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HEALTH HISTORY QUESTIONNAIR!

DATE:
Please help us provide you with a complete evaluation by taking the time to Sill out this
questionnaire carefully. All of your answers will be held absolutely confidential. If you have

questions, please ask. If there is anything you wish to bring to our attention which is not asked
on the form, please note it in the COMMENTS section. Thank you.

NAME: Phone: H W
ADDRESS: CITY: STATE: __ ZIP:
AGE:____ DATE OF BIRTH: PLACE OF BIRTH:

HEIGHT: WEIGHT: MARITAL STATUS:

EMPLOYER NAME: OCCUPATION:

FAMILY PHYSICIAN: REFERRED BY:

IN EMERGENCY NOTIFY: PHONE:

E-MAIL ADDRESS (optional)

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

Main problem(s) you would like us to help you with:

How long ago did this problem begin (be specific)?

To what extent does this problem interfere with your daily activities (work, sleep, sex)?

Have you been given a diagnosis for this prﬂbl;:m? If so, what?

Date of last physician visit?

What kinds of treatment have you tried?

PAST MEDICAL HISTORY: (please include date): | ”

Cancer Diabetes Hepatitis_
High Blood Pressure Heart Disease _ Rheumatic Fever
Thyroid Disease Venereal Disease Other

Surgeries (type and date):

Significant Trauma (auto accidents, falls, etc.)

Significant Dental Work (type and date):

Birth History (prolonged labor, forceps delivery, etc.):

Allergies (drugs, chemicals, foods/result):







