HEALTH HISTORY QUESTIONNAIRE
Information for your Acupuncturist

Important: 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.

All information is strictly confidential.

I. General Patient Information

Date: / /

Name:

Address:

City, State, Zip Code:

Home Phone: ( ) Work Phone: { )

Cell Phone : ( ) Email;

Age:  DateofBirth: __/ /  Gender: OMOF Height:  ° " Weight: _____ lbs.
Guardian (if under 18}):

Emergency Contact — Name: Phone: (

Your Occupation: Employer:

How did you hear about our office?

Major Complaint(s), in order of significance 1o you:

1. 4,
2. 5.
3, Additional:

How do these conditions impair your daily activities

Please list all of the prescription medications that you are currently taking:
I.

2.
3.
4

Please list all of the vitamins, herbs, and nutritional supplements that you are currently taking:

1

2.
3.
4.



. Patient Medical History

How was vour childhood health?

Hospital Visits/Stays:

Recent tests: (please indicate test results and date below)

OPhysical fCholesterol OProstate OBlood (which?)
OHIv OPap smear OMammography DOther:

OsTD

Test Results and Date:

Check any you have had in the past: p.2
Diabetes OAHergies O Glaucoma [IRheumatic Fever
{1Heart Disease [NCVA (stroke) O Vein condition OThyroid disorder
flAsthma [Pneumonia O Tuberculosis OEmphysema
f1Jaundice OGonorrhea OMumps f1Bleeding tendency
{1Syphilis Measles OChicken pox fNervous disorder
f1Meningitis OHIV CPolio UMaononucleosis
f1Epilepsy [IHigh fever OHepatitis OMultiple Sclerosis
[Paralysis OCancer OMigraines O High blood pressure
Dother lung ilinesses Oother liver illnesses Dother heart ilinesses Oother kidney illnesses
Dother:

Immunizations:

Surgeries:

III. Patient Profile

Please clearly mark any areas of pain ang any scars (please indicate which of the areas are scars):

Is the pain:

[OSharp OBuming DAching
DCramping ODull OMoving
OFixed [0Other:

Do the following lessen the pain?

OPressure OCold OHeat
DOExercise OOther:

Do the following worsen the pain?

[Pressure OCold [1Heat
[Exercise OOther:




Please check the following that currently pertain to you (if you have symptoms in the following categories, it
indicates that you have a problem with that organ’s fiunction):

Overall Temperature (Kidney function):
NCold hands

OCold fingers

OCold feet

OCold toes

[JSweaty hands

[Sweaty feet

JHot body temperature (sensation)

[JCold body temperature {sensation)
OAftemoon flushes

ONight sweats

OHeat in the hands, feet, and chest

OHot flashes any time of the day

[Thirsty p.3
[Perspire easily

[ILack of perspiration

OTake water to bed

Overall energy (Long. Kidney fanction):
OShortness of breath

ODifficulty keeping eyes open in the daytime
OGeneral weakness

Easily catch colds

OLow energy

MNFeel worse after exercise

Overali blood (Liver, Spleen, Heart fupction):
DDizziness
OSee floating black spots

Heart function:

[1Palpitafions

O Anxiety

OSores on the tip of the tongue

ORestlessness

OMental confusion

[iChest pain traveling to shoulder

OFrequent dreams

0 Wake unrefreshed

ODrink coffee (# of cups per week: )

Lung function:
fINasal Discharge (Color: )

OCough

[INose Bleeds

OSinus Congestion

ODry mouth

ODry throat

(ODry Nose

ODry Skin

BAllergies (To what? )
[Alternating fever and chills




OSneezing

[Headache {(Location: )
OOverall achy feeling in the body

Stiff neck

O Stiff shoulders

(Sore throat

ODifficulty breathing

D Smoke cigarettes (# of cigarettes per day: )
OSadness

{IMelancholy

Spleen function:
OLow appetite

[1Abrupt weight gain

DAbrupt weight loss

OAbdominal bloating

OAbdominal gas

O Gurgling noise in the stomach

OFatigue after eating

OProlapsed organs (previously diagnosed, which organ?

