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HEALTH HISTORY QUESTIONNAIRE 

Welcome to AcuCare! Please help us provide you with a complete evaluation by taking the time to fill out this form carefully. All your answers will be held absolutely confidential. Thank you!

Name_____________________________________________________DOB___________________

Address__________________________________________________________________________

Home phone_______________Cell phone_______________E-mail__________________________

Have you tried Acupuncture before?____________________________________________________

Whom can we thank for referral?_______________________________________________________

MAIN PROBLEM YOU WOULD LIKE TO ADDRESS____________________________________

_________________________________________________________________________________

Have you been given a diagnosis by your physician?_______________________________________

What kinds of treatment have you tried?_________________________________________________

PAST MEDICAL HISTORY

	___ Allergies

___Cancer

___Diabetes

___Hepatitis

___High Blood Pressure
	___Heart Disease

___Pacemaker

___Seizures

___Rheumatic fever

___Thyroid disease
	___AIDS/HIV

___Surgeries

___Other significant illnesses

________________________
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Please indicate all areas where you experience pain or discomfort.

Location of pain_____________________________________________________________________

	What makes the pain better?
	What makes the pain worse?
	Describe your pain

	____ Soft Pressure

____Hard Pressure

____Cold

____Heat

____Exercise

____Rest

____Other________________
	____ Soft Pressure

____Hard Pressure

____Cold

____Heat

____Exercise

____Other__________________
	____Sharp

____Fixed

____Burning

____Moving

____Dull

____Aching

____Cramping


PLEASE PUT A CHECK NEXT TO ANY CONDITIONS YOU HAVE EXPERIENCED WITHIN THE LAST THREE MONTHS

	For Office Use:         LU/KID
	             LU
	 DaMP

	____Shortness of breath

____Sleepiness at daytime

____General weakness

____Frequent colds

____Low Energy

____Feel worse after exercise

____Chronic daily fatigue 
	____Smoke cigarettes

____Nasal discharge

____Cough

____Nose bleeds

____Sinus congestion

____Dry mouth/throat

____Dry nose

____Dry skin

____Allergies

____Alternating chills/fever

____Sneezing

____Achy feeling in the

         body

____Stiff neck/shoulders

____Sore throat

____Difficulty breathing

____Sadness

____Melancholy
	____Heaviness in the body

____Mental heaviness

____Mental sluggishness

____Mental Fogginess

____Swollen hands/feet

____Swollen joints

____Chest congestion

____Nausea

____Snoring



	____Low appetite

____Fatigue after eating

____Abrupt weight gain/loss

____Abdominal bloating

____Gas

____Prolapsed organs

        specify______________

____Bruise easily

____Worry/Over-Thinking
	____Large appetite

____Bad breath

____Canker sore (mouth)

____Bleeding gums

____Heartburn

____Belching

____Hiccups

____Stomach Pain

____Vomiting
	____Loose stools

____Constipation

____Incomplete stools

____Diarrhea

____Blood in stools

____Mucous in stools

____Undigested food in stools



	For Office Use:               SP
	                ST
	             SP/ST -  SmI/LI        


Initials______________

	____Cold Hands/Fingers

____Cold Feet/Toes

____Cold  Body Temperature

        Sensation

____Lack of perspiration

____Perspire easily

____Thirst

____Sweaty Hands/Feet

____Hot Body Temperature

        Sensation

____Night Sweats

____Heat in the hand, feet &

        chest

____Hot flashes __am__pm              
	____Easily broken bones

____Sore knees

____Week knees

____Lower back pain

____Memory problems

____Excessive hair loss

____Low-pitched ringing in the

        ear

____Kidney stones

____Bladder infections

____Lack of bladder control

____Wake up to urinate 2 or

         more times

____Fear/Easily startled
	Urination

color (please check)

___Pale___Dk Yellow ___Clear

____Cloudy

____Blood

____Scanty

____Profuse

____Strong Odor

____Burning 

____Painful

____Discharge

____Difficult

____Urgent

____Frequent

	For Office Use:      KID - B.Temp
	    KID/UB                                                                             
	URINE


	____Anxiety

____Sores on tip of tongue

____Restlessness

____Mental confusion

____Chest pain traveling to shoulder

____Frequent dreams

____Wake up tired                                                  

For Office Use :                      HT                                                                       

____Dizziness

____Vertigo

____See floating black spots
	Eyes

____Itchy

____Bloodshot

____Dry

____Watery

____Blurry vision

____Decreased night vision

____Near-sighted

____Far-sighted


	____Alternating diarrhea &

        constipation

____Tightness in the chest

____Bitter taste in the mouth

____Anger ___ Irritability

____Depression

____Skin Rashes

____Muscle cramping/spasm

____Seizures____Convulsion

____Lump in the throat

____Neck/Shoulder tension

____Hi-Pitched ringing in the

        ears       

	For Office Use :              LIV/ SP/HT
	                LIV
	                      LIV/GB


WOMEN ONLY

	YES  NO_  Do you have a regular menstrual cycle?

YES  NO_  Are you pregnant?

YES  NO_  Do you have bleeding between periods?

YES  NO_  Do you have abnormal vaginal

                discharge?

YES  NO_ Do you have vaginal dryness?
	______Age of first period

______Average number of days in flow

______Average number of days in entire cycle

______Number of children

______Number of pregnancies

______Age of menopause (if applicable)

	Menstrual flow (please circle)

Color  - bright red  -  pale  - dark purple - clots

Amount  - normal - heavy - light

Pain/Cramps  - dull - sharp - other__________

Nausea/Vomiting/Headache/Dizziness during Period               
	Please check if you have

_____Endometriosis

_____Fibrosis

_____Uterine/Ovarian Cysts

_____Other__________________________


DATE___________________SIGNATURE____________________________________________
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Informed Consent to Treatment

I (the signer of this document) freely choose to undergo acupuncture treatments, knowing that there are no guaranteed results, and I am free to stop acupuncture treatment at any time.  

I understand that while acupuncture is generally a safe method of treatment, certain adverse effects may result from treatment.  These may be, but are not limited to dizziness, fainting, some local bruising, and temporary pain or discomfort at the site of the needles during or after the treatment. There is a possibility of aggravation of symptoms for 24 -48 hours (symptoms get worse before they get better).

I understand the methods of treatment in the scope of Chinese medicine may include   acupuncture, cupping, heat therapy (applying heat to acupuncture points), electro-acupuncture (electrical stimulation on the needles), Tui-Na (Chinese massage), and herbal medicine.

I understand the acupuncturist is not providing Western medical care, and I should look to my Primary Care Physician (MD) for those services and routine checkups. 

I understand all fees for services are due at the time of service. 

I have read, or have had read to me, and completely understand the risks and benefits of acupuncture treatment, and have had an opportunity to ask questions.  I intend this consent form to cover the entire coarse of treatment for my present condition and for any future condition(s) for which I seek treatment.

I will notify my acupuncturist if I become pregnant.__________(Initials)

Do you have a pacemaker? YES  NO ________(Initials)

Patient name (please print)
                 Date

Patient (Guardian) signature                                                                      Date

