Acupuncture Center of Athens
Health History Questionnaire

Please help us provide you with a complete evaluation by taking the time to fill out this questionnaire carefully. All of
your answers will be help absolutely confidential. If you have questions, please ask. If there is anything you wish to
bring to our attention which is not asked on this form, please note it in the Comments section on the last page.

Name: Home Phone: Work or Mobile:
Street: Age: Ht: Wt:
City: State: ZIP:

Occupation: Date of Birth: Marital Status:

E-Mail (please print legibly):

Family Physician:

Emergency Contact:

Referred by:

Have you been treated by acupuncture or Oriental Medicine before?

MAIN PROBLEM(S) you would like us to help with:

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

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

Have you been given a diagnosis for this problem? If so, what?

What kinds of treatments have you tried?

Past medical history (please include date):

Significant Illnesses. Circle when appropriate. Cancer Diabetes Hepatitis High Blood Pressure  Heart Disease

Rheumatic Fever  Thyroid Disease =~ Seizures  Venereal Disease = Other

Surgeries:

Significant Trauma (auto accident, falls, etc.)

Your birth history: (prolonged labor, forceps delivery, premature, etc.)

Allergies: (drugs, chemicals, foods, etc.)




Family Medical History:

Diabetes Cancer High Blood Pressure  Heart Disease ~ Stroke  Seizures
Asthma  Allergies  Other (explain below)

Occupation

Occupational Stress (chemical, physical, psychological, etc.)

Do you have a regular exercise program?

Please describe:

Have you ever been on a restricted diet? What kind?
Please describe your average diet. (Please be as specific as possible.)
Morning Meal

Afternoon Meal

Evening Meal Snacks

Do you smoke? If so, how many per day?

How many drinks of coffee, tea, or soft drinks do you drink on average per week?
How much alcohol do you drink on average per week?

Please describe any use of drugs for non-medicinal purposes.

Please indicate painful or affected areas on charts below.
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Please check if you have had any of the following symptoms in the last three months:

General:

OPoor Appetite OPoor Sleeping OFatigue

OFevers OChills ONight Sweats

OSweat easily OTremors OCravings

OLocalized weakness OPoor balance OChanges in appetite

OBleed or bruise easily OWeight loss OWeight gain

OPeculiar tastes or smells OStrong thirst (cold or hot drinks) OSudden energy drop
Time of day?

Explain:

Skin and Hair:

ORashes OUlcerations OHives

Oltching OEczema OPimples

ODandruff OLoss of hair ORecent moles

OChange in hair or skin texture
Any other hair or skin issues to discuss?

Head, Eves., Ears, Nose, and Throat:

ODizziness OConcussions
OGlasses OEye strain
OPoor vision ONight blindness
OCataracts OBlurry vision
ORinging in ears OPoor Hearing
OSinus problems ONose bleeds
OGrinding Teeth OFacial pain
OTeeth Problems OJaw clicks

Headaches (where and when?)

OMigraines

OEye pain

OColor blindness
OEaraches

OSpots in front of eyes
ORecurrent sore throat
OSores on lips or tongue

Any other head or neck issues to discuss?

Cardiovascular:

OHigh Blood Pressure OLow Blood Pressure
Olrregular heartbeat ODizziness

OCold hands or feet OSwelling of hands
OBlood clots OPhlebitis

Any other heart or blood vessel issues to discuss?

OChest pain

OFainting

OSwelling of feet
ODifficulty in breathing

Respiratory:

OCough OCoughing blood

OBronchitis OPneumonia

ODifficulty in breathing when lying down OProduction of phlegm. What color?
Any other breathing or respiratory issues to discuss?

OAsthma
OPain with deep breath




Gastrointestinal:

ONausea OVomiting
OConstipation OGas

OBlack stools OBlood in stools
OBad breath ORectal pain

OAbdominal pain or cramps

Any other issues with your stomach or intestines?

Genito-Urinary:

[OPain on urination
OUrgency to urinate
ODecrease in flow

Do you wake up to urinate?

Is there any particular color to your urine?
Any other issues with your genital or urinary system?

OChronic laxative use

ODiarrhea
OBelching
Olndigestion
OHemorrhoids

OFrequent urination
OUnable to hold urine
Olmpotency

If so, how often?

OBlood in urine
OKidney stones
OSores on genitals

Pregnancy and Gynecology (women only):

____Number of Pregnancies ____ Number of births
_ Miscarriages ___ Abortions
_ Period between menses _ Duration

_ LastPAP
OPainful periods
OClots

OHeavy or light menses
OVaginal sores
OBreast lumps

OChanges in body or emotional prior to menstruation

Do you practice birth control?

If so, what kind and for how long?

_ Premature births

_ Age at first menses

_ First date of last menses
Olrregular periods
OVaginal discharge
OBreast tenderness

Musculoskeletal:

ONeck pain OMuscle pain
OBack pain OMuscle weakness
OHand/wrist pain OShoulder pain

Do you experience joint pain?
Any other joint or bone issues?

Neuropsychological:

If so, where?

OKnee pain
OFoot/ankle pain
OHip pain

OSeizures ODizziness
OJAreas of numbness OLack of coordination
OConcussion ODepression

OEasily to anger

Have you ever been treated for emotional issues ?

OEasily susceptible to stress

OLoss of balance
OPoor memory
OAnxiety

Have you ever considered or attempted suicide?

Any other neurological or psychological issues?

Comments:

Please tell us any other issues you would like to discuss:




