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This is a confidential questionnaire designed to help us determine the best treatment plan for you.
If you have any questions, please ask. Thank you.

Personal Information

Date

Name

Home Address

City State Zip

Home Ph. Work Ph. Cell Ph./Other

Social Security Number

Occupation

Email address

ls it okay to send you announcements and appbbnt

Sex: I Male I Female Birthdate

Mar it al Marrieslt USinglel T Divorced T Widowed Number of children

Emergency Contact Phone

Relationship

Who can we thank for referring you to this office?

How did you hear about us? FOR OFFICE USE ONLY

I Friend I Brochure T Other Medical Record:
Office Ally:

Have you received acupuncture or herbal therapy before? _
Insurance:

I Herbs I Acupuncture I Both I Neither Initials/Date:

Revision Date: October 16, 2007



What are the main health problems for which you
are seeking treatment?

Please list any other problems you currently have

Please list any allergies, food sensitivities, or food
cravings that you have..

Please list any accidents, surgeries or hospitali-
zations (include dates).

Clinical notes (Practitioner use)



On the following chart please indicate any illnesses you (please include date) or your family mem-
bers have had. All Information is Confidential.

lliness

You (date)

Family

lliness

You (Date)| Family

Cancer

Diabetes

Emotional Disorders
Heart Diseases

Hepatitis

High Blood Pressure

Infectious Diseases
Seizures

Rheumatic Fever
Stroke

Sexually Transmitted
Diseases

Other

Please list any medications you are currently taking and why:

Please list any vitamins, supplements, and herbs you are currently taking and why:

Substance

Never

Infre-

quently | week

Once a

A few times
a week

Once
a day

Twice a
Day

More than
twice a day

Tobacco

Coffee or Black Tea

Soda

Alcohol

Non-medical drugs

Exercise

How do you feel about the following areas of your life? Please check the appropriate box and indi-
cate any problems you may be experiencing.

Great | Good

Fair

Poor | Bad

Your Comments

Spouse or Sig-
nificant other

Family

Diet

Sex
Self

Work




Symptom Survey

The following is a list of symptoms. Please put a plus (+) sign if you frequently experience the symp-
tom, a minus (-) sign if you sometimes experience it, or leave it blank if you never experience it.

Lack of appetite

Cough

Low back pain

Excessive appetite

Shortness of breath

Knee problems

Loose stool or diarrhea

Decreased sense of smell

Hearing impairment

Digestion problems, indiges-
tion

Vomiting
Belching, burping
Heartburn

Feeling of retention of food in
stomach

Nasal problems

Skin problems
Feeling of claustrophobia
Bronchitis

Colitis or diverticulitis

Ear ringing (Tinnitus)

Kidney stones
Decreased sex drive

Hair loss

Urinary problems

Cold hands and feet
Nightmares
Mentally restless

Laughing for no apparent rea-
son

Angina pains

Abdominal Pain

Tendency to become obses- Constipation Fatigue
sive in work, relationships
. ______|
Insomnia, difficulty sleeping Hemorrhoids Edema
Heart palpitations Recent use of antibiotics Blood in stool

Eye problems

Jaundice (yellowish eyes or skin)
Hepatitis

Difficulty digesting oily foods

Black tarry stool

Easily bruised

Difficulty stopping bleeding
Asthma

Gall stones

Light colored stool

Tendency to catch colds easily

Intolerance to weather changes

Chest pain Soft or brittle nails Allergies
Sciatic Pain Easily angered or agitated Hay fever
Headaches Difficulty in making plans or deci- Dizziness
sions
Spasms or twitching of muscles Tendency to faint easily
High blood pressure
High cholesterol levels
Sudden weight loss
For Men: For Women:

Prostate problems

Are you pregnant?

Last OB/GYN Exam:

Painful or burning urination Pre-menstrual pain or discomfort Results:
Pain or coldness in the genital Menstrual pain or discomfort

region

Other Irregular menstrual cycle Other:

Swelling or pain in breasts




Choose one or two symptoms (physical or mental) which bother you the most. Write them on the lines.
Now consider how bad each symptom is, over the last week, and score it by circling your chosen number.

SYMPTOM I
0 1 2 3 4 5 6
As good as As bad as
it could be It could be
SYMPTOM 2:
0 1 2 3 4 5 6
As good as As bad as
it could be it could be

Now choose one activity (physical, social or mental) that is important to you, and that your problem makes

difficult or prevents you doing. Score how bad it has been in the last week.

ACTIVITY:
0 1 2 3 4 5 6
As good as As bad as
it could be It could be
Lastly, how would you rate your general feeling of wellbeing during the last week?
0 1 2 3 4 5 6
As good as As bad as
it could be it could be

How long have you Symptom 1, either all the time or on and off? Please circle:

07 4 weeks 47 12 weeks 3 months 1 1 year 17 5years

Are you taking any medication FOR THIS PROBLEM? Please circle: YES/NO

IF YES

Please write in name of medication, and how much a day/week

over 5 years

Is cutting down this medication: Please circle:
Not important a bit important very important
IFE NO Is avoiding medication for this problem

Not important a bit important very important

not applicable

not applicable



