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Patient Health History

Name:

Street: \ City: | State: \ Zip code:

Age: | Height: | Weight:

Home Phone: Work Phone:

Date of Birth: Social Security #:

QOccupation:

In an emergency notify:

Referred by:

Family Physician:

Insurance Carrier: | Policy Number:

Have you ever tried acupuncture or Chinese herbal medicine before?

Successful health care and preventative medicine are only possible when the practitioner has a complete understanding of the patient
Pphysically, mentally and emotionally. Please complete this questionnaire as thoroughly as possible. Print all information and indicate
areas of confusion with a question mark. Thank you.

Main problem(s) you would like treated:

How Does this problem affect you?

Are you allergic to food or drugs? If so, which ones?

What medications (including prescribed, over the counter, vitamins, and supplements) are you currently

taking?
Name: Dosage: Interval (When do you take it?):
Are you, or can you possibly, be pregnant? | If so, how far along are you?

Do you have any infectious diseases? If yes, which one(s)?

What was your most recent blood pressure reading? When was it taken?




Childhood Illness (please circle any that you have had):

Scarlet Fever Diphtheria Rheumatic Fever Mumps Measles German Measles  Chicken Pox
Other:

Immunizations (please circle any that you have had):

Polio Tetanus Pertussis Rubella/Mumps Diphtheria Hepatitis B

Others:

Hospitalizations and Surgeries:

Reasons: When?

X-Rays/CT Scans/MRI’s/NMR’s/Special Studies:

Reasons: When?

Emotional (please circle any that you experience now and underline any that you have experienced in the past):

Mood Swings Anxiety/Nervousness Depression Bad Temper Easily Susceptible to
Stress

Any Other Emotional Problems:

Energy and Immunity (please circle any that you experience now and underline any that you have experienced in the past):
Fatigue Slow Wound Healing Chronic Infections Chronic Fatigue Syndrome

Head, Eye, Ear, Nose, and Throat (please circle any that you experience now and underline any that you have experienced in the past):

Dizziness Glasses/Contacts Poor Vision Night Blindness Eye Pain/Strain
Color Blindness Cataracts Glaucoma Blurry Vision Sinus Problems
Nose Bleeds Frequent Sore Throats Teeth Problems Teeth Grinding TMIJ/Jaw Problems
Jaw Clicking Sores On Lips/Tongue Facial Pain Hay Fever

Any Other Head or Neck problems:




Respiratory (please circle any that you experience now and underline any that you have experienced in the past):

Cough Coughing Up Blood
Frequent Common Colds  Difficulty Breathing

Shortness of Breath

Other Respiratory Problems:

Asthma

Emphysema

Bronchitis Pneumonia

Pleurisy Tuberculosis

Cardiovascular (please circle any that you experience now and underline any that you have experienced in the past):

Fainting

Heart Murmurs
Cold Hands/Feet Varicose Veins
Rheumatic Fever

Other Heart Problems:

Low Blood Pressure

High Blood Pressure

Heart Disease

Phlebitis

Palpitations/Fluttering

Swelling of the Ankles

Chest Pain Irregular Heartbeat
Swelling of Hands Pacemaker
Stroke Blood Clots

Gastrointestinal (please circle any that you experience now and underline any that you have experienced in the past):

Nausea Vomiting
Belching Heartburn
Ulcers Blood in Stools
Gall Bladder Disease Liver Disease

Other Digestive Problems:

Diarrhea
Indigestion
Black Stools
Hepatitis B or C

Constipation Gas
Acid Reflux Abdominal Pain
Rectal Pain Hemorrhoids

Bad Breath Chronic Laxative Use

Genito-Urinary Tract (please circle any that you experience now and underline any that you have experienced in the past):

Painful Urination
Urgency to Urinate
Frequent Urination at Night

Other Urination Problems:

Frequent Urination

Unable to Hold Urine

Blood in Urine

Kidney Stones

Pus in Urine Frequent UTI

Kidney Disease Difficulty Urinating

Female Reproductive/Breasts (please circle any that you experience now and underline any that you have experienced in the past):

Breast Lumps Breast Tenderness Nipple Discharge Difficulty Conceiving Miscarriages
Abortions Premature Births Premenstrual Changes Menopause Irregular Cycles
Painful Menses Clots Heavy Flow Light or Scanty Flow Vaginal Discharge
Bleeding Between Cycles

Other gynecologic Problems:

Menstrual/Birthing History

Ages of First Menses Number of Days of Menses Length of Cycle

First Day of Last Menses Birth Control Type Number of Pregnancies

Number of Live Births Number of Miscarriages Number of Abortions

Age at Menopause




Male Reproductive (please circle any that you experience now and underline any that you have experienced in the past):

Impotence Sexual Difficulties Prostate Problems Testicular Pain/Swelling  Penile Discharge
Sores on Genitalia

Other Male Reproductive Problems:

Musculoskeletal (please circle any that you experience now and underline any that you have experienced in the past):

Neck Pain Shoulder Pain Upper Back Pain Mid Back Pain Low Back Pain
Arm Pain Hand/Wrist Pain Leg Pain Hip Pain Knee Pain
Foot/Ankle Pain Muscle Pain Muscle Spasm/Cramps Muscle Weakness

Other Muscle or Joint Pains:

Neurologic (please circle any that you experience now and underline any that you have experienced in the past):

Seizures/Epilepsy Vertigo/Dizziness Loss of Balance Numbness/Tingling Poor Coordination
Paralysis Concussions Poor Memory

Other Neurological Problems:

Endocrine (please circle any that you experience now and underline any that you have experienced in the past):

Hypothyroid Hyperthyroid Hypoglycemia Diabetes Mellitus Night Sweats
Feeling Hot or Cold
Other Glandular Problems:

Other (please circle any that you experience now and underline any that you have experienced in the past):

Anemia Cancer Rashes Eczema/Hives Cold Hands/Feet

Is there anything else we should know?

Lifestyle:

Do you eat 3 meals a day? If no, how many? Do you eat regularly?

Do you exercise?

How many hours per night do you usually sleep? Do you feel rested when you wake?
Occupation: Do you enjoy work? Why or why not?
Do you smoke tobacco? Dip? Drink alcohol?
Drink coffee? Use recreational drugs? If so, which ones?

What are your hobbies?




