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Health History Form

All information is strictly confidential.
Patient Name: _____________________________
Today’s Date: ________________________

I. Major Complaint(s), in order of significance:

Severe
  Moderate     Slight

1.
⁯
⁯
⁯











2.
⁯
⁯
⁯











3.
⁯
⁯
⁯











How do the above conditions impair your daily activities?






Current/Past Care:

Please list any physicians/therapists you are currently seeing or have seen in the recent past:

1. Name




Facility/Location






Reason for care:





 Still under care? [  ] Yes [  ] No 

2. Name




Facility/Location






Reason for care:





 Still under care? [  ] Yes [  ] No 

3. Name




Facility/Location






Reason for care:





 Still under care? [  ] Yes [  ] No 

Medications & Supplements:

Current medications/dosage (attach separate sheet if necessary):






Prescribed by: 












Current supplements (bring to your 1st visit) 








II. Chief Complaints

Please tell us more about the complaints you listed on the first page of this form: 

Tell us more about your current complaint(s):

What have you done so far to address your current complaints?
If we are successful at addressing your complaints, what will that look like?

III. Additional Health Concerns

Many patients are not aware of the wide array of conditions that are effectively treated by Chinese Medicine. If you have any of the conditions below and would like more information on how we may be able to help, please check the appropriate boxes.

Allergies/Sinusitis


Asthma


Colds & Flu

Sciatica



Tendonitis


Plantar Fasciitis

Acid Reflux



Irritable Bowel

Fatigue

Menstrual Problems


Hot Flashes


Insomnia
Anxiety



Depression


Stress Relief

IV. Patient Medical History

Current Height and Weight:
Height____________   Weight______________

Past hospitalizations/surgeries & dates: 




_





Please list any other major illnesses you have had: 







V.  Pain Profile

Please clearly mark any problem areas with an “x” and any scars with an “s”
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If you have pain, is it:

Sharp 
Burning
Aching 
Cramping
Dull
Moving

Fixed

Constant
Intermittent 
Other:________________

Do the following lessen the pain?

Pressure
Cold

Ice

Heat 

Dampness
Dryness


AM

PM 

Exercise
Other:




Do the following worsen the pain?

Pressure
Cold

Ice

Heat 

Dampness
Dryness


AM

PM 

Exercise
Other:




Specific movements or activities that aggravate the pain






Does this condition affect your sleep in any way?

Yes
No

How bad is your pain currently on a scale from 1-10 (1= no pain, 10= unbearable pain): 

1  
2 
 3  
4  
5  
6  
7  
8  
9  
10

VI. Additional Health Information

Women only:

Regular menstrual cycle?Y N

Pregnant?Y N If yes: due date
/

Number of children:_______


Number of pregnancies:_____

Average number of days of flow:_____
Average number of days of entire cycle:_____

Bleeding between periods

Vaginal discharge

 



Menopausal Symptoms? Which?_____________________________________________________

Do you experience any of the following pre-menstrual syndromes?  N/A 
nausea

vomiting

water retention
breast swelling

food cravings

headaches

migraines

breast tenderness

depression

irritability

anxiety



dull pain, where?__________________
sharp pain, where?____________________

Men only:
Benign prostatic hypertrophy (BPH)
 Completed TURP; Date(s)


Testicular pain


Erectile Dysfunction


Premature ejaculation

Feeling of coldness or numbness in external genitalia


Urinary Difficulty/pain

Other_________________

Other Comments:

Please sign and date:

Patient Signature:






Date:




Acupuncturist Signature:
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