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 confideniial.

I. General Patient Information

Date: / /

Name:

Address:

City, State, Postal Code:

Home Phone: _( )

Work Phone: _( )

Cell Phone: _( )

Primary Care Physician

Ape: Date of Birth: /

Email

Insurance Provider:

Insured’s Name and DOB (if other than patient):

Occupation:

Guardian (if under 18):

Social Security Number: -

Member ID: Group ID:

Employer:

How did you hear about our office?

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

1.

2.

4.

5.

3.

Additional:

Please list any medications/supplements




I1. Patient Medical History

How wasg your childhood health?

Hospital Visits/Stays:

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

8Physical
6HIV/STD

Test Results and Date:

Check any you have had in the past:

6Diabetes

OHeart Disease
BAgthma

B8Jaundice

0Syphilis
6Meningitis
6Epilepsy
6Paralysis

Bother lung illnesses
Bother:

08Cholesterol OProstate 8Blood (which?)
OPap smear OMammography 80ther:

BAllergies 0Glaucoma ORheumatic Fever
8CVA (stroke) OVein condition 8Thyroid disorder
6Pneumonia 8Tuberculosis 6Emphysema
8Gonorrhea OMumps 0Bleeding tendency
OMeasles 0Chicken pox ONervous disorder
OHIV 6Polio oMononucleosis
OHigh fever 8Hepatitis 0Multiple Sclerosis
0Cancer 6Migraines 6High blood pressure

Bother liver illnesses

Immunizations;

Bother heart illnesses Bother kidney illnesses

Surgeries:

III. Patient Profile

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

6Sharp

O6Fixed

Ia the pain:

6Cramping

8Burning 0Aching
8Dwull 0Moving
Other:

Do the following lessen the pain?

OPressure
0 Exercise

8Cold
80ther:

0Heat

Do the following worsen the pain?

00ther:

OPressure

0Cold fHeat




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
function):

Overall energy (Lung, Kidney function):
BShortness of breath

8Difficulty keeping eyes open in the daytime
8General weakness

8Easily catch colds

6Low energy

8Feel worse after exercise

Lung function:
6Nasal Discharge (Color: )

6Cough

0Nose Bleeds

88inus Congestion

0Dry mouth

0Dry throat

0Dry Nose

0Dry Skin

OAllergies (To what? )
0Alternating fever and chills

OSneezing

B8Headache (Location: )
80verall achy feeling in the body

0Stiff neck

0Stiff shoulders

8Sore throat

8Difficulty breathing

0Smoke cigarettes (# of cigarettes perday: _______)
08adness

OMelancholy

Blood Function:

0 Sees floaters or black spots
OHair falls out

0Dizziness

6 Muscle cramps often
6Poor Memory

ONumbness

8Tingling

6Blurry vision

8Trouble falling asleep
6Very light periods/no period
Banxiety/depression



Heart function:
HPalpitations

OAnxiety

8 Embarrassed Easily/ Blushes Easily
88ores on the tip of the tongue
ORestlessness

8Mental confusion

8Chest pain traveling to shoulder
O8Frequent dreams

8Wake unrefreshed

8Drink coffee # of cups per week: )

Spleen function:

6Low appetite

8Abrupt weight gain

B8Abrupt weight loss

8Abdominal bloating

8Abdominal gas

8Gurgling noise in the stomach

OFatigue after eating

8Prolapsed organs (previously diagnosed, which organ?

0Easily bruised
6Hemorrhoids
HPensive
80ver-thinking
OWorry

Spleen. Stomach, Large Intestine, Small Intestine function:
6Loose

8Constipated

fIncomplete

9Diarrhea

9Blood in stools

OMucous in stools
8Undigested food in stools

Dampness trapped in the body:
0General sensation of heaviness in the body

O0Mental heaviness

0Mental sluggishness / Muzzy head

OMental fogginess

0Swollen hands

O8wollen feet

0Chest congestion

ONausea

8Snoring

8 Cloudy urine

@ Aches and pains worse in rainy/humid weather

Libido:
ONormal
OHigh
OLow




Stomach function:

6Burning sensation after eating
8Large appetite

6Bad breath

OMouth (canker) sores
OBleeding, swollen or painful gums
OHeartburn

BAcid regurgitation

68Ulcer (diagnosed)

6Belching

6Hiccoughs

8Stomach pain

OVomiting

Liver, Gall Bladder function:
BAlternating diarrhea and constipation
6Chest pain

68Tight sensation in the chest

BBitter taste in the mouth

OAnger easily

OFrustration

8Depression

Blrritability

8Frequently unable to adapt to stress (What causes the stress?
6Skin rashes

6Headache at the top of the head

6Tingling sensation

6Numbness

8Muscle spasms

8Muscle twitching

0Muscle cramping

0Seizures

0Convulsions

OLump in the throat

6Neck tension

8Limited Range-of-Motion, Neck

8Shoulder tension

6Limited Range-of-Motion, Shoulder

8Drink alcohol

ORecreational drugs (Which? , How much per week? )
OHigh-pitched ringing in the ears

8Gall stones (history or current)

fSexually transmitted disease (Which? )

Eyes (Liver function):
Oltchy

8Bloodshot

6Hot

6Dry

6Watery

8Gritty

6Blurry vision
0Decreased night vision
B6Near-sighted




OFar-sighted

Kidney, Urinary Bladder function:
6Frequent cavities

6Easily broken bones

BSore knees

6Weak knees

8Cold sensation in the knees
8Low back pain

6Memory problems

0Excessive hair loss
6Low-pitched ringing in the ears
0Kidney stones

6Bladder infections

6Wake during the night twice or more to urinate
8Lack of bladder control

OFear

OBEasily startled

Urination:
6Normal color
6Dark yellow
8Clear
8Reddish
8Cloudy
OScanty
0Profuse
8Strong odor
8Burning
OPainful
ODischarge
oDifficult
Painful
6Urgent
6Frequent

