	New patient Health History Questionnaire
Today’s date_______________________

Last Name_________________________
First Name______________Date of Birth__________________

Address____________________________City, State, Zip_______________________________________
Home Phone________________________Work Phone_________________Email____________________
Employer___________________________Occupation____________________Partner Status___________
Place of Birth___________________________

Family Physician_____________________Referred by_____________________________
Have you tried acupuncture or Chinese herbal Medicine Before?__________________________________


	Welcome! Please help me provide you with a complete evaluation by taking the time to fill out this questionnaire carefully and answering all questions. All your answers are completely confidential.
What is your main reason for coming for acupuncture treatment?

How long since you first noticed any symptoms?

Have you been treated for this condition before? When? And what type of treatment?
Have you been given a diagnosis for this problem by your physician? If so what is it?

Please give a brief history of this condition from onset to present.

Are there any secondary conditions you would like treated?

List any medications you are taking for this or any other medical conditions.

Have you ever been hospitalized? List dates and reason for each, including surgeries.
List any acute conditions you have had in the past year such as cold, flu’s or injuries.

List your childhood diseases.

Check any of the conditions you have had in the last 3 months. Please indicate length of time.
□ Poor Appetite

□ Changes in Appetite

□ Abdominal Pain or cramps
□ Weight Gain or loss

□ Cravings

□ Sweating Easily 

□ Diarrhea

□ Constipation

□ Bleeding Gums 
□ Indigestion

□ Bad breath
□ Hemorrhoids
□ Nausea

□ Vomiting

□ Gas

□ Belching

□ Bloody Stool
□ Black Stool
□ Sores on tongue
□ Hiccups
□ Bleeding gums
□ Increased thirst

□ Increased Appetite
□ Low energy

□ Muscular pain

□ Weak Limbs

Any other digestive problems?

_________________________
□ Frequent or Painful Urination 

□ Kidney Stones 
□ Urgent Urination
□ Impotence

□ Prostate Problems

□ Night Sweats
□ Teeth problems

□ Ringing in the Ear

□ Impaired Hearing
□ Diminished Sex Drive
Do you wake at night to urinate?

__________________________

How often? _________________

What color is your urine? ______

Any other urinary problems?

__________________________

□ Shortness of breath
□ Irregular heart beat
□ Palpitations

   □ High Blood Pressure

   □ Low Blood Pressure 

Have you ever had? Include dates

□ Allergies

□ Cancer

□ Diabetes

□ Heart Murmur
□ Heart Attack

□ Gall Stones

□ High Blood Pressure

□ Hepatitis

□ Thyroid Disorder

□ Seizures

□ T.B

□ Rheumatic Fever
□ Pneumonia
□ Pleurisy
□ Tumor or cyst

□ Kidney Infection
□ Leg Cramps

□ Fainting

□ Chest Pain

□ Dizziness

□ Cold Hands or Feet

□ Swelling of hands, feet or ankle 

□ Blood Clots

□ Warm /flushed hands or feet
□ Insomnia
□ Disturbed Sleep

□ Irritability
□ Nervousness

□ Forgetfulness

□ Anemia
□ Claustrophobia

□ Afternoon Fatigue

□ Morning Fatigue
Any Heart or vessel problems?

____________________________

□ Frequent Colds
□ Easily Chilled
□ Excessive Sweating
□ Easily Fatigued
□ Asthma
□ Dry Cough
□ Cough with phlegm
□ Hay Fever
□ Sinusitis
□ Sore throat
□ Bronchitis
□ Pneumonia
□ Fever

□ Chills

□ Difficulty Breathing when lying down
Any other Lung Problems?

___________________________

□ Rashes
□ Psoriasis 
□ Dandruff

□ Hair Loss

□ Recent Moles or mole changes
□ Changes in texture of hair or skin
□ Pimples
□ Itching
□ Eczema
□ Excessively Dry Skin
Any other skin problems?

___________________________

Is there a family history of any of the following diseases? Which relative?

□ Cancer____________________

□ Diabetes___________________

□ Arthritis___________________

□ High Blood Pressure__________

□ Heart Disease_______________

□ Allergies___________________

□ Stroke_____________________
□ Asthma____________________

□ Mental Disorders____________

□ Seizures___________________

□ Other_____________________
What is your occupation?
____________________________
□ Headaches
□ Migraine
□ Brittle Nails

□ Bitter taste in Mouth

□ Tremors

□ Depression

□ Pain under Ribs

□ Numbness in extremities

□ Easily susceptible to Stress

□ Bad Temper

□ Jaundice

□ Heat Intolerance
□ Cold Intolerance

□ Arthritis

□ Painful Joints

□ Neck & shoulder Tension

□ Loss of Balance

□ Loss of coordination
□ Concussion

Have you ever been treated for emotional disorder?

__________________________

Any other neurological or psychological problems?

__________________________

Any other concerns about physical fitness you would like to bring up? ________________________

___________________________

___________________________

___________________________

Women have you ever had?
□ Premenstrual  tension
□ Menstrual Clots
□ Painful menses
□ Irregular menses
□ Heavy Menses

□ Light Flow

□ Pregnancy

□ Premature Births

□ Miscarriage
□ Abortion
□ Ovarian Cysts
□ Yeast Infections
Age at onset of menstruation_____
Intervals between periods________

Duration of periods____________

Quantity of flow_______________

Date of last period_____________

Do you? Please indicate how much & how often?

□ Smoke Cigarettes
□ Drink Alcohol 
□ Drink Coffee or Cola   
□ Smoke Marijuana    
□ Use non- medical drugs

____________________________
List any Medications taken  within the last three months (including vitamins, herbs & drugs)_____________________  

____________________________
____________________________
How much sleep do you get? What hours do you sleep? ____________________________
   Please Describe What you ate yesterday and today? Describe your eating habits.

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Do you follow an exercise program? Please Describe.
______________________________________________________________________________________

______________________________________________________________________________________

Please mark painful areas on the chart below

Please place XXX marks in the areas where you have pain in your body.

Please use arrows  & words to point & describe the painful areas for example burning, stabbing, pins & needles, numbness or achy 
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