HEALTH HISTORY QUESTIONNAIRE
Please note that all information is strictly confidential

Important: Complete this document as thoroughly as possible. Some of the questions that follow may seem unrelated to your condition, but they may play a major role in diagnosis and treatment.

First name: _____________________________   Last name: _______________________________

Date of Birth: ____________________________ Age: ____________________________________

Address: _______________________________   City/Postal Code: __________________________

Email Address: __________________________  Cell Phone: _______________________________

Home Phone: ___________________________   Work Phone: ______________________________

Marital Status: ___________________________  No. of Children: ___________________________

Occupation: _____________________________  Primary Physician: _________________________

Emergency Contact: ______________________  Phone #: _________________________________

Who should we thank for referring you to this office: ______________________________________

Have you received acupuncture before, and if so, when? ___________________________________

Reason for Today’s Visit: 

What are your most important health concerns? Please list in order of importance.

__________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________

How, when and where did this condition begin? ___________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________

What types of treatments have you tried, if any? __________________________________________________

_________________________________________________________________________________________

What makes it better? _______________________________________________________________________

What makes it worse? _______________________________________________________________________

Please list any other health problems you would like to address in order of importance: ____________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Your Medical History: Surgeries, Major Illnesses, Hospitalizations, Major Accidents/Falls/Traumas (include dates): 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Sexually Transmitted Diseases: Gonorrhea 
Syphyilis
HIV
HPV
Chlamydia
Herpes

Immediate Family Medical History (Mother, Father, Siblings): 

Father:   Age______
Please circle: Good health
Poor health
Deceased (Cause_____________)

Mother: Age______
Please circle: Good health
Poor health
Deceased (Cause_____________)

Please indicate if and when any family member (including yourself and your spouse/partner)

 has/had any of the following conditions:

	Disorder/Illness
	Family member
	Date

	Cancer
	
	

	Heart Disease
	
	

	Diabetes
	
	

	Tuberculosis
	
	

	Depression/Anxiety
	
	

	Mental Illness
	
	

	Arthritis
	
	

	Epilepsy
	
	

	Osteoporosis
	
	

	Autoimmune disorders
	
	

	Asthma/Allergies
	
	

	Alcoholism / Addictions
	
	

	Birth Defects
	
	

	Hypertension
	
	

	Bleeding disorders
	
	

	Kidney disease
	
	

	Stroke
	
	

	Alzheimer’s disease
	
	

	Hepatitis
	
	

	Rheumatic Fever
	
	

	Infectious Diseases
	
	


Current medications, herbs, supplements and vitamins (Dosage & what they are for): 

	Medications, Supplements, Vitamins
	Dose
	Reason

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please indicate if you’re taking any of the following:

___Blood thinners (Warfarin, Coumadin, etc)
___Diet pills


___Laxatives

___Birth Control pills



___Thyroid medication

___Tranquilizers/sedatives

___Pain relievers (Aspirin, Tylenol, etc)

___Sleeping aids


___Antacids (Tums, etc)

Allergies

Do you have allergies to drugs, foods or the environment (animals, dust, mold, etc)? If so please list below and whether you have been tested.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Urination: (Circle)  Burning
Urgent 
Scanty   
Difficult   Profuse    Dribbling    More than 1x a night

Bowel Movements:   Frequency ____________

Consistency  (circle):       well-formed         hard        loose       alternates between formed and loose

Do you ever notice any undigested food, blood or mucous? _______________________________

How much change are you willing to make at this time to improve your health? (please circle)


MINIMAL

SOME

COMPLETE

Symptom Survey:  0 = never, 1 = rarely,  2 = occasionally, 3 = frequently, 4 = always

0   1   2   3   4   low appetite

0   1   2   3   4   ravenous appetite

0   1   2   3   4   loose stools


0   1   2   3   4   heartburn/acid reflux

0   1   2   3   4   gas/abdominal bloating
0   1   2   3   4   mouth sores

0   1   2   3   4   fatigue after eating

0   1   2   3   4   belching or vomiting

0   1   2   3   4   hemorrhoids  

0   1   2   3   4   gums bleeding/swollen

0   1   2   3   4   bruise easily

0   1   2   3   4   thirst

0   1   2   3   4   anemia                                     
 0   1   2   3   4   bad breath

_________________________________________________________________________

0   1   2   3   4   abnormal sweating

0   1   2   3   4   fatigue

0   1   2   3   4   allergies


0   1   2   3   4   catch colds easily

0   1   2   3   4   asthma


0   1   2   3   4   tired after little exertion

0   1   2   3   4   shortness of breath

0   1   2   3   4   general weakness

0   1   2   3   4   cough


0   1   2   3   4   nasal discharge

0   1   2   3   4   dry nose/mouth/skin/throat
0   1   2   3   4   sinus congestion

________________________________________________________________________

0   1   2   3   4   sore, cold or weak knees
0   1   2   3   4   feel cold often

0   1   2   3   4   low back pain

0   1   2   3   4   swollen ankles 

0   1   2   3   4   frequent urination

0   1   2   3   4   poor memory

0   1   2   3   4   urinary incontinence

0   1   2   3   4   hair loss

0   1   2   3   4   ear/hearing problems

0   1   2   3   4   infertility

0   1   2   3   4   early morning diarrhea
low   normal   high    libido

________________________________________________________________________

0   1   2   3   4   irritable


 0   1   2   3   4   muscle spasms/twitches

0   1   2   3   4   ligament/tendon issues     
 0   1   2   3   4   numb extremities

0   1   2   3   4   tight feeling in chest

 0   1   2   3   4   dry, irritated eyes

0   1   2   3   4   alternating diarrhea/constipation 0   1   2   3   4   ear ringing

