CONFIDENTIAL HEALTH HISTORY FORM Date:

Name:
Address: Bithdate:
Gender:
Home phone: Work/other phone: Relationship
Email (optional): status:
Emergency contact name: Height:
gency co )
& phone #: Weight:
Referred by: Occupation:
Reason for visit: Have you had acupuncture before?

Chinese herbal medicine?
How long have you had this condition?

Are you currently under the care of a physician? If yes, what for?
Name of physician: Physician phone #:
Other concurrent therapies:

FAMILY MEDICAL HISTORY

DAllergies DArteriosclerosis OCancer ODiabetes OSeizures
DAsthma OHeart Disease OStroke
OAlcohol/Drug Addiction OHigh Blood Pressure

PERSONAL MEDICAL HISTORY (check all current or past conditions)

DAIDS/HIVOAIlcohol/Drug OCancer OHeart disease OPleurisy OThyroid disorder
DOAddiction OChicken pox OHepatitis OPneumonia OTuberculosis
DAllergies ODiabetes OHerpes OPolio OTyphoid fever
OAppendicitis OEmphysema OHigh blood pressure ORheumatic fever OUlcer
DArteriosclerosis OEpilepsy [Measles DScarlet fever [Venereal disease
OAsthma OGoiter OMultiple sclerosis OSeizures OWhooping cough
OBirth trauma OGout OMumps OStroke OOther

Major traumas/accidents & dates:

Surgeries & dates:

Current Medications and Supplements & dosages: (attach separate sheet if necessary)

Appetite 0 Low Ocoffee Dartificial Osugar glasses water/day
[OMed. DSoft drinks sweetener Osalty food
OHigh
Breakfast Snack Lunch Snack Dinner Snack
Lifestyle
OAlcohol OOther OStress Exercise: Type & frequency
OTobacco Recreational drugs OOccupational hazards

OMarijuana




Check all that apply, and indicate “P” for previously

General Symptoms
[Poor appetite

[IHeavy appetite

[Strong desire hot drinks
OStrong desire cold drinks

[ORecent weight loss/gain
[Poor sleep

[DHeavy sleep
[ODream-disturbed sleep
[OFatigue

[Lack of strength
[IBodily heaviness
[Cold hands/feet
[Poor circulation
[OShortness of breath

OFever OVertigo/dizziness
OChills [Bleed/bruise easily
ONight sweats OUnusual taste (describe)

OSweat easily
OMuscle cramps

Head/Neck

OGlasses OCataracts DExcessive saliva OLumps in throat OEaraches

OEye strain/pain OTeeth problems OSinus problems OThyroid problems OHeadaches

ORed/itchy eyes OGum problems DOExcessive phlegm OConcussions

OSpots in eyes oT™l Color/texture: ONose bleeds OOther:

OPoor vision OFacial pain ORinging in ears

ONight blindness OSores on lips/tongue DSore throat OPoor hearing

OGlaucoma ODry mouth DOSwollen glands [DHearing aid

Respiratory

ODifficulty breathing OAsthma/wheezing Color of phlegm OPneumonia

OShortness of breath OCough R —————— OOther

OChest tightness OWet O Dry [iCoughing up blood

Cardiovascular

OHigh blood pressure OBlood clots OHeart palpitations OVaricose veins

Average reading OFainting Olrregular heartbeat OOther

OLow blood pressure OChest pain OPhlebitis (inflammation of

Average reading, OTachycardia (rapid) vein)

Gastro-intestinal

ONausea OBloating OMucous in stool Bowel movements: Color

OVomiting ODiarrhea Ointestinal pain/cramping

DAcid regurgitation OConstipation Oltchy or burning anus Frequency, Odor

OGas OUse laxative/stool ORectal pain or prolapse

OHiccup softener OHemorrhoid Form

[Bad breath OBlack or bloody stool DOAnal fissures

Musculoskeletal

[ONeck/shoulder pain [OLow back pain [Joint pain (describe) ULimited range of motion

[Upper back pain [DMuscle pain UOther

[OMid-back pain ORib pain

Skin and Hair

ORashes OPsoriasis OHair loss

OHives OAcne OChange in hair/skin OOther

OUIcerations ODandruff texture

[JEczema Olitching [OFungal infections

Neuro-psychological

OSeizures OPoor memory Oirritability OConsidered/attempted OOther

ONumbness ODepression OAbuse survivor suicide

OTics OAnxiety OSeeing therapist

Uro-genital

[Pain on urination [Unable to hold urine [ODecreased libido ONocturnal emission

[JFrequent urination [OVenereal disease [OKidney stone OOther

[Urgent urination [IBedwetting Oimpotence

[OBlood in urine [OWake to urinate OPremature ejaculation

Gynecology

Agemensesbegan____ Olrregular periods OVaginal discharge OBreast lumps Date of last

Length of cycle (day 1 to OPainful periods (color) #Pregnancies_ |, —

ga:jyralt)ion o OEmotional periods [Vaginal sores #ALivebirths— Date last period began
OClots [Vaginal odor ge at menopause

[OHeavy [Med [Light

Anything else?

Elizabeth Mastropierro, L.Ac., Richmond, VA, 2009 ~ (804) 840-2193



