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QUANTUM TOUCH
ACUPUNCTURE & WELLNESS
Today’s Date______________

Important: Please complete this document as thoroughly as possible. Some of the following questions may seem unrelated to your condition, but they may play a major role in your diagnosis and your treatment. All information is strictly confidential.
First Name:__________________   Last Name:____________________   Sex:  F   M   (circle one)
DOB: ____/____/________   Height:_________  Weight:_________

Address:_____________________________________________________________________ 

City, State, Postal Code:________________________________________________________

Cell Phone: (____)_____________  E-Mail: _________________________________________

Marital Status: S      M      D      W     P (partnership)       (circle one)      Number of Children: ________

Occupation: ________________________________ Company: _________________________

Emergency Contact: _________________________  Relationship to you:_________________

Emergency Contact Phone No: (____)______________

Physician: ____________________________  Physician’s Phone No:(____)_______________

How did you hear about our office: ________________________________________________

Referred by: ________________________________________ 

Have you been treated with acupuncture before:    Yes     No    (circle one)
If yes, how long ago: ______________________

What is the main reason for your visit, today: ________________________________________

When did this condition begin: ____________________________________________________

What aggravates this condition (activity, weather, AM, PM, diet, etc.): _____________________________

What improves this condition (rest, massage, heat, cold, etc.) __________________________________

How sever is your condition right now, on the scale from 0 to 10: ________________________

Have you been given a professional diagnoses for this condition: ________________________

If yes, what: __________________________________________________________________

What treatments have you tried already: ____________________________________________

Are you currently on any medications or herbal medicine for this condition:  Yes    No     (circle one)
If yes, provide us with names: ____________________________________________________

List all of your health concerns, in order of significance to you: 

1. ______________________________________________________________________

2. ______________________________________________________________________

3. ______________________________________________________________________

4. ______________________________________________________________________

5. ______________________________________________________________________

MEDICAL HYSTORY:

Check any illness/condition you had in the past/present (“ R “ - if it’s resolved;        “ X”- if it’s still present) 
___ Cancer (what kind of and when) ________________________________________________________________________________

___ Autoimmune Disease (specify) ____________________________________________________________________________ 

___ Rheumatoid Arthritis                        ___ Fibromyalgia                               ___ Lupus                                            

___ Allergies (specify) ___________________________________________________________________________________________

___ Infectious Diseases (specify) ______________________________________________________________________________

___ Hepatitis   A     B    C    D    E   (circle one if it applies to you)
___ STD ( specify ) ________________________________________________________________________________________________

___ HIV/ AIDS                                     ___ Tuberculosis                                 ___ Mononucleosis

___ Mumps                                          ___ Chicken Pox                                 ___ Shingles

___ Meningitis                                      ___ Epilepsy/Seizure                          ___ Migraines

___ Recurrent Cold/Flu                        ___ Pneumonia                                   ___ Asthma

___ Heart Disease ( specify) _____________________________________________________________________________________                              

___ CVA ( Stroke)                                 ___ High Blood Pressure                    ___ Cholesterol

___ Bleeding easily                               ___ Diabetes                                       ___ Anemia          

___ Thyroid Disorder ( specify ) _________________________________________________________________________________

___ Liver Disorder (specify) __________________________   ___ Kidney Disorder (specify) ________________________

___ Frequent UTI                                   ___ Ulcers                                           ___ IBS

___ Mental Disorder ( specify ) __________________________________________________________________________________

___ Eating Disorder                                ___ Drug Addiction                             ___ Alcoholism

Other Health Conditions/Disorders that we didn’t mention on previous page that apply to you:

____________________________________________________________________________
List Surgeries, Major Illnesses, Traumas/Car Accidents/Sports Injuries: (with Dates or approximate Year)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there possibility that you are pregnant? (for women)      Yes        No      (circle one)
Do you have a Pacemaker or other artificial Implants in your body: _______________________
Do you have a history of frequent antibiotic use: (specify with reasons and dates/years)

____________________________________________________________________________
Are you currently taking anticoagulant medications?   Yes       No      (circle one)
Please list all medications, nutritional supplements, homeopathic remedies and herbal medicine you’ve been taking in the last 3 months, along with doses and the reason you are taking them:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Lifestyle/Habits: 

Exercise:

___Mostly sedentary (little to no activity in career/home) 
___Mild exercise (housework, climb stairs, gardening etc) 
___Occasional vigorous exercise (moderate manual labor, exercise 4x/week for 30 min)
___Extreme exercise (profess. and serious amateur athlete, exercise 6-7x/week for >45 min) 
Diet: 

___High protein diet             ___ Mostly meat and carbs            ___Low-carbohydrate

___Vegetarian                      ___Strictly vegan                            ___ Low-fat diet

___Gluten Free                     ___Dairy Free                                ___ Raw food

___Spicy Food                      ___Law sodium diet                       ___Balanced diet

Other forms of diet (specify)______________________________________________________

# of meals eaten in average day: _____     ;

Time of your first meal from _____to______am; Time of your last meal from _____to _____pm.

