Pacific NW Acupuncture & Herbal Clinic
Patient Health History

Name
(first) (middle) (last)
Date of Birth / / Age Gender  Marital Status S M D W
Address City St. Zip
Phone (home) (work) (cell) (email address)
SSN# (for insurance billing purposes) Emergency contact (name)
Emergency contact phone Relationship

The following questions allow us to provide you with the best care possible. Please complete this
questionaire as thoroughly as possible. Print all information. Ask your practitioner if you have further
questions. Thank you.

1. When and where did you last receive healthcare?
2. For what reason? Primary care physician

3. Please identify the main conditions for which you are seeking acupuncture.

A How does this condition affect you?
B. How does this condition affect you?
C. How does this condtion affect you?

Past treatment for any of the above conditions:

4. Allergies (food, medications, pollen, pets etc.)

5. Please list any medications (prescription or over-the-counter), vitamins, supplements, and herbs that you
are currently taking.



6. Are you currently pregnant, or trying to get pregnant? Y N

7. Family History
Father: Living Y N Healthy Y N If no please list current health challenges

Mother: Living Y N Healthy Y N If no please list current health challenges

Brother Living Y N Healthy Y N If no please list current health challenges

Sister Living Y N Healthy Y N If no please list current health challenges

8. Height Weight

9. Blood Pressure (your most recent reading) / When taken?

10. Immunizations (circle any that you have had) Polioc Tetanus Measles Mumps Rubella (MMR)
German Measles Chicken Pox Diptheria  Small Pox Hepatitis B Influenza

11. Have you had any of the above conditions? at what age?

12. Hospitalizations/Surgeries:

A Reason When
B.Reason When
C.Reason When

13. Diagnostic studies (X-rays, MRI's, CT scans, Ultrasounds

A Reason When

B.Reason When

C.Reason When




Circle any of the following that you experience now, and underline any that you have had in the past.

Respiratory: pneumonia frequentcolds difficulty breathing emphysema  persistent cough

(Lungs) asthma tuberculosis nasal congestion sinus congestion/infection

Cardiovascular (Heart) HeartDisease Chest Pain Swelling of Ankles  High Blood Pressure
Palpitations/Fluttering(heart skips) Heart murmurs Rheumatic Fever
Stroke  Varicose Veins  Other

Gastrointestinal (stomach/digestive system) ulcers changes in appetite  nauseafvomiting

abdominal pain  gas/bloating heartburn  belching gallbladder disease
liver disease Irritable bowel disease Crohn's  Other
Bowel patterns constipation diarrhea frequencyofb.m.sperday  anyrecent changes in
elimination patterns? Y N

Emotional Mood swings Nervousness Anxiety Depression Stress Eating disorders

Energy/lmmunity Average energy level on a scale of 1-10 fatigue chronic infections
Slow wound healing  chronic fatigue syndrome  impaired immunity

Head eyes ears nose throat glasses/contacts impaired vision eye painfstrain  glaucoma

cataracts tearing/dryness flashes of lights or floaters redness macular degeneration

Impaired hearing earringing earaches headaches dizziness impaired smell impaired taste

nose bleeds teeth grinding TMJ/Jaw problems

Genito-urinary Kidney problems  difficult urination  frequent urinary infections blood in urine
bladder problems

Female Reproductive/breasts Irregular menstrual cycles painful menstruation  heavy flow
vaginal discharge  difficulty conceiving bleeding btwn cycles
breast lumps/tenderness  nipple discharge  menopausal symptoms
Menstrual/birthing history age offirst period  length ofcycle days length of period  days
# of pregnancies live births contraception method

Male Reproductive erectile dysfunction prostate problems testicular pain/swelling  Penile discharge

Musculoskeletal neck/shoulder pain muscle spasms/cramps arm pain  back pain  leg pain
foot pain  hand pain  joint pain (where)
Neurologic vertigo/dizziness paralysis numbnessftingling  seizures/epilepsy
poor memory dementia Alzheimer's disease

Endocrine hypothyroid diabetes night sweats feeling excessively hot or cold pituitary disorder



Do you have any other health challenges?

Are you in pain? Y N if yes, where?

Lifestyle # of meals eaten per day Fluid intake # glasses per day

Exercise

frequency

Spiritual practice

severity on a scale of 1to 10

Hours of sleep per night Sleep problems

Tobaccouse Y N coffeeftea # glasses per day

Alcohol Y N # glasses per week

Work Hours per week Place of employment

years employed

Do you enjoy work? Y N why

Interests/Hobbies

Do you have questions about acupuncture, herbs, or
massage,

How did you hear about us?

Would you like to receive our newsletter?




