HEALTH HISTORY QUESTIONAIRE FOR PATIENTS

Welcometo our clinic! Please help us provide you with a complete evaluation by taking the time to fill
out this questionnaire carefully. All of your answers will be held absolutely confidential. If you have
guestions, please ask us. If thereis anything you wish to bring to our attention which is not asked on this
form, please noteit in the COMMENT S section. Thank you!

Name:

Street: City: State: Zip:

Age: Height: Weight:

Home Phone; Work Phone:

Date/Place of Birth:

Occupation: Marital Status:

Emergency Contact:

Referred by:

Insurance Carrier: Policy Number:

Have you tried acupuncture or Chinese herbal medicine before?

MAIN PROBLEM(S) YOU WOULD LIKE TO ADDRESS

To what extent does this problem affect you daily activities (work, sleep, eating, etc.)?

How long has it been since you first noticed any symptoms?

Have you been given a diagnosis for the problem by your family physician?

If so, what isit?

What kinds of treatment have you tried?

PAST MEDICAL HISTORY (PLEASE INCLUDE DATEYS)

Allergies [ORheumatic Fever [JOther signifigant illness
[JCancer JSurgeries (describe)

ODiabetes OVenereal Disease

[JHepatitis OThyroid Disease

(OHigh Blood Pressure O Birth Trauma (prolonged [JAccidents or significant
[JSeizures Labor, forceps delivery, ect.) Trauma (describe)

OTHER RELEVANT MEDICAL HISTORY




FAMILY MEDICAL HISTORY

OAllergies []Cancer [JSeizures
[JDiabetes [OHeart disease []1Stroke
Asthma (OHigh Blood Pressure [JOther
OCCUPATION

Occupational stress factors (physical, psychological, chemical):

LIFESTYLE
Do you follow aregular exercise program? If S0, please describe:

Please describe your average daily diet:

Please check any of the following habits that apply. How much and how often do you use them?

[1Cigarette Smoking [1Coffee, tea, or cola [JAlcoholic beverages

List any medications taken within the last two months (vitamins, drugs, herbs, etc.):

Please describe any use of drugs for non-medical purposes.




PLEASE MARK ANY PAINFUL OR DISTRESSED AREASON THE CHART BELOW

Symbol Reaction
Pain on pressure
X Little
XX Moderate
XXX Strong
Swelling
N Slight
AN Moderate
A Severe
Tension & Weakness
Wesak
# Tense
Spontaneous pain
t Slight
tt Moderate
Tttt Severe
Pulsing
0 Slight
00 Moderate
000 Strong
Temperature
~ Colder
+ Hotter
Physical
1] Sores
* Rashes
<< >> Spasms

PLEASE CHECK ANY CONDITIONSYOU HAVE EXPERIENCED WITHIN THE LAST THREE MONTHS.
INDICATE THE LENGTH OF TIME YOU HAVE HAD THIS CONDITON.

GENERAL

[JPoor appetite OWeight Gain [ONight sweats
JInsomnia OWeight loss UFever

[IDisturbed sleep [JChanges in appetite OChills

[JLocalized sleep [JSwesating easily [JSudden energy drop
(JCravings (Tremors (time of day?)
(IStrong thirst [OBleeding or bruising easily (JPoor balance

Other unusual or abnormal conditions you have noticed in your general sense of health:




SKIN AND HAIR

[JRashes
OUlcerations
[OHives
(ltching

Any other hair or skin problems:

LJEczema
OPimples
[ Dandruff
[JHair loss

[JRecent moles
[JChanges in texture of hair
or skin

HEAD, EYES, EARS, NOSE , THROAT

[1Dizziness
JConcussions
OMigraines

OGlasses

[JSpotsin front of eyes
[JEye Pain

[JPoor vision

ONight blindness

Any other head or neck problems:

[JColor blindness
] Cataracts
OBlurry vision
[1Earaches
JRInging in ears
[JPoor hearing
[JEyestrain
[JSinus problems

[JRecurrent sore throats
[ONose bleeds

[ Grinding teeth

[1Sores on lips or tongue
OFacial pain

Teeth problems
[JHeadaches (where? when?)

OJaw clicks

CARDIOVASCULAR

[1Dizziness

(JLow blood pressure
[JChest pain
Olrregular heartbeat

[JHigh blood pressure
[JFainting

[JCold hands or feet
OSwelling of hands

Any other heart or blood vessel problems?

JSwelling of feet
[JBlood clots

O Difficulty in breathing
OPhlebitis

RESPIRATORY

[JCough [JBronchitis O Difficulty breathing when
[1Coughing up blood [JPain with deep inhalation lying down

JAsthma [JPneumonia [JExcessive phlegm (color?)

Any other lung problems?

GASTROINTESTINAL

[INausea
OVomiting
[IDiarrhea
[JConstipation
UGas

[1Belching
[JBlack stools
OBlood in stools
OIndigestion
[JBad breath

Any other problems with stomach or intestines?

[JRectal pain
[(JHemorrhoids

[JAbdominal pain or cramps
[JChronic laxative use




GENITOURINARY

(JPain on urination JUrgency o urinate

O Decrease in flow

[JFrequent urination [JUnable to hold urine Ulmpotence
(OBlood in urine OKidney stones [1Sores on genitals
Do you wake up at night to urinate?

Any particular color to your urine?

Any other genital or urinary problems?

REPRODUCTIVE AND GYNECOLOGIC

[JPremenstrual changes [JHeavy menstrual flow [JPremature births
[OMenstrual clots [JLight menstrua flow OOMiscarriages
[JPainful menses Olrregular menses [JAbortions

OUnusua menses [JOther problems

Age at first menses: Age at first menopause:

Number of pregnancies:

Time between cycles: Duration of bleeding:

First day of last menses:

Do you practice birth control ? If so, what type?

For how long?

Any other gynecologic problems?

MUSCULOSKELETAL

[ONeck pain [JBack pain [(JHand/wrist pains
[OMuscle pains [JMuscle weakness [JShoulder pains

OKnee pain [JFoot/ankle pains (JHip pain

Any other joint or bone problems?

NEUROPHY SICAL

[JSeizures [JPoor memory OAnxiety

[ODizziness Lack of coordination [1Bad temper

[JLoss of balance [JConcussion [JEasily susceptible to stress
[JAreas of numbness [ODepression

Have you ever been treated for emotional problems?

Have you ever considered or attempted suicide?

Any other neurological or psychologica problems?

COMMENTS

Please list any other problems you would like to discuss:




