
Health History Form 
Please complete this questionnaire as thoroughly as possible. Successful healthcare and preventive medicine are only possible when the 
practitioner has a complete understanding of the patient’s physical, mental, and emotional states. Print all information and indicate any areas 
in question. All your answers are completely confidential. Thank you. 
 
 
Name: ___________________________________________________________     Date: _____/_____/_____ 
 

Address: _________________________________________ City: _______________ State: ______ Zip: _____ 
 
E-mail: _______________________________________________ May we contact you via email? __________ 
 
Cell: __________________________ Home : _________________________ Work : _____________________ 
 
May we contact you by phone and leave a message if necessary? _______ At which number? _____________ 
 
Date of Birth: ____/____/____ Age: ______ Gender: ____ Marital Status: _____ Height: ____ Weight: ______ 
 
Emergency Contact: ________________________________________________________________________ 

Name     Relationship   Phone 
 

Occupation: ___________________________________________ Hours of Work/Week: _________________ 
 
Do you enjoy your work? ______ Why or why not? _______________________________________________ 
 
Have you received acupuncture before? ______ If so, with whom? ___________________________________ 
 
Who can we thank for referring you? __________________________________________________________ 
 
Please identify the health concerns for which you are seeking treatment in order of importance below: 
 
Condition    Past Treatment     Date Began 
 
a.______________________________     _________________________________       ____________ 
 
How does this condition affect you?_________________________________________________ 
 
b.______________________________     _________________________________       ____________ 
 
How does this condition affect you?_________________________________________________ 
 
c.______________________________     _________________________________       ____________ 
 
How does this condition affect you?_________________________________________________ 
 
Please list any foods, drugs, or medications you are hypersensitive or allergic to, including your reaction: 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 



Please list all medications (prescribed or over-the-counter), vitamins, or supplements you are currently taking: 
 

Medication Dosage Condition How long? Prescribed by? 
     
     
     
     
     
     
     

 
 
Do you have any reason to believe you are pregnant? _______ If so, how far along are you? ___________________ 
 

Do you have any infectious diseases? ______ If yes, please identify: ______________________________________ 
 

Have you been diagnosed with a skin disease caused by staph? ________  Do you have MRSA? ________________ 
 
If yes, please explain in more detail when it occurred and the treatment:  __________________________________ 
 
Please list any hospitalizations and surgeries: 
Reason:              When:                  Reason:                                                        When: 
________________________________   _____________  _______________________________   _____________ 
 

________________________________   _____________  _______________________________   _____________ 
 

________________________________   _____________  _______________________________   _____________ 
 
Family History  Please check those applicable and indicate year of diagnosis 
 

    You    Father                Mother          Sisters  Brothers  
 

Allergies          
Arthritis          
Asthma          
Cancer          
Diabetes          
Heart Disease          
Hepatitis          
High Blood Pressure          
Kidney Disease          
Mental Illness          
Seizures/Epilepsy          
Stroke          
Tuberculosis          

 
 

Childhood Illnesses: 
___ Chicken Pox   ___ Diphtheria   ___ German Measles  ___ Measles   ___ Mumps  ___ Rheumatic Fever 
 

 ___Scarlet Fever   Other:___________________________  Did you receive childhood immunizations? __________ 
 
Sexually Transmitted Infections: 
___ Chlamydia   ___ Gonorrhea   ___Herpes   ___HIV   ___HPV   ___Syphilis   Other: _________________________ 








