Patient Health History

Name: Date:
Address:
City, State, Zip code

Phones: Home Work: Cell:

Email address:

Date of Birth: Age:
Occupation: ,

Emergency contact:

Referred by:
Current Medications:

Are you/might you be currently pregnant/nursing?
Do you have any implants/pacemaker?

Treatment Goal(s)
What is the main condition you would like to address?

How does this affect your daily activities (sleeping, working, etc)?

When did this condition begin?
What diagnosis, if any, have you been given?
What treatments have you tried?

Other conditions you would like to address

> AW ULF

acupuncture




If you are experiencing pain, please complete the following;

Quality of pain: __ sharp __ stabbing __ throbbing __dull
__buming _ cramping  other
___continyous ____comes & goes
___numbness __ wakes you up at night

Do any of the following lessen the pain? ___heat __ cold
____holding the area (pressure) _ rest ___ stretching
___gentlemovement ___ vigorous exercise
Do any of the following worsen the pain? ___ heat __ cold
___pressure ___ rest (worse during sleep) _ movement
___sitting _ walking _ weather (rain, cold, wind)

Check all that apply and indicate dates where applicable

___ Hepatitis ___HIV/AIDS ____Diabetes
___Cancer ____HighBlood Pressure ___ Heart Disease
___ Surgery

Other significant medical condition:

Trauma/Accidents

Emotional trauma (divorce, etc):

Do you exercise regularly?
Do you smoke? If s0, how much?
Do you drink alcohol? _ If so, how much?

How much coffee/tea/soda do you drink per day?
How much water do your drink per day?

How often do you cat the following;

Vegetables Candy Dairy

Fruit Chips Artificial sweeteners:
Red meat Fast food Diet food/drinks:

_ Refined carbs (bread, pastries, cake; cookies, etc)
What supplements do you currently take? '

Are you vegetarian?




Current Health Indicators

Height Weight

Recent change in weight?

Body Temperature

____Cold fingers ____Feel hot all over ___Sweaty at night
____Cold hands ___Feelhotin afternoon ____ Thirsty at night
___Cold arms ___Feelhot in face ____Hot flashes
____Cold toes ___Feel hot in hands ___ Sweat easily
____Cold feet ____Feel hot in feet ____Lack of sweat
____Cold legs ___Feel feverish - Take water
____Feel cold all over ___ Thirsty to bed
Energy Level

____Low energy ___ Low cnergy after exercise

___Low energy at specific time of day. If so, when?

____Shortnessof breath ____ Sleepy during day ____Lethargic
___Reluctancetotalk  ___ Catch colds easily ___Fatigue
Circlulation/Blood

Dizzy ___ Sec floaters/spots Numbness/tingling in extremities

|

Heart and Associated TCM Functions (TCM=Traditional Chinese Medicine)

___Palpitations ___lregular heartbeat ___Pacemaker
____Insomnia ____Poorsleep ____ Chest pain
___Mental confusion ___Soresontipoftongue __ Anxiety

____ Chest pain traveling to arm or shoulder ___Restlessness
Lung and Associated TCM Functions

___Nasal Discharge: Color Thick or Thin____
____Cough ____ Dry mouth ____ Dry skin
___Nose bleeds ___ Dry throat ___ Fever & chills
____Sinus congestion ____Dry nose ____ Sneezing
___Overallachybody ___ Stiff neck ___ Stiff shoulders
____Sore throat ___Difficulty breathing = Feel sad

___ Allergies ___Smoke cigarettes ___Melancholy

____Clear throat frequently ___ Sniffling/snorting
____Headaches. If so, where & how often
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