Patient Questionnaire
____________________________________________________
DATE:   ​​​​​​_____________





                                      
 _________________________________________​​​___________________  


                         Last Name                                 First Name

        Birth date





_____________________________________________________________





Address






Birth place





_____________________________________________________________





City



Zip


Occupation





_____________________________________________________________





Hm Phone         Cell                   Wk Phone

 Referred by





Email _________________________________________

Please answer all questions briefly, thank you.

What is the main reason you have come for acupuncture treatment?

Have you been treated for this condition before?    

When and by what means of treatment?

Give a brief history of this condition from the onset to the present.

Are there any secondary conditions which you would like treated?

List any medications you are taking for these and any other medical condition.

If you have ever been hospitalized, list the dates and reasons for each hospitalization, include any surgery. 

List any acute conditions you have had in the past year, like colds, flu, or injuries.

List any serious or chronic childhood diseases you have had.

Do you currently have:
Frequent or painful urination
Insomnia


Women, have you ever had: 
Nighttime urination

Depression



Low back pain


Irritability


A pregnancy
Night sweats


Nervousness


An abortion
Tinnitus


Claustrophobia


Yeast or vaginitis
Impaired hearing

Morning fatigue
              Painful menses
Urethral discharge

Afternoon fatigue

Uterine cysts or tumors
Diminished sex drive

Forgetfulness


Mastitis
Dark colored urine

Weak limbs


Ovarian cysts

Impotence


Headaches


Clots or dark menses    





Migraine

Constipation


Heat intolerance

Diarrhea


Cold intolerance

Women, complete the following:

Hemorrhoids


Brittle nails

Bloody stools


Bitter taste in mouth

Age at onset of menstruation_____
Indigestion


Pains under ribs




Abdominal pain
               Lymph node enlargement
Intervals between cycles________ Nausea


Numbness in extremities

Vomiting


Dizziness


Duration of periods____________
Sores on tongue



Sores in mouth cavity

Have you ever had:
              Quantity of flow_______________

Hiccups

Bleeding gums


Rheumatic fever

Approximate date of last period___
Increased thirst


Scarlet fever

Loss of appetite

Pneumonia


Difficult swallowing

Pleurisy

Increased appetite

Tuberculosis





Heart murmur

Shortness of breath 

Heart attack


Do you:

Irregular heart beat

Gall stones




Palpitations 


Kidney stones


Exercise regularly

Fainting


Hepatitis


Get enough sleep

Chest pain


Jaundice


Eat regular meals

Leg cramps


Tumor or cyst


Have a stressful job

High blood pressure

Kidney infection

Smoke cigarettes

Anemia


Diabetes


Prefer hot drinks

Ankle swelling


Protein in urine


Prefer cold drinks

Feverish extremities

Genital herpes






Frequent colds
                             Drug or narcotic habit

Easily chilled


Excessive drinking habit


         Excessive sweating

Shingles 


Easy fatigability

 

Dry cough


 Is there any other item of physical fitness you want to bring to 
Cough with phlegm

the attention of the doctor?
Allergies

Sore throat


Is there a family history of the following:
Sinusitis





Asthma


Diabetes

Excessively dry skin
  
Cancer



      RELATION(S)

Tight neck


Arthritis

Itching


Heart trouble

Rashes or eczema

High blood pressure




Painful joints


Mental illness

Arthritis


Asthma

Muscular pains


Other please list



