ACUPUNCTURE NORTHWEST
PATIENT HEALTH HISTORY

PLEASE NOTE THAT ALL INFORMATION IS CONFIDENTIAL.

NAME: TODAY’S DATE.

IN CASE OF EMERGENCY CONTACT:

RELATIONSHIP & PHONE:

PHYSICIAN: PHONE:

How DID YOU HEAR ABOUT US?

THANK YOU FOR TAKING THE TIME TO FILL OUT THIS FORM AS COMPLETELY AS
POSSIBLE. SUCCESSFUL HEALTH CARE AND PREVENTATIVE MEDICINE ARE ONLY
POSSIBLE WHEN THE PRACTITIONER HAS A COMPLETE UNDERSTANDING OF THE
PATIENT’S PHYSICAL, MENTAL AND EMOTIONAL STATE.

WHAT BRINGS YOU HERE TODAY?

WHAT IS THE REASON FOR YOUR VISIT TODAY?

How, WHEN AND WHERE DID THIS CONDITION BEGIN

WHAT TYPES OF TREATMENTS HAVE YOU TRIED, IF ANY?

How DOES THIS CONDITION IMPAIR YOUR DAILY ACTIVITIES?

PLEASE LIST YOUR MAIN HEALTH PROBLEMS YOU WOULD LIKE TO ADDRESS IN
ORDER OF IMPORTANCE!

1.

2.

3.




YOUR MEDICAL HISTORY:

SURGERIES, MAJOR ILLNESSES, HOSPITALIZATIONS, AND MAJOR ACCIDENTS
(INCLUDE DATES):

HEALTH AND EMOTIONAL STATE THROUGHOUT YOUR CHILDHOOD:

PLEASE LIST ANY MEDICATIONS/ VITAMINS/ SUPPLEMENTS YOU ARE CURRENTLY
TAKING, AS WELL AS, MEDICATIONS YOU HAVE TAKEN IN THE PAST:

MEDICATIONS REASON How LONG

PLEASE CIRCLE ANY OF THE FOLLOWING THAT ARE A PART OF YOUR LIFE

MENTAL ILLNESS DIABETES HEPATITIS HIV

SEIZURES CANCER HEART DISEASE ASTHMA
ALLERGIES FATIGUE PARASITES KIDNEY STONES
STROKE ARTHRITIS ULCERS HERPES

HiIGH BLOOD PRESSURE VENEREAL DISEASE OSTEOPOROSIS AIDS
RHEUMATIC FEVER THYROID PROBLEMS MONONUCLEOSIS GALL STONES
HERPES

OTHER

LIFESTYLE:

WHAT IS YOUR DAILY DIET LIKE?

DO YOU ENJOY YOUR WORK? YES No WHY?

NUMBER OF HOURS PER WEEK YOU SPEND WORKING:

Do You EXERCISE? YES NoO NUMBER OF TIMES/ WEEK:

TYPE OF EXERCISE:

DO YOU HAVE TROUBLE FALLING ASLEEP? YES No

TIME TO BED: TIME TO RISE:

How MANY HOURS OF SLEEP DO YOU GET PER NIGHT?



ARE YOU RESTED IN THE MORNING? YES NoO

DO YOU WAKE DURING THE NIGHT?

YEsS No

DO YOU OFTEN AWAKE MORE THAN 1X/ NIGHT TO URINATE?

How IS YOUR HOME LIFE?