Are you often craving sugar? _________      
Estimated oz of water/day: ____________________ 
Do you consider your diet “healthy”?    ___Very    ___Somewhat    ___No 
Caffeine Intake:  ___ None  ___Coffee  ___Tea  ___Cola/performance drinks 
# of cups/cans per day:_________________________________________________ 
Alcohol Consumption: 
Do you consume alcohol?     Yes       No      (circle one)
Type of alcohol consumed:______________________________________________ 
# of drinks/week: ____________________________ 
Tobacco Use: 
Do you use tobacco?     Yes      No       (circle one)
Cigarettes #/ day________  Chew #/ day_____  Pipe/cigar #/ day_____ 

# of years used:_______

Recreational Drug Use: 
Do you use recreational drugs     Yes      No     (circle one)
Type of Drug:_________________________________ 
Frequency:___________________________ 
Family/Social life:
How often do you see your family members? ___weekly     ___monthly    ___yearly 
Are you satisfied with your social life?      Yes      No      (circle one)
General Health Inquiry. 

Please indicate if you are currently experiencing any of the following: 
General: 

___Cold hands/feet                           ___Always feel hot                        ___Always feel cold 
___Fever and chills                           ___Unexplained weight loss          ___Fatigue 
___Hot flushes                                  ___Weight gain                              ___Tremor

___Bleed or bruise easily                 ___Poor balance                            ___Swelling/puffiness

___Localized edema (specify)__________________________________________________                  

Musculoskeletal and Articular System: (Please check if it applies to you)
___Stiffness and pain in the neck       ___Upper back pain                  ___ Shoulder pain 

___Middle back pain                           ___ Lower back pain                 ___Elbow pain 

___Hand/wrist pain                             ___Hip pain                                ___Knee pain  

___Foot/ankle pain                             ___Whole body heaviness         ___Lower body heaviness

___General muscle soreness/ache    ___Muscle cramps/spasms        ___Arm pain 
___Leg pain                                        ___Head Tension                       ___Joint pain

___Osteoporosis                                 ___Rheumatoid Arthritis             ___Osteoarthritis 

Other: __________________________________________________________________ 
Please indicate painful or distressed part of your body on the diagram below by circling or coloring affected area; and please add corresponding letters for type of pain or sensation to it: 
1. Sharp/Stubbing – SS ;        2. Burning/ Pins and Needles – BPN ;         3. Swelling –SW                      4. Dull/Achy/Sore – DAS ;       5. Tension/Pressure – TP ;                          6. Spasm – SP;          7. Weakness – W ;                  8. Rashes – R;                9. Cold - C ;         10. Heat - H
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          R__        L__                    L__         R__           L__          R__          L__           R__         

Head, Eyes, Ears, Nose, and Throat: (Please check if it applies to you)
___Headache (how often, when, where, type) ________________________________________________________________________
___ Poor Vision                 ___Glasses                     ___Eye Strain                 ___ Eye Pain  

___Night Blindness           ___Color Blindness         ___Blurry Vision              ___ Eye Floaters   

___Cataract                      ___ Glaucoma                  ___Earaches                  ___Ringing in Ears
___Poor Hearing               ___Vertigo/Dizziness       ___Sinus Problems        ___Nose Bleeds 

___Teeth grinding             ___ TMJ                          ___Bleeding Gums          ___ Dry Mouth

___Tongue/Mouth Sores  ___Sore Throat               ___Difficulty Swallowing  ___Lump in Throat  

Other: ______________________________________________________________________

Skin, Hair and Nails: (Please check if it applies to you)
___Rashes                          ___Hives                       ___Itchy skin                    ___Ulcerations

___Eczema/Psoriasis          ___Dry skin                   ___Spontaneous Sweat   ___ Night Sweat

___Change in Moles            ___Acne                        ___Fungal Infection         ___Warts

___Change in hair texture    ___Dandruff                  ___Loss of Hair               ___Brittle nails

Other:_______________________________________________________________________

Respiratory: (Please check if it applies to you)
___Chronic Cough           ___Coughing up blood       ___Phlegm                        ___Bronchitis                 

