
 

 
 

Health History Form 
 
Please help us provide you with a complete evaluation by taking the time to fill out this questionnaire 
carefully.  All of your answers will be held absolutely confidential.   
 
 
Patient Name:                              Date of first visit: _________________ _                                                  
 
Street Address _______________________________________________________________________ 
 
City/State/ZIP: _______________________________________________________________________ 
 
Phone:(h)_______________________(w)________________________(c)________________________ 
 
Email: _______________________________________  Date of Birth: ____________ Age: __________ 
 
Occupation:  ______________________________  Employer: _________________________________ 
 
Primary Care Physician (Name/Phone): ___________________________________________________ 
    
Referred by: ___________________________ How did you hear about us: _______________________ 
 
Emergency Contact (Name/Phone): ___________________________ Relation: ____________________ 
 

 
 

 
 
 
 
 
 
 
 
 
 

MAIN COMPLAINT 
 
Have you received acupuncture before?     Yes   /    No 
 
What is your main complaint? Please describe. 
 
 
 
 
When did this problem begin?     How often does it bother you? 
 
 
Severity of the problem on a scale 0-10 (0=best, 10=worst) 
When problem is at its best:    /10          When problem is at its worst:         /10                   Today          /10 
 
 
If there is pain involved, what is the quality of pain? (circle all that apply) 
 

Dull   Achy   Burning   Sharp   Stabbing   Cold    Numb   Tingling   Throbbing   Other _________________ 
 
 
What makes the problem feel better? (circle all that apply) 
 

Heat    Cold   Damp weather   Wind   Rest   Work    Movement   Sitting    Lying    Massage/Pressure   Stress 
 
 
What makes the problem feel worse? (circle all that apply) 
 

Heat    Cold   Damp weather   Wind   Rest   Work    Movement   Sitting    Lying    Massage/Pressure   Stress 
 
 
What other treatment(s) have you tried? 
 
 
What is your goal in seeking treatment?  
 



Surgeries & Dates: ___________________________________________________________________ 
 
Significant Traumas (falls, accidents, etc.): _________________________________________________ 
 
Allergies (food, chemical, drugs, environmental): _____________________________________________ 
 
Medications (continue on back if needed): __________________________________________________ 
 
 

 
Vitamins/Supplements (continue on back if needed): __________________________________________ 
 
 

 

LIFESTYLE 

Please describe your average daily diet: 

Morning Afternoon Evening 

   

Cravings (please circle):     Salt      Sweet        Sour       Other _________ 

How many cups/week do you drink:  Alcohol ______ Coffee _______ Soda _______ Water __________ 

Cigarette use (please circle):   Past use    Current use      

Exercise 
#Days per week ______  Length of workout __________  Type of activity _________________________ 
 
Sleep 
#Hours/Night ______  # Times Wake__________  Type of activity ______________________________ 
 
Average energy level on a scale 0-10 (0=can barely get out of bed; 10=unlimited energy): ___________ 

Average stress level on a scale of 0-10 (0=no stress; 10=constant stress): ___________ 

How do you relieve your stress: __________________________________________________________ 

How many times in a week do you feel the following: 

Irritable ______   Anxious _______  Guilt _______ Depression _______  Overjoyed ______ 

Angry _______   Worry  _______  Fear  ______  Sadness  ________  Grief  ______ 

MEDICAL HISTORY  (Please circle all that apply) 

   
 Anemia  Diabetes  HIV/AIDS 
 Arthritis  Diverticulitis/IBS  Infertility 
 Asthma  Epilepsy/Seizures  Mental Illness 
 Allergies  Food Allergy/Intolerance  Osteoporosis 
 Bronchitis/Pneumonia  Heart Disease  STD (which?______________) 
 Cancer  Hepatitis  Thyroid Disease 
 Contagious Illness  Hemophilia  Other 

      

 



Please check any of the following you have had in the last three months: 
General Health 

   
 Temperature always warm  Cold hands/feet  Strong thirst (hot or cold drinks) 

 Sweat easily  Change in appetite   Poor sleep 
 Night sweats   Weight loss/gain  Fatigue 
 Chills   Muscle weakness/fatigue  Bleed or bruise easily 

      

Skin & Hair 

      
 Rashes  Eczema  Premature graying of hair 
 Itching  Loss of hair  Other skin/hair problems 

      

Head, eyes, ears, nose, and throat 

      
 Dizziness  Concussions  Migraines 
 Headaches  Eye strain  Eye pain 
 Poor vision  Night blindness  Spots in front of eyes 
 Cataracts  Blurry vision  Earaches 
 Ringing in ears  Poor hearing  Nasal congestion 
 Sinus problems  Nose bleeds  Recurrent sore throats 
 Grinding teeth  Facial pain  Sores on lips or tongue 
 Teeth problems  Jaw clicks  Any other head or neck 

problems? 
      

Cardiovascular 

      
 Chest pain  Low blood pressure  Swelling of feet or hands 
 Irregular heartbeat  Palpitations  Blood clots 
 High blood pressure    Varicose veins  Any other heart/blood 

problems? 
    

Respiratory 

      
 Cough  Asthma  Shortness of breath 
 Wheezing while breathing  Difficulty breathing  Pain with a deep breath 
 Production of phlegm  Shallow breathing  Any other lung problems? 

    

Gastrointestinal 

      
 Nausea  Diarrhea  Abdominal pain or cramps 
 Vomiting  Constipation  Rectal pain 
 Indigestion  Blood in stools  Hemorrhoids 
 Gas/Bloating  Anorexia/Bulemia  Stomach noises 
 Belching  Chronic laxative use  Bleeding gums 
 Any other problems with your stomach or intestines?  

Urinary 

      
 Frequent urination  Pain upon urination  Kidney stones 
 Urgency to urinate  Blood in urine  Any particular color to your 

urine: 
 Unable to hold urine  Decrease in flow  Other: 
 Do you wake up to urinate?  How often?   

Neurological 

      
 Seizures  Dizziness  Areas of numbness 
 Stroke  Loss of Balance  Poor memory 
 Concussion  Lack of coordination  Tremors (where?) 
    Any other neurological problems?     



Men’s Health 

      
 Impotence  Premature Ejaculation  Testicular pain/injury 
 Enlarged prostate  Cancer   STDs 
 Difficult urination  Low sperm count  Low motility 

Women’s Health 

 Are you pregnant?   Yes     No       

 Age of first period: ____  Pregnancies      #: ____  Menopause   Age: _____ 

 Duration of period: ____  Live births     #: _____    STDs 

 Time between periods: __  Premature births  #:___   

 Vaginal discharge  Miscarriages     #: ____   

 Infertility  Abortions  #: _____   

 PMS symptoms (describe) 

 Do you practice birth control? What type and for how long? 

 
Please fill out the following menstrual chart 

 Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7 

Color (pale pink, red, 
bright red, brown, dark 
purple, other) 

       

Amount of flow 
(normal, heavy, light, 
spotting) 

       

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

       

Clots (describe size) 
 

       

Other 
 

       

 
Pain Assessment. Please circle the areas where you are currently experiencing pain: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Other Concerns: _____________________________________________________________________ 
 
Patient Signature:  _________________________________________ Date: _____________________ 

 
 


