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Health History Questionnaire

Information for your Acupuncturist
Important: Please complete this document as thoroughly as possible. Some of the questions
that follow may seem unrelated to your condition, but they may play a major role in diagnosis
and treatment.
Al information is strictly confidential

1. General Patient Information
Date: i /! Name:

Address: City

State : Zip

Home Phone: ( ) Work Phone: ( )
Age: Date of Birth: P Place of Birth:
Guardian (if under 18):

Gender: [ JM[ 1F Heightt °  ® Weight: _____Ibs.

Social Security Number: - -

Driver’s License Number: .
Occupation: Employer:
Employer Address: City
State Zap

Does anything limit you from care? [ JY [ ] N If yes, explain:
How did you hear about our office?

Other physicians/therapists seen for this condition.
Medications (if any):
Prescribed by:
Treatment:

Results:

Supplements (if any vitamins, herbs, minerals, etc.):




Check any you have had in the past:

0 Diabetes O Allergies 0 Glaucoma O Rheumatic Fever
O Heart Disease 0O CVA (stroke) O Vein condition 0O Thyroid disorder
O Asthma O Pneumonia 0 Tuberculosis QO Emphysema

O Jaundice 0 Gonorrhea 0 Mumps 0 Bleeding tendency
O Syphilis O Measles O Chicken pox 0 Nervous disorder
O Meningins O HIV Q Poho 0 Mononucleosis

O Epilepsy O High fever 0 Hepatins 0O Multiple Sclerosis
O Paralysis 0 Cancer O Migrames O High blood pressure
O other lung illnesses O other Liver illnessesO other heart illnesses O other kidney ilinesses
0 other spleen illnesses O other stomach illnesses

O other:

Immunizations:

Surgenes:

III. Family History

Family member Alive Deceased Present health or cause of death
Father O O

Mother a a

Spouse 0 O

Children a a

Brother a a

Brother & |

Brother 0 (]

Sister 0 ()

Sister a (|

Sister O O