YEs No

PLEASE MARK ALL AREAS OF PAIN ON THE DIAGRAM:

- < a'lj -

SYSTEMS REVIEW (PLEASE CIRCLE ALL THAT APPLY):

O = NEVER 1 = RARELY 2= OCCASIONALLY 3= FREQUENTLY 4 = ALWAYS
O 1 2 3 4 SPONTANEOUS SWEAT O 1 2 3 4 FATIGUE

O 1 2 3 4 ALLERGIES O 1 2 3 4 CATCH COLDS EASILY
O 1 2 3 4 ASTHMA O 1 2 3 4 SHORTNESS OF BREATH
O 1 2 3 4 GENERAL WEAKNESS O 1 2 3 4 COUGH

O 1 2 3 4 DRYNOSE/MOUTH/SKIN/THROAT O 1 2 3 4 NASAL DISCHARGE

O 1 2 3 4 FEEL WORSE AFTER EXERCISE O 1 2 3 4 SINUS CONGESTION
O 1 2 3 4 NIGHTMARES

O 1 2 3 4 FEEL HEART BEATING O 1 2 3 4 CHESTPAIN

O 1 2 3 4 INSOMNIA O 1 2 3 4 FEELLOW IN SPIRITS
O 1 2 3 4 SORESON TIP OF TONGUE O 1 2 3 4 HEADACHES

O 1 2 3 4 ANXIETY O 1 2 3 4 RESTLESSNESS

O 1 2 3 4 CHESTPAIN TRAVELING TO SHOULDER

OVERALL BODY TEMPERATURE HIGH MED LOW

O 1 2 3 4 DIGESTIVE PROBLEMS O 1 2 3 4 PRONE TO WORRY

O 1 2 3 4 LOW APPETITE O 1 2 3 4 RAVENOUS APPETITE
O 1 2 3 4 LOOSE STOOLS O 1 2 3 4 ACID REFLUX

O 1 2 3 4 MOUTH SORES O 1 2 3 4 FATIGUE AFTER EATING
O 1 2 3 4 GAS/BLOATING AFTER FOOD O 1 2 3 4 BRUISE EASILY

O 1 2 3 4 GUMS (BLEEDING/SWOLLEN) O 1 2 3 4 THIRST

O 1 2 3 4 ORGAN PROLAPSED (DIAGNOSED) O 1 2 3 4 BELCHING/VOMITING
O 1 2 3 4 OFTEN SICK OR HAVE ALLERGIES (o] 2 3 4 CRAVE SWEETS

O 1 2 3 4 TIRED AFTER MEALS O 1 2 3 4 PAIN WORSE W/ RAIN
O 1 2 3 4 FIBROCYSTIC BREASTS O 1 2 3 4 OVERWEIGHT

O 1 2 3 4 ACNE O 1 2 3 4 HEAVY SENSATION

O 1 2 3 4 FOUL SMELLING STOOLS O 1 2 3 4 DIZZINESS




1 2 3 4 DRY MOUTH/THROAT O 1 2 3 4 EXCESSIVE SWEATING
O 1 2 3 4 THIRSTY FOR COLD DRINKS O 1 2 3 4 REDACNE
1 2 3 4 DO YOU FEEL WARM O 1 2 3 4 SHORT MENSES CYCLE

O 1 2 3 4 SYMPTOMS WORSE WITH STRESS O 1 2 3 4 IRRITABLE

O 1 2 3 4 BREAST TENDERNESS O 1 2 3 4 NUMBEXTREMITIES

O 1 2 3 4 TIGHT FEELING IN CHEST O 1 2 3 4 DRYEYES

O 1 2 3 4 ALT.DIARRHEA/CONSTIPATION O 1 2 3 4 EARRINGING

O 1 2 3 4 MUSCLE TWITCHES/SPASMS O 1 2 3 4 ANGEREASILY

O 1 2 3 4 NECK/SHOULDER TENSION O 1 2 3 4 REDEYES

O 1 2 3 4 FEEL BETTER AFTER EXERCISE

O 1 2 3 4 DRYSKIN O 1 2 3 4 SCANTY MENSES

O 1 2 3 4 BRITTLE NAILS O 1 2 3 4 LATE MENSES

O 1 2 3 4 DIZZINESS/LIGHTHEADED O 1 2 3 4 SEEFLOATERS

O 1 2 3 4 LOOSING OR THINNING HAIR

O 1 2 3 4 PREMATURE GREY HAIR O 1 2 3 4 MORNING DIARRHEA

O 1 2 3 4 SORE, COLD OR WEAK KNEES O 1 2 3 4 FEELCOLD

O 1 2 3 4 LOWBACK PAIN O 1 2 3 4 EDEMA

O 1 2 3 4 FREQUENT URINATION O 1 2 3 4 URINARY INCONTINENCE
O 1 2 3 4 NIGHT SWEATS O 1 2 3 4 EARPROBLEMS

O 1 2 3 4 HoTFLASHES O 1 2 3 4 PAINBETTER WITH HEAT
O 1 2 3 4 FACEFLUSH YES NO IMPAIRED MEMORY

O 1 2 3 4 HEATINPALMS OR SOLES YES NO INFERTILITY

O 1 2 3 4 AFTERNOON FEVER YES NO HAIR LOSS

HIGH NORMAL LOW LIBIDO

URINATION: PLEASE CIRCLE ANY OF THE FOLLOWING SYMPTOMS YOU ARE CURRENTLY
EXPERIENCING

BURNING URGENT RETENTION SCANTY

PROFUSE DRIBBLING UP TO URINATE MORE THAN 1X A NIGHT

BOWEL MOVEMENT:

FREQUENCY: WHEN? FEELS COMPLETE? YES NoO
CONSISTENCY: WELL-FORMED HARD LOOSE ALTERNATES
STOOLS: UNDIGESTED FOOD BLOOD Mucus

WOMEN ONLY:

AT WHAT AGE DID YOU GET YOUR FIRST PERIOD:

DATE OF LAST MENSTRUAL CYCLE:

ARE YOU CURRENTLY ON THE PILL? YES No ARE YOU PREGNANT NOwW? YES No
# OF DAYS FROM THE START OF ONE PERIOD TO THE START OF THE NEXT:

AVERAGE NUMBER OF DAYS OF FLOW:

FOR THE FOLLOWING PLEASE CIRCLE
ARE YOUR MENSTRUAL CYCLES SPACED REGULARLY? YES NoO
FLowIs: LIGHT . NORMAL . HEAvVY

COLORIS: . LIGHTRED . RED . DARKRED . PURPLE . BROWN




DO YOU HAVE BLOOD CcLOTS? YES NoO
DOES YOUR PERIOD CAUSE YOU PAIN OR CRAMPING? YES NoO

WHEN? BEFORE . DURING . AFTER PERIOD

DO YOU HAVE BREAST LUMPS? YES No
DO YOU EXPERIENCE ANY OF THE FOLLOWING BEFORE YOUR PERIOD EACH MONTH?

WATER RETENTION BREAST TENDERNESS OR SWELLING MENTAL DEPRESSION
IRRITABILITY FOOD CRAVINGS MIGRAINES OTHER

# OF PREGNANCIES # OF ABORTIONS

# OF LIVE BIRTHS # OF MISCARRIAGES

ARE YOU IN MENOPAUSE? YES NoOo WHEN?

IF YOU ARE EXPERIENCING MENOPAUSAL SYMPTOMS, PLEASE DESCRIBE:

MEN ONLY:

HAVE YOU BEEN DIAGNOSED WITH PROSTATE PROBLEMS? YES NoO
DO YOU EXPERIENCE PREMATURE EJACULATION? YEs No
DO YOU HAVE PROBLEMS WITH IMPOTENCE? YES No
HAVE YOU BEEN DIAGNOSED WITH INFERTILITY? YES No

DISEASES/ DISORDERS:

CHRONIC OR CONTINUING ILLNESSES:

NICOTINE/ ALCOHOL./ CAFFEINE USE:

HAVE YOU EVER EXPERIENCED ANY MAJOR TRAUMAS? Y / N

PLEASE EXPLAIN:

HoOw MANY GLASSES OF WATER DO YOU DRINK PER DAY?

INTERESTS AND HOBBIES:

IS THERE ANYTHING ELSE | SHOULD KNOW?

SIGNATURE:

DATE:




