CONFIDENTIAL HEALTH HISTORY
Welcome! Please take the time to fill out this questionnaire fully. Your answers are strictly confidential. If you have any questions, please feel free to ask.
Today’s Date _________________

Name _______________________________________ Date/Place of Birth _____________________________ 
Address________________________________________ City ___________ State _______ Zip ____________

Tel: Work _________________________ Home ________________________ Cell ______________________ 
E-mail _____________________________ Age _______ Height _________ Weight _______ Sex __________
Occupation____________________________________  Referred by __________________________________ 

Name & Tel# of Physician ____________________________________________________________________

Emergency Contact Name & Tel# ______________________________________ Relationship _____________

What would you like treated by acupuncture? _____________________________________________________
How and when did this condition develop? _______________________________________________________

__________________________________________________________________________________________

How has this condition affected your daily activities? _______________________________________________

What medical diagnosis have you received, if any? _________________________________________________

What kinds of treatment or therapy have you tried? ________________________________________________
Are you currently pregnant? ___________    Are you presently trying to become pregnant? ____________

Please shade any areas of pain or distress on the diagram below:
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Medical History Please check off any current or former conditions and include dates as well as any relevant information.
( AIDS/HIV ____________________________ any neuropathies? __________________________________
( Alcoholism ______________________________________________________________________________
( Allergies _______________________________________________________________________________
( Asthma _____________________________________________ difficulty inhaling (   difficulty exhaling (
( Cancer _________________________________________________________________________________
( Diabetes ______________________________ any neuropathies? __________________________________
( Emphysema _____________________________________________________________________________
( Hepatitis A/B/C - please specify _____________________________________________________________
( Heart Disease ____________________________________________________________________________
( Herpes - Type ___________________________________________________________________________
( Lyme disease ____________________________________________________________________________
( Lymph Nodes removed - where? ________________________ can you have injections on that side? ______
( Multiple Sclerosis ________________________________________________________________________
( Pacemaker ______________________________________________________________________________
( Rheumatic or Scarlet Fever _________________________________________________________________
( Seizures ________________________________________________________________________________
( Thyroid disease __________________________________________________________________________
( Tuberculosis _____________________________________________________________________________
( Venereal disease _________________________________________________________________________
Vaccination History: Any reaction that you remember? Any unusual vaccinations? 
__________________________________________________________________________________________

Please describe any significant injuries/trauma, illnesses, or surgeries:
Birth trauma, if any __________________________________________________________________________ Age ______________________________________________________________________________________

Age ______________________________________________________________________________________
Age ______________________________________________________________________________________
Age ______________________________________________________________________________________
Age ______________________________________________________________________________________
Age ______________________________________________________________________________________
Age ______________________________________________________________________________________
Scars from injury/surgery (even minor): ____________________________________________________________
Medications Please list all medications (including over-the counter), herbs, vitamins and minerals you are taking. ____________________________________________________________________________________________________________________________________________________________________________________

Family Medical History Please list all major illnesses in your close family such as diabetes, heart disease, high blood pressure, neurological disorders, psychological disorder, orthopedic disorders, etc.
____________________________________________________________________________________________________________________________________________________________________________________
