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H E A L T H H I S T O R Y Q U E S T IO N N A I R E
I

Important: Complete this document as thoroughly as possible. Some of the questions that follow may
seem unrelated to your condition, but from a Chinese medical perspective they may play a major role in
diagnosis and treatment.
All information is strictly confidential.

GENERAL PATIENT INFORMATION
Date: ________________ Name: __________________________________________________

Address: _______________________________ City, State, Zip:___________________________

Home Phone: ________________ Work Phone: _________________ Cell Phone: _____________

Age: ______ Date of Birth:__________________ Email: ___________________________________

Legal Guardian: (if under 18 years of age) ______________________________________________

Emergency Contact: (name and phone number) _________________________________________

Gender: ___M ___ F Height:____ ' ___ "Weight:____lbs

Occupation: ______________________________ Employer:_______________________________

How did you hear about us? __________________________________________________________

MAJOR COMPLAINTS, IN ORDER OF IMPORTANCE
(If pain related, please include severity from 1-10 (mild-extreme) & percentage of time you experience pain
in a 24 hour period next to complaint)

1. __________________________________________ 2.______________________________________

3. __________________________________________ 4.______________________________________

5. __________________________________________ 6. ______________________________________

Which ac t iv i t i e s a re d i f f i cu l t to per fo rm i f your i s sue i s pa in re la ted?

Sitting Bending Standing Lying Down Walking Lifting other________________

Does your pain interfere with your: Sleeping Dressing Tying Shoes W ork performance Bathing Preparing Food

Eating Taking Medicine Walking Exercising

Acupunc tu r e We l lness & Fer t i l i t y C l in i c
415 E Go l f Rd . Su i te 119 • Ar l i ng ton He igh ts , I L 60005

847 .957 .7877

Completed by Office Staff
Insurance______________
Deductible_____________
Copay_________________
# of Visits______________
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Lu n g

H E A L T H H I S T O R Y Q U E S T IO N N A I R E

Spl een

Spl een , st o m a c h , l a r g e i n t est i n e, sm a l l i n t est i n e
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St o m a c h

Ki d n ey , u r i n a r y b l a d d er

Ur i n a t i o n

Acupunctur e Wel l ness & Fer t i l i ty Cl inic



PAGE 5

w o m en o n l y

Please fill out the following menstrual chart Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7
Color (normal, bright red, pale, brown, rust,
dark, purple, other)

Amount of flow (normal, heavy, light)

Pain/cramps (location, dull, sharp, other)

Clots (large, small, black, purple, red, other)

Vomiting (check if yes)

Nausea (check if yes)

Other

Premature
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Please list typical foods eaten for each meal and amount of beverages consumed each day of the

Diet:

Beverages/Day:

Breakfast: Water:

Lunch: Pop:

Dinner: Milk:

Snacks: Juice:

Coffee:

Ever yo n e:M ed i c at i o n s, v i t a m i n s a n d su ppl em en t l o g

Medical/Allergy alerts:
______________________________________________________________________

D i et a r y I n t a k e
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