HEALTH HISTORY QUESTIONNAIRE FOR PA'IIENTS

Street: City State Zip
Age: Height: Weight:

Home Phone: Work Phone: Email:

Date/Place of Birth: Social Security Number:

Occupation: | Marital Status:

In Emergency Notify:

Referred by:

Family Physician:

Insurance Carrier: Policy Number:
Have you tried acupuncture or Chinese herbal medicine before?

| WHAT TS YOUR MAIN

To what extent does this,problem affect your daily activitics (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 is it?
What kinds of treatment or therapy have you tried?

I:IAllergies EIRheumauC fever " [JOther significant illness
ClcCancer [CSurgeries (describe)

CIDiabetes ClVenereal disease

CJHepatitis [CIThyroid disease

OJHigh blood pressure CIBirth trauma (prolonged [CJAccidents or significant
[CJHeart disease labor, forceps delivery, etc) trauma (describe)
(JSeizures
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El Allergles D Cancer O Seizures )
[ Diabetes [ Heart disease [ Stroke
OJ Asthma [ High blood pressure OJ Other

Do you follow a regular exercise program? If so, 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?

O Cigarette smokin O3 Coffee, tea or cola [ Alcoholic beverages
8 8 8

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

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

PLEASE PUT A

Symbol | Reaction
Pain on pressure

X little

XX moderate

AXX st I\JII.&

Swel'ii_ng

A slight

A moderate

AnA severe
Tension/weakness

= weak

;; lElE
Spontaneous pain

(s slight

®E moderate

" slight
maoderate
strong

Temperature

i

colder

- hotter
Physical

N sores

*

«

. | rashes’
» spasms
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CHECK NEXT TO ANY CONDITIONS YOU HAVE EXPERIENCED WITHIN THE LAST THREE MONTHS.
INDICATE THE LENGTH OF TIME YOU HAVE HAD THIS CONDITION

I:lPoor appeme I DWelght gam 0 Dnght sweats

[ Insomnia J Weight loss O Fever

[ Disturbed sleep [J Changes in appetite 3 Chtlls

[ Localized weakness (J Sweating easily [ Sudden energy drop
O Cravings O3 Tremors (time of day?)

[ Strong thirst [] Bleeding or bruising easily =~ [] Poor balance

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

l:l Rashes () Eczema T - | EZ] Recent oles

OJ Ulcerations ] Pimples 3 Changes in texture ot hair
[ Hives [ Dandruff or skin '

O Itching O] Hair loss

Any other hair or skin problems

El DIZZIHESS D Color blindness O Recurrent sore throats

(3 Concussions . [ Cataracts 3 Nose bleeds

O] Migraines O Blurry vision [ Grinding teeth

O Glasses O3 Earaches [ Sores on lips or tongue
[ Spots in front of eyes [J Ringing in ears (1 Facial pain

O Eye pain [ Poor hearing [ Teeth problems

[ Poor vision [ Eye strain (J Headaches (where? when?)
[J Night blindness O3 Sinus problems 3J Jaw clicks

Any other head or neck problems

2 1* A ,—‘Eu ,,,,, s

O D1zzmess | D ngh bIood pressure | I:I Swelhng of fcet

O Low blood pressure [ Fainting 1 Blood clots
[ Chest pain [ Cold hands or feet [ Difficulty in breathing
[ Irregular heartbeat O Swelling of hands [ Phlebitis

Any other heart or blood vessel problems

I:I Cough . EI ronchis - O lefmulty bre.athmg when
O Coughing up blood [ Pain with deep inhalation lying down
] Asthma o [J Pneumonia [ Excessive phlegm (color?)

Any other lung problems
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