0   1   2   3   4   sigh frequently                          
  0   1   2   3   4   anger easily

0   1   2   3   4   neck/shoulder tension

  0   1   2   3   4   red eyes

_____________________________________________________________________________

0   1   2   3   4   feel heart beating

0   1   2   3   4   chest pain

0   1   2   3   4   insomnia


0   1   2   3   4   disturbing dreams

0   1   2   3   4   sores on tip of tongue                 0   1   2   3   4   restlessness

0   1   2   3   4   anxiety


0   1   2   3   4   palpitations




______________________________________________________________________________

0   1   2   3   4   dizzy upon standing

0   1   2   3   4   feeling of heaviness

0   1   2   3   4   see floaters in eyes

0   1   2   3   4   nausea

0   1   2   3   4   heat in palms or soles

0   1   2   3   4   foggy thinking

0   1   2   3   4   afternoon fever

0   1   2   3   4   enlarged lymph nodes

0   1   2   3   4   night sweats

0   1   2   3   4   cloudy urine

0   1   2   3   4   frequently flushed face



Women:

Are you currently pregnant? ________
Are you on the birth control pill? ________

# of pregnancies_____      # of live births_____      # of miscarriages_____       # of abortions_____

How old were you when you had your first period? _____

___Regular menses
___Irregular (Early/Late)
 ___Amenorrhea
   __Bleeding between menses

When was the first day of your last period?________________

 # of days from the start of one period to the start of the next ________

Average number of days of flow: ______          Flow is:        Light           Normal             Heavy

Color is:          Pale             Normal           Dark            Bright Red            Brown               Purple

Blood clots?     Yes     No      

Do you get pain or cramps?       Yes    No          Severe?    Yes     No

Nature of pain (circle):      Sharp       Dull        Constant        Intermittent        Burning        Aching  

Do you experience any of the following before or during your menstrual period?

Water retention

Breast tenderness/swelling
     Depression
 Irritability
  Migraines  
Insomnia     

Diarrhea

Constipation
Nausea
  Hot flashes
 Night sweats

Vaginal Discharge?   Yes     No          

Have you ever used   _____birth control pills
__IUD

_______current form of contraception

Hormone Replacement therapy?  Y/N

Check any that apply:
__Endometriosis

__Polycystic Ovary Disease 
__Pelvic Inflammatory disease 

Have you experienced menopause?      Yes        No               When? ______________ 

If you are experiencing menopausal symptoms, please describe: ___________________________

Date of last PAP smear ____________Was it normal? Y/N  ______________________________

Men:

Date of last prostate check up: ___________   Results: _________________________________

Circle all that apply:       Groin pain         

 Decreased libido          Testicular pain 
Prostate problems           

Painful urination             Difficult urination               Dribbling urination      Incontinence             Swelling in testicles

Premature ejaculation      Nocturnal emissions           Increased libido           Impotence

Difficult fertility

Other: __________________________________________________________________________

________________________________________________________________________________

Thank you for taking the time to fill out this health history. Please read below and sign.

The above information is true, accurate and complete to the best of my knowledge. I will make my practitioner aware of any changes to any information above.
PATIENT ADVISORY TO CONSULT A PHYSICIAN

I am committed to your health and well-being.  While Chinese Medicine is a very thorough health care system, it is not a replacement for western medical treatment, including regular check ups with your primary care physician.   I recommend that you consult a physician regarding any condition for which you are seeking acupuncture treatment.   

To comply with Article 160, Section 8211.1(b) of NYS Education law, we request that you read and isng the following statement:

WE THE UNDERSIGNED, DO AFFIRM THAT _________________________(Print Patient Name) HAS BEEN ADVISED BY AN ACUPUNCTURIST TO CONSULT A PHYSICIAN REGARDING THE CONDITION OR CONDITIONS FOR WHICH SUCH PATIENT SEEKS ACUPUNCTURE TREATMENT, AND ANY CONDITIONS WHICH MAY BE DISCLOSED DURING THE EXAMINATION AND TREATMENT SESSIONS.

I consent to acupuncture treatment and other procedures associated with Traditional Oriental Medicine.  I have discussed the nature of my treatment with my practitioner. I understand that methods of treatment may include but are not limited to: acupuncture, massage, moxibustion, gua sha, cupping, electric stimulation, and Chinese herbal medicine. I have been informed that acupuncture is a safe method of treatment, but that it may have side effects including bruising, numbness or tingling near the needling sites that may last a few days, and dizziness or fainting.  Bruising is a common side effect of cupping and gua sha.  Unusual risks of acupuncture include pneumothorax and organ puncture.  Slight superficial burns are a possible side effect of moxibustion. 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) which may be recommended are traditionally considered to be 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. Some possible side effects of taking herbs are nausea, stomachache, vomiting, diarrhea, rashes, hives, tingling of the tongue. I will immediately notify a member of the clinical staff of any unanticipated effects associated with the consumption of the herbal preparations.

As of today’s date, I (circle one) AM/AM NOT pregnant. I will notify each clinical staff member who is caring fro me if I am or become pregnant.


Initial: ________________

I understand the clinical and administrative staff may review my medical records and lab reports and that portions of my records may be used for research purposes, howeve,r my name and identifying information will not be disclosed. Otherwise any of my records will be kept confidential and will not be released to any party without my written consent.

I acknowledge that if I do not give 24 hours notice for cancellation of an appointment, I will be charged a full fee for the missed appointment.


By voluntarily signing below I show that I have read this consent to treatment, have been told about the risks and benefits of Acupuncture and other procedures. 

Patient Signature: _______________________________________  Date:____________________

Licensed Acupuncturist Signature: _________________________   Date:___________________
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