fiEasily bruised
OHemorrhoids
OOver-thinking
TWorry

Spleen, Stomach, L.arge Intestine, Small Intestine function:

OLoose

Constipated

OIncomplete

ODiarrhea

OBlood in stools

OMucous in stools
OUndigested food in stools

Dampnpess irapped in the body:
{1General sensation of heaviness in the body

OMental sluggishness
CLoss of mental clarity
i1Swollen hands
28wollen feet
OSwollen joints
OChest congestion
ONausea

CSnoring

Stomach function:

OBurning sensation after eating
OLarge appetite

OBad breath

OMouth (canker) sores
OBleeding, swollen or painful gums
{JHeartbum

OAcid regurgitation

OUlcer (diagnosed)

{OBelching

OHiccoughs

OStomach pain

O Vomtiting

P4




Liver, Gall Bladder function:

OAlternating diarrhea and constipation

[1Chest pain

[OTight sensaticn in the chest

D3Bitter taste in the mouth

OAnger easily

ODepression

Olrritability

OFrequently unable to adapt to stress (What causes the stress?

Skin rashes

OAcne

NHeadache at the top of the head

OTingling sensation

ONumbness

OMuscle spasms

OMuscle twitching

OMuscle cramping

USeizures

1Convulsions

OLump in the throat

ODrink alcohel

DRecreational drugs (Which? , How much per week? )
[JHigh-pitched ringing in the ears

Gall stones (history or current)

OSexually transmitted disease (Which? )

Eves (Liver function):
Oltchy

OBloodshot

IHot

ODry

OWatery

OGritey

OBlurry vision
ODecreased night vision
fMNear-sighted
OFar-sighted

Kidney, Urinary Bladder function:
CFrequent cavities

[Easily broken bones

OSore knees

IWeak knees

OCold sensation in the knees

OLow back pain

OMemory problems

OExcessive hair loss

OLow-pitched ringing in the ears
OKidney stones

OBladder infections

OWake during the night twice or more to urtnate
(iLack of bladder control

[iFear

[OEasily startled




Name

Date

Adult Health History Form

Your answers on this form will help your health care provider better understand your medical concerns and conditions better, This form will
not be put directly into your medical chart. If you are uncotmfortable with any question, do not answer it. If you cannot remember specific
details, please provide your best guess. Thank you!

Age ___ How would you rate your general health? {1 Excellent 1 Good O Fair & Poor
Main reason for today’s visit:
Other cancerns:
REVIEW OF SYMPTOMS: Please check any current symptoms you have,
Gonstitutional Respiratory Skin
__ Recent fevers/sweats — Gough/wheeze __ Rash
___ Unexplained weight loss/gain _._ Goughing up blood __ New or change in mote
____ Unexplained fatigue/weakness

Gasirointestinal Neurological
Eves . __ Heartburn/refiux __ Headachas

. Ghange in vision —___ Blood or change in bowsl movement —_ Memory loss

_ Nausea/vomiting/diarrhea __.... Fainting
Ears/Nose/Throat/Mouth — Pain in abdomen
___ Difficutty hearing/ringing in ears Psychiatric
__ Hay faver/allergies/congestion Genitourinary .. Amxiety/stross
_ Trouble swaliowing _____ Painful/blocdy urination ____ Sleep problem

_ leaking urine
Cardiovascular ___ Nighttime urination Bivod/Lymphatic
____ Ghest pains/discomfort . Discharge: penis or vagina _ Unexplained lumps
____ Palpitations ____ Unusual vaginaf bleeding ___ Easy bruising/bleeding
—__ Short of breath with exertion _ Goncern with sexval functions

Endo

Breast Musculoskeletal .- Cold/heat intolerance
____ Breast lump _ Musclefjoint pain . Increase thirst/appetite
—_ Nipple discharge —_ Recent back pain

In the past manth, have you had little interest or pleasure in doing things, or felt down, depressed or hopeless? O Yes 0O No

MEDICATIONS: Prescription and non-prescription medicines, vitamins, home remedies, birth control pills, herbs, eic.

Medication

Dose (e.g., mg/pilt)

How many fimes per day

Allergies or reactions io medicaiions:

Date of your most recent IMMUNIZATIONS:

Hepatitis A HepatitisB Pneumovax (pneumonia)

Influenza (lushot) _______ MMR___

Tdap (tetanus & periussis)

Meningiiis Tetanys (Td) Varicella {chicken pox) shat or llness

HEALTH MAINTENANCE SCREENING TESTS:

Lipid {cholesterol) Date Abnormal? 0 Yes {1 No
Sigmoidoscopy ____ or Golonoscogy Date Abnormal? O Yes O No

Women: Mammogram Date Abnormal? d Yes B3 No  Pap Smear. Date Abnormal? QYes CNp
Daxascan (osteporosis) _ Date Abnormal? [ Yes 0O No

Abnormal? 0O Yes [ No
FORM 143952 {Noverber 2006}

Men; PSA (prostate) Date
- OVER -
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PERSONAL MEDICAL HISTDRY: Please indicate whether you have had any of the following medical problems (with dates).

Heart disaase;

specily lype
__Asthma/lung disease

Diabetes

SURGICAL BISTORY: Please fist ali prior operations (with dates):

___ High blood pressurs

__ Other: {specify):

___ High cholesterol
__ Thyroid probletm
Kidney disease
____ Cancer: (specify).

FAMILY HISTORY: Please indicate the current status of your immediate family members:
Please indicate family members (parent, sibling, grandparent, aunt or uncle) with any of the following conditions:

Alcoholism

Cancer, specify type

Heart diseasse

Depression/suicide

Genetic disorders

Diabetes

SOCIAL HISTORY
Tobaceo Use
Gigareftes 12 Never [ Quit Date

High chalesterol

High blood pressure

Siroke
Bleeding or clotting disorder
Asthma/COPD
Gther:
OTHER GONCERNS
Caffeine inlake: 0O None O Coffee/tea/soda cups/day

 Current Smoker: packs/day . . #ofyrs
Other Tobacco: O Pipe [ Gigar O Snuff U Chew
Are you interested in quitting? 03 No O Yes

Alcohal Use
Do you drink alcohol? O No O3 Yes # drinks/week

Is your alcohol use a concern for you or others? O3 Ne O Yes

Drug Use
Do you use any recreational drugs? 0O No O Yes
Have you ever used needies 1o inject drugs? O No 0O Yes

Sexual Activily
Sexuvally active: O Yes U1 No O3 Not currently

Current sex partner(s) isfare: Q0 male 0 female
Birth controf method: 0 Naone needed

Have you ever had any sexually transmitted diseases (STDs)?
& No 0O Yes

Are you inferested in being screened for sexually fransmitted
diseases? O No 1 Yes

SOCIQOECONOMICS Occupation:

Weight: Are you satisfied with your weight? {1 No L1 Yes
Diet: How de you raie your diet? [0 Good O Fair Q1 Poor

Yo you eat or drink four servings of dairy or soy daily or take
caleium supplements? O No O Yes

Exercise: Do you exercise regufarly? 0 No 0O Yss
What kind of axercise?

How often?

How long {minutes)
ii you do not exercise, why?

Satety: Do you use a bike helmet?

Do you use seatbelts consistently? ONo OVYes
is violence at home a concern for you? OYes O No
Have you ever been abused? OvYes ONo
Do you have a gun in your home? OYes O No
Have you compieted a fiving will or QYes QNo

or durable power of atiorney for
health care?

Employer:

ONo [Yes CINA

Years of education/highest degree:

Spouse/pariner's name;

Marital Status: Single Paritner/Married Divorced Widowed Other:

Number of children/ages:

Who fives at home with you?

WOMEN'S HEALTH HISTORY # pregnancies
Age at start of periods:

# deliveries

# abortions # miscarriages

Age at end of periods:

-~ OVER -



Financial Agreement

Please read this agreement carefully.
We will be happy to answer any questions you may have.

1, ) (client), understand that my insurance is an agreement

between the insurance company and myself.

I understand char (health care provider), will assist me in

billing my insurance carrier. However, [ am fully responsible for any payments due that are

denied by my insurance compaiiy.
I assign payments to be made on my behalf to this provider for any services furnished to me. 1
authorize any holder of information about me to release such information needed to determine

these benefies or to assist in the collection of payment for services.

