Health History Questionnaire
(All of the information provided is strictly confidential)

General Patient Information

Name: ____________________________________  Age: ____  DOB: ______________

Address: __________________________________________  Apt/Unit: _____________

City: _____________________________________  State: ______  Zip:______________

Phones     Home: ________________ Work: _______________ Cell: _______________
E-mail address: ___________________________________________________________

Occupation: ___________________________  Marital Status: _____________________

Spouse’s Name: _______________________  Spouse’s Occupation: __________________

Emergency Contact Name and Phone Number: ____________________________________

How did you hear about us? ___________________________________________________

Name of Primary Health Care Provider (not insurance): _____________________________

Primary Health Care Provider Phone: __________________________

Any other Health Care Provider’s names & Phones:

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Major Health Complaints

	Complaints or
Symptoms
	How Long?
	What makes it better?
	What makes it worse?

	
	
	
	

	
	
	
	

	
	
	
	


What treatments have you tried?  ________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Please describe how these problems affect your daily living:  _________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Please list any other current conditions or complaints you would like us to know about:

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Past Medical History

Please describe your childhood health:  ___________________________________________

___________________________________________________________________________

Please circle all that apply to you:

Addictions

Alcoholism

Anemia

Appendicitis

Arteriosclerosis

Arthritis

Asthma

Bladder Disease

Breast Lumps

Breathing Problems

Cancer

Candida

Chronic Fatigue

Crohns/Colitis

 COPD

Diabetes

Eating Disorder

Emotional Imbalance

Epilepsy

Fibromyalgia

Gall Stones/Gall Bladder

Inflammation

Glaucoma

Goiter

Gout

Heart Disease

Hernia

Hepatitis

 High Blood Pressure

High Cholesterol

HIV/AIDS

Joint Problems

Kidney Disease

Malaria

Meningitis

Menstrual Problems

Mononucleosis / Epstein-Barr

Multiple Sclerosis

Nephritis

Neuralgia

 Polio

Prostate Problems

Rheumatism

Stroke

Stroke

STD

Tremors

Thyroid Problems

Ulcers

Chronic Pain

Obesity

Smoking

Other issues that apply to you:  ___________________________________________________________________

Surgeries and Hospitalizations: ____________________________________________________

______________________________________________________________________________

Significant Traumas:  ____________________________________________________________

Recent Medical Tests or Procedures (please indicate test date and results):

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Allergies (drugs, chemicals, food, airborne): __________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Current Medications, Supplements, and/or Herbs: _____________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Daily Routine Assessment
Do you smoke? _____ Cigarettes/Cigars per day: ______  How long have you smoked? _______

Do you drink alcoholic beverages? ____  

What kinds and how much each week?  ______________________   ______________________

_________________  ____________________  __________________  ____________________

Do you drink caffeinated beverages?  ____  

What kinds and how much of each weekly? _____________________   ____________________

_________________  ____________________  __________________  ____________________

Please describe your exercise routine: _______________________________________________

______________________________________________________________________________

Please describe your daily diet below:

Breakfast: __________________________________________ When: ____________________

Snack: _____________________________________________ When: ____________________

Lunch: _____________________________________________ When: ____________________

Snack: _____________________________________________ When: ____________________

Dinner: ____________________________________________ When: ____________________

Snack: _____________________________________________ When: ____________________

General Health Self Assessment

If you do not take steps to improve your health and/or symptoms now, do you think your condition will get worse?   Yes   No

If your condition continues on its current course, what do you think your symptoms will be like in 5 years from now?  ___________________________________________________________

_____________________________________________________________________________

What do you think is most preventing you from being healthy?  __________________________

_____________________________________________________________________________

What are 5 things that you know you could do to improve your health?

1) ___________________________________ ____________________________________

 2)   ________________________________________________________________________
3)    ________________________________________________________________________ 
 4)   ________________________________________________________________________
5)    ________________________________________________________________________

On a scale of 1-10, how committed are you to becoming healthy?  (circle one)

1   2   3   4   5   6   7   8   9   10

Pursuant to the requirements of Section 6.1.1 Subsection (d) V.A.C.S. article 4495b, governing the practice of Acupuncture

(Patient’s Name)______________________________________________ am notifying the licensed acupuncturist of the following:

__________________________________________________________________________

I have been evaluated by a physician or dentist for the condition(s) being treated within the 6 months before this acupuncture treatment was performed.  _ Yes  _ No

I recognize that I should be evaluated by a physician for the current condition(s) or any future condition(s) treated by the licensed acupuncturist.  ___________ (patient’s initials)

I understand that the following conditions do not require evaluation from a physician within the last 6 months: smoking cessation   weight loss  chronic pain  (circle those that apply).

I have received a referral from my chiropractor within the last 30 days for acupuncture.  

_Yes _No _N/A
After being referred by a chiropractor, after 30 days or 20 treatments, whichever comes first, if no substantial improvement occurs in the condition being treated, I understand that the licensed acupuncturist is required to refer me to a physician.  It is my responsibility and choice whether to follow this advice.

_____________________________________________  Date:  _______________________

 (Signature of patient)

_____________________________________________  Date:  _______________________

 (Signature of licensed acupuncturist)

Preferred Method of Contact

As a service to you, we would like to leave appointment reminders and follow-up with you after your appointment.  Please indicate below your preferred method(s) of contact:

____ Home Phone  ____ Work Phone  ____ Cell  ____ E-mail

____ I prefer that no one attempt to reach me for appointment reminders and follow up.

You may also designate an individual with whom we may release information concerning your care if we are unable to reach you.

Name of Designee: ______________________________________

Patient Signature:  ______________________________________  Date: __________________

Informed Consent for Chinese Medicine Treatment
I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist named below and/or other licensed acupuncturist who now or in the future treat me while employed by, working or associated with or serving as back-up for the acupuncturist named below including those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not.

I understand that methods of treatment may include, but are not limited to, acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na (Oriental Massage), Oriental herbal medicine, and nutritional counseling.  I understand that the herbs may need to be prepared and the teas consumed according to the instructions provided orally and in writing.  The herbs may have an unpleasant smell or taste.  I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some 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.  Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax).  Infection is another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment.  Burns and/or scarring are a potential risk of moxibustion and cupping.  I understand that while this document describes the major risks of treatment, other side effects may occur.  The herbs and nutritional supplements (which are from plant, animal and mineral sources) that have been recommended are traditionally considered safe in the practice of Oriental 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, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the tongue.  I will notify a clinical staff member who is caring for me if I am or become pregnant.

I do not expect the clinical staff to be able to anticipate and explain all possible risks and complications of treatment, and I wish to rely on the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then known is in my best interest.  I understand that the results are not guaranteed.

I understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept confidential and will not be released without my written consent.

By voluntarily signing below, I show that I have read, or has been read to me, the above consent to treatment, have been told about the risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions.  I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Patient Name (print): _________________________________________________

Patient Signature: ________________________________________Date: ____________

Office Signature: _________________________________________Date_____________
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