatment. 
 

PATIENT NAME:  
  
 

ACUPUNCTURIST NAME:  
 
 

  (Date)  
PATIENT SIGNATURE X   
(Or Patient Representative) (Indicate relationship if signing for patient) 

     


	frequent infections, exposure to HIV Other: 
	No Problems_13: Off
	blood tests, leukemia, unexplained swollen areas Other: 
	No Problems_12: Off
	irregularities, frequent hungerurinationthirst, changes in sex drive Other: 
	No Problems_11: Off
	recurrent bad thoughts, mood swings, hallucinations, compulsions Other: 
	No Problems_10: Off
	uncontrolled motions, episodes of visual loss Other: 
	No Problems_9: Off
	in existing skin lesion, hair loss or increase, breast changes Other: 
	No Problems_8: Off
	swelling of joints, joint deformities, back pain Other: 
	No Problems_7: Off
	prostate problems, bladder problems, impotence Other: 
	No Problems_6: Off
	change in bowel habits, incontinence Other: 
	No Problems_5: Off
	abnormal chest x-ray Other: 
	No Problems_4: Off
	swelling of feet or legs, pain in legs with walking Other: 
	No Problems_3: Off
	pain or numbness Other: 
	No Problems_2: Off
	Other: 
	No Problems: Off
	Today’s Date: 
	Name: 