If the bills for services are not paid within sixty (60) days by my insurance carrier, I am

responsible for the balance on the sixty-first (61st) day.

In the event my insurance company does not pay in full for services provided, I hereby authorize

the health care provider to charge all past due payments to my credit card listed below.

In the event fees are not paid as requested, a collection agency and possibly legal action may

follow. If so, I (client), will be responsible for all reasonable

costs associated with the collection of such fees, including attorney and court costs.

I have read and understand this financial agreement.

Signature: Date:

Credit Card Number: Expiration Dare:

Name of Cardholder as it Appears on Credit Card:




Privacy Policies Notice

We are dedicated to providing top-guality service. Protecting your privacy is paramount and we have implemented procedures 1o
safeguard the information included in your files. We have installed a firewall on our computer; computerized files can only be
accessed with a password; aud all paperwork is kept in a locked filing cabinet.

"This notice describes how Protected Health Information (PHI) abont you may be used and disclosed and how you can get access
to this information. Please Review it Carefully.

Your Personal and Protected Health Information

We may gather personal and health information from you, other heaith care providers and third party payers. This information is
used for reatment, payment and health care operations. The following describes the ways we may use and disclose your
Protected Health Information:

* We may provide PHI about you 1o health care providers, other practice personnel, or third parties who are involved in
the provision, mavagement or coordination of your treatment care.

* We may disclose your PHI to sny third party you designate in writing.

* We may use or disclose your PHI so that we can collect or make payment for the heafth care services vou receive or are
going io receive.

* We may disclose your PHI if we ever sell or transfer our practice.

* We may disclose your PHI if we belicve it is necessary to prevent a serious threat to your health and safety or the
health and safety of the public.

* We may disclose your PHI to a government agency if we believe you have been a victim of abuse, neglect or domestic
violence. We will make this disclosure if it is necessary o prevent serioas hann (o you or other potential victims, you
are unable to agree due fo your incapacity, you agree to the disclosure, or required by law.

* We may disclose your PHI to a health oversight agency for activities anthorized by law.

* We may disclose your PHI as required by a comt or administrative order, or under certain circumstances in response
to a subpoena, discovery request or other legal process.

* We may release your PHI as necessary 1o comply with laws relating to Workers’ Compensation or similar programs that
are established by the law to provide benefits for work-related injuries or iliness without regard to fanl.

* We may disclose your PHI to a HIPAA certified Business Associate (a person or organization that performs a function
or activity on behalf of the practice that involves the use or disclosure of PHI, such as a billing services company or
another practitioner who is involved in your health care).

* Your PHI may be disclosed for military and veterans affairs, for national security and intelligence activities, or for
correctional activities.

* We may use or disclose your PHI whea required by law.

* We may use your name, address, phone number, e-mail, and your records to coatact you with appointment reminder calls,
secall postcards, greeting cards, information about alternative therapies, or other refated mnformation that may be of interest
to you. If you are not at horoe to receive an appointment reminder, a message will be left on your answering machine.

Please note your rights regarding this information:

L. You are entitled to inspect and receive copies of your records.

2. You are entitied make a written request to amend your PHI files or put restrictions on certain uses and disclosure of PHL

3. We accommodate any reasonable request, yet we retain the right to deny inclusion of amendments or use restrictions of your PHL
- You have the right to disagree with the practitioner’s refusal of inclusion.

5. You have a right to receive all notices in writing.

6. You have the right 1o request that we do not disclose your information to specific individuals, companies, or organizations. Any

restrictions should be requested in writing. We are not required to honor these requests. If we agree with your restrictions, the

Testriction is binding on us.

7. You may complain to us or the Secretary for Health and Human Services if you feel that we have violated your privacy rights. There

will be no retaliation for filing 2 complaint. Written comments should be addressed to our Privacy Officer at our office address or the

Secretary for Health and Human Services, 200 Independence Ave. SW, Room 509F. HHH Bldg. Washington, DC 20201.

Original Effective Date: April 14, 2003

This nofice remains in effect until it is replaced or amended by changes in the law.

v
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