New Patient Health History

Personal Information

Name:_______________________________________________    Date:___________________________

Address:_______________________________________________________________________________

City:__________________________________    State:_______________________    Zip:_____________

Home Phone:____________________________    Work Phone:__________________________________

E-mail:________________________________________________________________________________

Employer:_____________________________    Occupation:_____________________________________

Emergency Contact: Name______________________________    Phone___________________________

How did you hear about this office:_________________________________________________________

Date of Birth:_______________________    Age:______     Social Security:_________________________

Sex:      Male        Female          Height:____________________     Weight__________________________

Marital Status:  Single   Married   Divorced   Widowed   Partnered          Number of Children:___________

Primary Care Provider:____________________________________    Last physical:__________________

Have you received acupuncture before?    Y     N      When?______________________________________

Medical History
Briefly explain the reason for your visit today:_________________________________________________

______________________________________________________________________________________

When did this condition start?_____________________________________________________________

______________________________________________________________________________________

What aggravates or alleviates your condition?_________________________________________________

______________________________________________________________________________________

What other forms of treatment have you sought for this condition:_________________________________

______________________________________________________________________________________
Please list any other health problems you currently have:________________________________________

______________________________________________________________________________________

Please list any past accidents, surgeries, or hospitalizations:______________________________________

______________________________________________________________________________________

Please list any foods, drugs, or medications you are allergic to:____________________________________

______________________________________________________________________________________

Please list all medications/supplements you are taking:__________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Please check if applicable:

____I have known allergies       ____I have a pacemaker       ___I am taking coumadin/warfarin

____I have or have had an STD or Infectious Disease   Please list:_________________________________

____I use tobacco products    How long?______________________   How much?____________________

____I consume alcohol    Frequency?_________________________   How much?____________________

____I use recreational drugs

Emotional (please circle any that you experience):

Depression       Mood Swings       Nervousness      Anxiety       Mental Tension      Anger

Energy/Immunity (please circle any that you expeience):

Fatigue       Slow Wound Healing      Chronic Infections        Chronic Fatigue Syndrome

Head, Eye, Ear, Nose, and Throat (please circle any that you experience):

Impaired Vision            Eye Pain/Strain       Glaucoma           Glasses/Contacts        Tearing/Dryness

Impaired Hearing          Ear Ringing            Earaches              Headaches                  Sinus Problems    

Frequent Sore Throats    Nose Bleeds          Teeth Grinding    TMJ/Jaw Problems     Hay Fever

Respiratory (please circle any that you experience):

Frequent Common Colds     Asthma              Emphysema                Persistent Cough


Difficulty Breathing            Tuberculosis       Shortness of Breath    Other:______________________

Blood Pressure: Do you have high blood pressure?    Y      N

What is your most recent blood pressure reading? _______/_______  When?__________

Cardiovascular (please circle any that you experience):

Heart Disease          Swelling of Ankles       Chest Pain               Palpitations/Fluttering



Heart Murmurs        Rheumatic Fever          Varicose Veins        Stroke (CVA)

Gastrointestinal (please circle any that you experience):

Ulcers        Changes in Appetite     Nausea/Vomiting     Epigastric Pain      Passing Gas      Heartburn

Belching    Gall Bladder Disease    Liver Disease          Hepatitis B or C     Hemorrhoids     Abdominal Pain

How many bowel movements do you have?____________day/week

Are your bowel movements?   formed    loose    soft    watery    dry    other:__________________

Do you have?     pain/difficulty     burning sensation     constipation     undigested food   

Genito-Urinary Tract (please circle any that you experience):

Kidney Disease      Painful Urination        Frequent UTI       Frequent Urination                  

Kidney Stones        Impaired Urination     Blood in Urine     Frequent Urination at Night

Is your amount of urination consistent with your intake of fluids?    Y    N

What color is your urine typically?    clear    light yellow    dark yellow    reddish yellow   cloudy

Is there any odor?  Y   N       Burning sensation?   Y    N  

Do you wake to urinate at night?   Y    N       How many times?___________

Female Reproductive/Breasts (please circle any that you experience):

Irregular Cycles              Breast Lumps/Tenderness        Nipple Discharge                     Heavy Flow    

Vaginal Discharge          Premenstrual Problems            Bleeding Between Cycles         Clotting   

Difficulty Conceiving      Painful Periods                        Menopausal Symptoms           Fibroids

Endometriosis
            Ovarian Cysts                          Amenorrhea

         PID

Menstrual/Birthing History:
Age of first period: _______

Age of last period (menopause):_______

# of days between periods:_______

# of days of flow:_______

Color of flow:_______


Clots:  Y    N    Size:_______  Color:_______

Are you pregnant?   Y    N


# of pregnancies:_______

# of live births:_______


# of abortions:_______   miscarriages:_______







Male Reproductive (please circle any that you experience):

Prostate Problems          Delayed Stream            Retention of Urine            Dribbling       Incontinence
      Testicular/Groin Pain     Erectile Dysfunction    Premature Ejaculation
     Impotence     Change in Libido


Neurologic (please circle any that you experience):

Vertigo/Dizziness      Paralysis      Numbness/Tingling      Loss of Balance      Seizures/Epilepsy

Endocrine (please circle any that you experience):

Hypothyroid    Hypoglycemia    Hyperthyroid    Diabetes Mellitus     Night Sweats    Feeling Hot or Cold

Musculoskeletal (please circle any that you experience):

Neck Pain 
            Shoulder Pain              Elbow Pain                 Hand/Wrist Pain     


Upper Back Pain
            Mid Back Pain             Low Back Pain           Hip/Sciatic Pain

Leg Pain

            Knee Pain

      Ankle Pain
             Spasms/cramps
   



Arthritis:   Y    N             Other: __________________________________________

Other (please circle any that apply):

Anemia

Cancer

Rashes

Eczema/Hives

Cold Hands/Feet

Is there any other information you would like to share that may be relevant to your medical history?

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Lifestyle:
How many hours per night do you sleep?_____     Do you wake rested?    Y   N       Vivid dreaming?  Y  N

Do you exercise regularly?   Y    N     How often?___________   What type(s)?______________________

Appetite:   low   moderate   high
    Are you a vegetarian?  Y    N        Vegan?    Y     N

Interests and hobbies:____________________________________________________________________

______________________________________________________________________________________

How do you feel about the following areas of your life?

Partner:

great        good        fair        poor        bad

Family:

great        good        fair        poor        bad

Diet:

great        good        fair        poor        bad

Sex:

great        good        fair        poor        bad

Self:

great        good        fair        poor        bad

Work:

great        good        fair        poor        bad

Exercise:
great        good        fair        poor        bad

Spirituality: 
great        good        fair        poor        bad

Comments:_____________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

