You may fill in the form using Adobe's free PDF reader and print it; or you may print form out and fill in by hand.

NEW ACUPUNCTURE PATIENT HISTORY FORM

All acupuncture patients must also complete Clinic “Application for Treatmen{” form.

Name: Today’s Date: / /
Date of Birth: / / Height: Weight: B.P.
Emergency Contact: Name: Phone:

Reason for today’s visit:

o~ Pl

Have you had acupuncture before? Yes No_ (@
Have you had Chinese herbal medicine before? Yes No

How long have you had this condition?

What seemed to be the initial cause?

What seems to make it better?

What seems to make it worse?

What activities are restricted by it? ‘ g

Are you under the care of a physician now? Yes ( ) No ()
If yes, for what condition(s)?

Who is your physician? Dr.’s phone

Family Medical History: Have any blood relatives had:
LLERGIES

RTERIOSCLEROSIS HEART DISEASE
[ ] HIGH BLOOD PRESSURE
ALCOHOLISM
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| SEIZURES
CANCER STROKE
DIABETES
Your st:tlnxgcéa/IHl—:{itory: Have you ever had: [CIHEART DISEASE |:| SURGERY
LT ALCOHOLISM LIHEPATITIS THYROID
[TALLERGIES C1HERPES ISORDERS
[TAPPENDICITIS [JHIGH BLOOD MAJOR TRAUMA
T PRESSURE TUBERCULOSIS
EQEEEAIAS\DSCLEROSIS :[MEASLES TYPHOID FEVER
’ MULTIPLE
[C] BIRTH TRAUMA (YOUR BIRTH) " FLEROSIS L —ENERe
[_L] CANCER [ |[MUMPS S TSEASE
[_] CHICKEN POX | |PACEMAKER WHOOPING COUGH
[_]DIABETES PLEURISY OTHER (SPECIFY)
[C1 EMPHYSEMA E('\;EL(J)MON'A
E:E'Z)'ILTEEF;SY [_[RHEUMATIC FEVER
SCARLET FEVER
[lcouTt SEIZURES
|STROKE
Your Diet:
Appetite: O Low OHigh
Do You Use: Coffee Soda Sugar Salty Snacks Acrtificial Sweeteners
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pdwyer
Typewritten Text
You may fill in the form using Adobe's free PDF reader and print it;  or you may print form out and fill in

pdwyer
Typewritten Text

pdwyer
Typewritten Text

pdwyer
Typewritten Text

pdwyer
Typewritten Text
by hand.

pdwyer
Typewritten Text

pdwyer
Typewritten Text


Typical Daily Menu:

Morning Snack Noon Snack Evening Snack

Pharmaceuticals taken in last 2 months:

Vitamins/supplements taken in the last 2 months:

Lifestyle:
| _|a|coho|
Dtobacco

Dmarijuana |:|_stress goccupational hazards Exercise:desOno frequency:
[]drugs type:

General Symptoms:

[ ]poor appetite grecent weight Dfatigue ever Dbleed or bruise
heavy appetite s/gain __llack of strength hills easily
Bstrongly like cold ﬂmor sleep bodily heaviness night sweats Qpeculiar taste
cold hands or feet weat easily (describe)

I__dfinks
strongly like hot

drinks eep I:lshortness of breath
Head, Eyes, Ears, Nose, Throat
Elasses || |night blindness Dsores on lips or D_recurrent sore Dearaches
ye strain glaucoma tongue throat eadaches
ye pain cataracts gdry mouth stollen glands migraines
ed eyes teeth problems excessive saliva lumps in throat concussions
itchy eyes grinding teeth sinus problems enlarged thyroid [bther head or
pots in eyes TMJ Excessive phlegm nose bleeds neck:
0or vision acial pain (color?) ringing in ears
lurred vision um problems poor hearing
Respiratory:
|:|difficulty |:[cough thick or thin? __shortness of
breathing when color of phlegm: El_coughing blood breath
lying down __asthma/wheezing
[]tight chest wet or dry? __pneumonia
Cardiovascular
| |high blood D_Iow blood D_tachycardia Dfainting Dheart palpitations
p_ressure pressure Dphlebitis E[diﬁiculty [Jirregular
[ Jchest pain |:|b|ood clots breathing heartbeat
Gastrointestinal
[ Inausea color laxative use bloody stools
[ Jdiarrhea burning anus [ Jhemorrhoid
intestinal pain or :lvomiting as [ Jploating
cramping constipation black stools [ |mucous in stools
bowel movements: itchy anus rectal pain | |anal fissures
frequency acid regurgitation hiccup [ |bad breath
Musculoskeletal
neck/shoulder :ljoint pain |:|_muscle pain |:|_Iimited use
ain :Ilimited range of low back pain other (describe)
If[upper back pain motion rib pain

©whole Health Clinic, Inc. 2010

heavy sleep
dream-disturbed
S

poor circulation

muscle cramps
ertigo or dizziness




ﬁin and Hair

rashes
eczema

[ ]dandruff

Heu ropsychology
_lseizures

[C]poor memory

ffnito—urinary
__Ipain on urination
[Pplood in urine
requent urination
Hunable to hold

urine

Gynecology
___age menses
began
|:|duration of flow
length of cycle (day
1today 1)
irregular periods
[Ipainful periods
breast lumps
__#live births
__#pregnancies

Dclots

Patient signature:

gchange in

hair/skin texture
hives

__Ipsoriasis

Ulirritability
[Inumbness
|:|depression

D_bedwetting
[Jurgent urination

El_itching
[1 fungal infections
[ Julcerations

Dacne

Deasily stressed
[tics
Danxiety

[]incomplete
urination

[ ] wake to urinate

Date:
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Chair loss
other hair or skin
problems

D_considered/attem

IJ_J_tled suicide
seeing a therapist

D_kidney stones

[Inocturnal
emission

other (specify):
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