Overall Temperature (Kidney function):
6Cold hands

8Cold fingers

6Cold feet

6Cold toes

6Cold body temperature (sensation)
B6Rarely thirsty

8Shallow breathing

8Lack of perspiration

6 Likes to sleep often

6Watery Eyes

6Runny Nose often

6Tendency to loose stools

8Afternoon flushes

BSweaty hands

6Sweaty feet

6Hot body temperature (sensation)
6Night sweats




OHeat in the hands, feet, and chest
OHot flashes any time of the dav

O0Thirsty

Overall Temperature (continued):

6Displaced anxiety especially at night

8Wakes frequently during the night

8Perspire easily
0Take water to bed
8Dry Eyes

6Hard Lumps

OLikes to stretch often
0Can’t sit still

OFeels Restless

8Dry Skin

8Dry Stool

Sinking Qi Feelings

[ Mental Depression
[_]Tired and Listless feeling
[(JBearing Down feeling
[Heavy Urination
[[Heavy Menstruation
[CIChronic Leucorrhea
[JProlapsed Organ

Rebeilious Qi

[ Jbelching frequently
[ hiccups frequently
[Inausea or vomitirig often
[ headaches

[ Mdizziness

[ Jasthma

[ Mdiarrhea

[ Jprolapse

[ Jeough

[ Jinsomnia

Yang Risirig
[ |Headaches
(especially stress induced)
[_Ifrequent red eyes
[Jirritability
[Jhard to focus
[ ldizziness
[Jtinnitus (ringing in the ears)
[ITrouble sleeping
[olurred vision

Blood Stagnation

[Ifixed and stabbing pain
[ elots with period

[ Ino period

Qi Stagnation

[Moving Pain / Pain comes and goes
[ |Bloating

[rritability and Moodiness
[ISighing frequently

[ JLumps that are soft and move

Heat in the Blood

[ JRed eruptions (pimples, boils, etc)
[ Mouth ulcers

[JAnxiety and restless feelings

A ot of period blood

[(Jolood in the urine or stool

[ Ifrequent nose bleeds

[ |spotting in between periods

@i Deficiency
[ ]listless and tired
[CJSpontaneous sweat

(ie: after walking up stairs)
[JShortness of breath
[ [Poor appetite

[ [Weak voice



] pain with periods
[ldark blood in stool

[ pain is often worse at night



Women only:

Irregular menstrual cycle? 8Y 6N
Number of children:

Age of first menstruation:
Average number of days of flow:
8Vaginal discharge

Pregnant? 0Y 6N
Number of pregnancies:
Age of menopause (if applicable):

Average number of days of entire cycle:

6Bleeding between periods

Do you experience any of the following pre-menstrual syndromes?

Onausea Bvomiting
6food cravings fheadaches
Odepression Birritability

6dull pain, where?

Please fill in the following menstrual chart:

Owater retention Obreast swelling
Omigraines Obreast tenderness
fanxiety Oother emotions:

Osharp pain, where?

Day 1 Day2 [Day3 |Day4 |Day5 |Day6 | Day?
Color (normal, bright red, pale,
brown, rust, dark, purple, other)
Amount of flow (normal, heavy,
light)
Pain/cramps {location, dull,
gharp, other)
Clots (large, small, black, purple,
red, other)
Vomiting (check if yes)
Nausea (check if yes)
Other
Men only:
6Swollen testes 6Testicular pain Olmpotence 8Premature ejaculation

8Feeling of coldness or numbness in external genitalia

All please fill out:

Other Comments:

00ther

Patient Signature:

Acupuncturist Signature:




TREATMENT CONSENT

, the undersigned, hereby consent and authorize Jill Chiorazzo, L.Ac, New Jersey
State licensed Acupuncturist, to treat my health-related problems with Acupuncture and
Moxibustion Treatment (Moxibustion: stimulating acupuncture points with Moxa heat).

| understand that Acupuncture is a physical therapy treatment performed by the
insertion of needles (with or without the application of heat, pressure, and/or electrical stimulation)
through the skin inta the underlying tissues at certain points on the body surface with the intent of
relieving pain, treating bodily ailments, and/or improving bodily functions for an undetermined
time, | also understand that only pre-sterilized, disposable needies will be used for my
treatments.

1 am aware of the possible complications that may result from this treatment.
These include, but are not limited to, bruising or bleeding into the tissues, pain and
discomfort, weakness, fainting, nausea, needie retention, and possible aggravation of
symptoms existing prior to Acupuncture and Moxibustion Treatment.

| believe that the use of Acupuncture and Moxibustion may relieve my symptoms and
improve the balance of my bodily energies which may, in turn, lead to the prevention or elimination
of the problems. | also believe that Chinese Herbs, if any are being recommended for my health-
related problems, are natural and effeciive. 1 accept the fact that there is no guarantee that my
health-related problems will be cured, alleviated, or eliminated through the use of Acupuncture,
Moxibustion, and/or recommended herbs.

I understand that my consent is effective for present and all future treatments. |
may withdraw my consent and stop treatment at any time in writing.

1 certify that all my questions have been answered.

X
Signature of Patient Signature of Guardian (If applicable}

X
Date