___Shortness of breath    ___Wheezing/Asthma        ___Frequent Colds            ___Allergies
___Difficulty breathing      ___Difficult inhalation         ___Difficult exhalation

Other:______________________________________________________________________

Cardiovascular: (Please check if it applies to you)
___Heart palpitations       ___Chest pain/tightness  ___Poor circulation      ___Varicose veins 
___Irregular heart beat    ___Heart Murmur            ___Rapid Heartbeat     ___Lightheadedness

___Swelling feet/ankles   ___Cold hands/feet         ___Blood Clots             ___Phlebitis                  

___High blood pressure   ___Low blood pressure  ___Weakness               ___Fainting

Other:_______________________________________________________________________

Gastrointestinal: (Please check if it applies to you)
___Nausea                       ___Vomiting                          ___Hiccups                 ___Bad Breath 

___Acid reflux/heartburn  ___Intestinal pain/cramping  ___Bloating                 ___Gas                 

___Rectal pain/itchiness  ___Hemorrhoids                    ___Constipation          ___Blood in Stool

___Black Stool                 ___Mucous in Stool               ___Loose/soft stool     ___Diarrhea     
___Alternating diarrhea/constipation                              ___Undigested food in the stool

___Poor appetite              ___Excessive Hunger           ___Excessive Thirst          

Other:_______________________________________________________________________
Genital/Urinary: (Please check if it applies to you)
___Painful/burning urination    ___Frequent urination    ___Scanty urination ___Urgent urination 

___Incontinence                      ___Bedwetting                ___Blood in urine     ___Cloudy urine 
___Kidney Stone                     ___Often urinary tract infections         ___Chronic yeast infections 
Do you have to wake up to urinate?      Yes       No              How often?_________ 
Any particular color of your urine?   ___Light Yellow         ___Dark Yellow       ___Clear
Other:_______________________________________________________________________

Female Health: (Please check if it applies to you)
Age of your first menses:_____         # of pregnancies:______          # of live births: _____ 
Duration of your menstrual cycle______                     First day of your last period: :______  

Approx date/year of your menopause: (if it applies to you)              ______
___Irregular Periods                   ___Periods early                    ___Periods late/Skiping       

___Heavy Flow                           ___Light Flow                         ___Clots in Menstrual Blood
___Bleeding Between Cycles     ___PMS/Moodiness 

___Painful Periods;         Is the pain before, during or after period? __________________
Color of menstrual blood: ___Light Red       ___Bright Red          ___Dark Red       ___Purple 

___Menstrual Related Breast Tenderness   ___Breast Lumps     ___Menstrual Related Bloating 
___Uterine Fibroids          ___Endometriosis    ___Ovarian Cysts    ___Decreased Libido  

___Vaginal Dryness         ___Vaginal Discharge;       Color:_______________________

___Itching of Genitalia     ___Genital lesions/Sores         ___Vaginal Odor         ___Hot flashes

Other:_______________________________________________________________________
Male Health: (Please check if it applies to you)
___Impotence        ___Premature Ejaculation     ___Blood in Sperm    ___Prostate Enlargement 

___Testicular masses              ___Testicular swelling/pain                    ___Nocturnal Emission
___Decreased Libido               ___Increased Libido                               ___Groin Pain

Other: _______________________________________________________________________

Sleep: (Please check if it applies to you)
___Sound/restful sleep      ___Trouble falling asleep                    ___Trouble staying asleep 
___Wake up easily             ___Wake up early in the morning       ___Dream disturbed sleep

___Vivid dreaming              ___Nightmares                                    ___Difficulty waking up 
# of hours of sleep/night_____________                            Do you wake up tired?    Yes     No

Other:_______________________________________________________________________

Emotions and Neuropsychological Health: (Please check if it applies to you)
___Seizures                 ___Dizziness             ___Loss of Balance      ___Lack of Coordination 

___Poor Memory          ___Dementia             ___Confusion               ___Not motivated

___Depression             ___Anxiety                 ___Easily Susceptible to Stress
___Bad temper/Anger  ___Mood swings        ___Tendency to worry a lot

___Greif/Sadness         ___Fearfulness          ___Hard to make decisions    

Have you ever considered or attempted suicide?            Yes        No

Any other neurological or psychological problems?____________________________________

I have read and completed all answers to the above questions to the best of my knowledge. It is my duty to inform my practitioner of any possible complications prior to the treatment.
Patient’s Name: ___________________________________    Date:________________

Signature of Patient or Representative: _______________________________________           
