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Please help us provide you with a complete evaluation by taking time to fill out this questionnaire carefully.
All of your answers will be held absolutely confidential

Patient Signature:

Name: (First, Last) Date:
Street: City: Zip Code:
Home Phone: Work Phone: Cell:

Email:

Date of Birth: Age: Height: Weight:
Marital Status: Occupation:

Family Physician: Referred by:

Emergency Contact Info: Name Tel:

Relationship to Patient:

Have you been treated by acupuncture or Oriental Medicine before? Yes No

Main problem you would like us to help with:

Have you been given a diagnosis for this problem? Yes_  No__
If so, what and by whom?

How long ago did this problem begin? Please be specific.

To what extent does this problem interfere with your daily activities, such as work, sleep and sex?

What kinds of treatment(s) have you tried? Circle all that apply.
Chiropractor  Physical Therapy Cranial Sacral Massage Herbs Reiki

Homeopathy  Naturopath Other (explain)

PAST MEDICAL HISTORY (Circle all that apply)

Cancer Diabetes Hepatitis High Blood Pressure Heart Disease Asthma
Rheumatic Fever Thyroid Disease Seizures Stroke Venereal Disease
Autoimmune: Celiac Fibromyalgia Eczema Psoriasis Lupus

Lyme Disease Multiple Sclerosis Other
Other (list)

Allergies (list all — chemicals, foods, drugs):

Surgeries:

Significant Trauma (auto accidents, falls, etc.):

GENETIC HISTORY (circle all that apply)
Muscular Dystrophy Cystic Fibrosis  Hemophilia  Chromosomal Disorder

Factor V  Other
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Name Date:

FAMILY MEDICAL HISTORY (circle all that apply)

Cancer Diabetes Hepatitis High Blood Pressure Heart Disease
Rheumatic Fever Thyroid Disease Seizures Stroke Asthma
Venereal Disease Other (list)

MEDICATIONS: List all medicines taken within the last two months (vitamins, drugs, herbs, etc.):

Are there areas of your life that are stressful? Circle all that apply:
Home Work Family Psychological Stress Physical Stress

Do you exercise regularly? Yes No
If yes, what type and frequency

Do you smoke? No  Yes If yes, how many cigarettes/cigars per day?

Please describe drug use for non-medical reasons:

How many times per week do you drink alcohol? Caffeinated beverages?

NUTRITION

How many times per week do you eat/drink the following:

Red meat ___ Poultry products ___ Fish/Shellfish ___ Dairy Products _____
Whole grain foods __ Fruits/Vegetables __

Eat out in a restaurant or take food out?

Have you ever been on a special or restricted diet? (vegetarian, vegan, medical related, other)
Yes No If yes, describe

How many 8 oz. glasses of water do you drink per day?

Please check is you have had any of the following in the last three months:

GENERAL

UFevers UNight sweats UWeight loss U Weight gain
UChills UFatigue UPoor sleep UBleed/bruise easy
UCravings UChange in appetite UPeculiar tastes or smells

USudden energy drop. What time of day?

dStrong thirst for  QHot drinks ~ QCold drinks

SKIN AND HAIR

URashes UUlcerations UHives Qltching
UEczema dPimples QdDandruff QLoss of Hair
URecent moles UPsoriasis UDermatitis UAcne

UChange in hair or skin texture

UAny other skin or hair problems?

HEAD, EYES, EARS, NOSE, THROAT

dDizziness dConcussions dMigraines QGlasses

UEye strain UEye pain UPoor vision UNight blindness

UColor blindness UCataracts UBlurry vision UEaraches

URinging in ears USpots in front of eyes | UPoor hearing USinus problems

ONose bleeds URecurrent sore QGrinding teeth Q Sores on lips and
throats tongue

UFacial pain UClenching jaw UTeeth problems dJaw clicks

UHeadaches, where and when UAny other head or neck problem? Describe.
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Name Date:
CARDIOVASCULAR

UHigh blood pressure ULow blood pressure | QChest pain UFainting
Ulrregular heart beat UDifficulty breathing UBlood clots UdPhlebitis

dCold hands/feet

dSwelling of hands

QSwelling of feet

QPalpitations

OPalpitations at rest

QVaricose or spider veins

UJAny other heart or blood vessel problems?

RESPIRATORY

dCough

dCoughing blood

dAsthma

| OBronchitis

dPneumonia

UChest tightness

QdPain with deep breath

UDifficulty breathing lying down

UPhlegm production. Color?

GENITO-URINARY

UdFrequent urination

dBlood in urine

dPainful urination

4 Decreased flow

QdUrgency to urinate

dUnable to hold urine

dKidney stones

O Sores on genitals

UWake at night to urinate. How many times per night?

What color is the urine? Yellow

Pale Yellow
Dark Yellow

Cloudy Red tinged

No color

dAny other problems with your genital or urinary systems?

GASTROINTESTINAL

UNausea dVomiting UBlack stool dConstipation

UdGas UBelching URectal pain dBlood in stool
dindigestion dBad breath OBloating/edema  [dChronic laxative use
dBleeding gums OHernia dPoor appetite ad IBS/Crohn’s disease
UColitis UExcessive appetite |UDiarrhea d Abdominal pain/cramps

USlow digestion

dAcid reflux/GERD

dHemorrhoids

dLoose stool more than 2x day

UAny other problem with stomach or intestine?

MUSCULOSKELETAL

UNeck pain URotator cuff d Knee pain UFoot/ankle pain
UMuscle pain d Tendonitis UMuscle weakness UShoulder pain
QHip pain QSciatica QBursitis OHand/wrist pain
dCarpel tunnel QdSprains/strains

UdBack pain OLow dMiddle QUpper

USoreness/weakness of the lower body (back, hip, knee, ankle, foot)

Please indicate all painful or distressed body areas by circling the specific area:

Decribe pain:
U Sharp
U Fixed
4 Other

U Burning

U Aching

O Numbness

NEUROLOGICAL & PSYCHOLOGICAL

dSeizures

dDizziness

dLoss of balance

dConcussion

UPoor memory

UdAreas of numbness

QdPoor coordination

UNumbness/tingling in
fingers or toes

UBad temper

UAnxiety

UDepression

dNervousness

UEasily susceptible to stress UADD/AHD UManic depression
UHave you ever treated for emotional problems?  Yes O No U
UHave you ever considered or attempted suicide? Yes O NoU

Any other neurological or psychological problems?
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Name Date:

Women Only
REPRODUCTIVE & GYNECOLOGIC
Are you pregnant? Yes No
Is it possible that you are pregnant? Yes No
Number of pregnancies: Live births: Miscarriages:
Age at first menses: Premature births: __ Abortions:
Date your last period began:
Duration of menses (number of days flowing): | Last PAP:
How many days long is your menstrual cycle:
Ulrregular periods UPainful periods UEndometriosis UBreast lumps
UVaginal sores UVaginal discharge UClots UFibrocystic breast
tissue
QUterine fibroids dPolycystic Ovary Disease/PCOS dVaginal dryness
Color of blood: Dark Red Bright Red Pale Red Pink Brown Black
Describe menstrual Flow: Heavy Moderate Light
Do you practice birth control? Yes How long?
4 None WSpermicides QO IUD
QBarriers  Q Birth control pills name
Are you in menopause? Have you had a Hysterectomy? Post-menopausal Bleeding?
Yes_ No___ Yes__ No___ Yes__ No____
How long? Ovaries removed? Yes__ No____
Do you suffer from:
Cramping Clotting
QdSevere QO Moderate U Bright in color UDark in color
QMild UBefore Period
QDuring Period QAfter Period
U Bleeding between periods 1 Mastitits Q Infertility
QPelvic Imflam. Disease U4 Breast Cysts UHot Flashes
U Endometriosis Q Ovarian Cysts QYeast Infection/Vaginitis /Other Discharge

Premenstrual Syndrome: QFluid Retention QFluctuating Emotions WTenderness in breasts

Men Only

REPRODUCTIVE
U Reproductive Surgery UPremature Ejaculation UProstate Problems
WUimpotence UMumps Qinfertility
UDischarge from Penis USTDs ULow Sex Drive
UTesticular Pain or Lump UWeak Erection WTesticular Trauma

COMMENTS:

Please tell us briefly of any other problems you would like to discuss.

PAIN/DISCOMFORT SCALE
Please circle on the scale of 1 to 10 below the level of pain/discomfort associated with your main complaint:

1 2 3 4 5 6 7 8 9 10
Least pain Severe pain

If your main complaint does not include pain or discomfort, please indicate the severity of your complaint.

1 2 3 4 5 6 7 8 9 10
Not a problem Very severe
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