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HEALTH HISTORY QUESTIONNAIRE
Information for your Acupuncturist
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. A/l

information is strictly confidential.

1. General Patient Information Date: / /

Name:

Address:

City, State, Postal Code:

Home Phone: ( ) Work Phone:( )

Age: Date of Birth: / / Place of Birth:

Guardian (if under 18):

Gender: UM UF Height: ’ ” Weight: Ibs.
e-mail:
Occupation: Employer:

How did you hear about our office?

Major Complaint(s), in order of significance to you:

4.

5.

Additional:

How do these conditions impair your daily activities?

Il. Patient Medical History

How was your childhood health?

Hospital Visits/Stays:




Recent tests: (please indicate test results and date below)
UPhysical UCholesterol  UProstate U Blood (which?)
QHIV/STD QPap smear QMammography QOther:

Test Results and
Date:

Check any you have had in the past:

UDiabetes QAllergies QGlaucoma URheumatic Fever
QHeart Disease UCVA (stroke) QVein condition QThyroid disorder
UAsthma UPneumonia QTuberculosis UEmphysema
UJaundice QGonorrhea UMumps UBleeding tendency
QSyphilis UMeasles QChicken pox UNervous disorder
UMeningitis aHIv UPolio UMononucleosis
UEpilepsy UHigh fever UHepatitis UMultiple Sclerosis
UParalysis QCancer UMigraines UHigh blood pressure

Qother lung ilinesses Qother liver ilinesses Qother heart ilinesses Qother kidney illnesses
Uother:

Immunizations:

Surgeries:

I1l. Patient Profile

Please clearly mark any areas of pain and any scars (please indicate which of the areas are scars):

Is the pain:

QdSharp UBurning QAching
QCramping QDull UMoving
QFixed Other:

Do the following lessen the pain?
UPressure UCold UHeat
U Exercise QOther:

Do the following worsen the pain?
OPressure  QCold UHeat
QOther:

Please check the following that currently pertain to you (if you have symptoms in the following categories, it
indicates that you have a problem with that organ’s function):

Overall Temperature (Kidney function):

UCold hands UAfternoon flushes

QCold fingers UNight sweats

QCold feet WHeat in the hands, feet, and chest
UCold toes UHot flashes any time of the day
USweaty hands WThirsty

QSweaty feet UPerspire easily

UHot body temperature (sensation) ULack of perspiration

UCold body temperature (sensation) UTake water to bed
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Overall energy (Lung, Kidney function):
WShortness of breath

QDifficulty keeping eyes open in the daytime
U General weakness

UEasily catch colds

ULow energy

UFeel worse after exercise

Overall blood (Liver, Spleen, Heart function):

UDizziness
USee floating black spots

Lung function:
UNasal Discharge (Color:

UCough

UNose Bleeds
USinus Congestion
UDry mouth

UDry throat

QDry Nose

UDry Skin

UAllergies (To what?

UAlternating fever and chills
USneezing
UHeadache (Location:

)

UOverall achy feeling in the body

QStiff neck

QStiff shoulders

USore throat

UDifficulty breathing

QSmoke cigarettes (# of cigarettes per day:
USadness

UMelancholy

Dampness trapped in the body:
QGeneral sensation of heaviness in the body
UMental heaviness

UMental sluggishness

UMental fogginess

USwollen hands

USwollen feet

QdSwollen joints

UChest congestion

UNausea

USnoring

Heart function:

QPalpitations

UAnxiety

USores on the tip of the tongue
URestlessness

WUMental confusion

UChest pain traveling to shoulder
UFrequent dreams

UWake un-refreshed

UDrink coffee (# of cups per week: )

Spleen function:

ULow appetite

UAbrupt weight gain

UAbrupt weight loss

UAbdominal bloating

UAbdominal gas

WGurgling noise in the stomach

UFatigue after eating

UProlapsed organs (previously diagnosed which
organ?
UEasily bruised
UHemorrhoids

UPensive

W Over-thinking
dWorry

Spleen, Stomach, Large Intestine, Small Intestine
function:

ULoose

UConstipated

Uincomplete

UDiarrhea

UBlood in stools

WMucous in stools

UUndigested food in stools

Stomach function:

UBurning sensation after eating
ULarge appetite

UBad breath

UMouth (canker) sores
UBleeding, swollen or painful gums
UHeartburn

UAcid regurgitation

QUlcer (diagnosed)

WBelching

UHiccoughs

UStomach pain

WUVomiting




Eyes (Liver function):

Qltchy
UBloodshot
UHot

UDry
UWatery
QGritty
UBlurry vision

UDecreased night vision

UNear-sighted
QFar-sighted

Libido:
ONormal
QHigh
ULow

Urination:
UNormal color
UDark yellow
UClear
OReddish
UCloudy
QScanty
QProfuse
UStrong odor
UBurning
UPainful
UDischarge
UDifficult
UPainful
QUrgent
UFrequent

Kidney, Urinary Bladder function:
UFrequent cavities

UEasily broken bones

USore knees

UWeak knees

UCold sensation in the knees
ULow back pain

UMemory problems

UExcessive hair loss
ULow-pitched ringing in the ears
UKidney stones

UBladder infections

WWake during the night twice or more to urinate
ULack of bladder control

UFear

UEasily startled

Liver, Gall Bladder function:
UAlternating diarrhea and constipation
UChest pain

UTight sensation in the chest

UBitter taste in the mouth

UAnger easily

UFrustration

UDepression

Qlrritability

UFrequently unable to adapt to stress (What causes

the stress?

)

USkin rashes

UHeadache at the top of the head
UTingling sensation

UNumbness

UMuscle spasms

WMuscle twitching

WMuscle cramping

USeizures

UConvulsions

ULump in the throat

UNeck tension

ULimited Range-of-Motion, Neck
UShoulder tension

ULimited Range-of-Motion, Shoulder
WDrink alcohol

URecreational drugs (Which?

, How much per week?

)
UHigh-pitched ringing in the ears
UGall stones (history or current)
USexually transmitted disease (Which?

)




Women only:

Regular menstrual cycle? QY QN
Number of children:

Age of first menstruation:
Average number of days of flow:
UVaginal discharge

Pregnant? QY QN
Number of pregnancies:
Age of menopause (if applicable):

Average number of days of entire cycle:

UBleeding between periods

Do you experience any of the following pre-menstrual syndromes?

Unausea Qvomiting
Ufood cravings Uheadaches
Udepression Uirritability

Qdull pain, where?

Please fill in the following menstrual chart:

Uwater retention
Umigraines
Uanxiety

Qsharp pain, where?

Qbreast swelling
Qbreast tenderness
Qother emotions:

Day1 |[Day2 pDay3 Day4 pDay5 Day6 |Day7
Color (normal, bright red, pale,
brown, rust, dark, purple, other)
Amount of flow (normal, heavy,
light)
Pain/cramps (location, dull,
sharp, other)
Clots (large, small, black, purple,
red, other)
\Vomiting (check if yes)
Nausea (check if yes)
Other
Men only:
USwollen testes UTesticular pain Ulimpotence UPremature ejaculation

QFeeling of coldness or numbness in external genitalia

All please fill out:

Other Comments:

QOther

Patient Signature:

Acupuncturist Signature:
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