WASHINGTON STATE ACUPUNCTURE & CHINESE MEDICINE CENTER
663 S. King St, Seattle WA 98104  Tel (206) 292-9646  Fax (206) 292-9650

HEALTH HISTORY QUESTIONNAIRE

Last Name: First Name: Today’s Date: /[
Date of Birth: / / Gender: Height: Weight:
Have you been treated by Acupuncture or Oriental Medicine before?  Yes No

Main problem(s) you would like us to help you with:

How long ago did this problem begin (be specific)?

To what extent does this problem interfere with your daily activities (work, sleep, sex)?

Have you been given a diagnosis for this problem?

What kinds of treatment have you tried?

Indicate painful or distressed areas:

Symbols
Pain/pressure X
Swelling —~
Tension +
Weakness -
Pulsing *
Sore o)
Rashes #
Spasm >«
Temp. Cold ¥
Hot 4

Past Medical History (Please include date):

Significant Ilinesses: Cancer Diabetes High Blood Pressure
Hepatitis Heart Disease Strokes Seizures
Thyroid Disease Rheumatic Fever AIDS STDs Other

Surgeries (type of and date):

Significant Trauma (auto accidents, falls etc.):

Allergies (medications, chemicals, foods):

Family History: Diabetes Cancer High Blood Pressure Heart Disease
Strokes Seizures Asthma Allergies Other
Medications/Supplements:




GENERAL: —REAR
O Fevers Eigt=

[ Chills R

O Fatigue G

O Localized Weakness SRR 59
O Poor Balance Rty
O Sweat Easily AN

O Night Sweats i oan

O Bleed or Bruise Easily 55 H T/ 5k
O Peculiar Tastes or Smells Lk ~ 17

O Strong Thirst (Cold or Hot) &7&

O Thirst w/ no Desire to Drink J& R &XEX

O Poor Appetite BACRET
O Cravings & i

O Weight Gain R EE I A
O Weight Loss REE D

O Sudden Energy Drop — K{afH& A% /7 T [%?
What Time of Day?

O Poor Sleeping IR

SKIN AND HAIR: e

O Rashes JE\Z

O Itching &

O Change in Hair or Skin [7)5/ 55204 %

O Ulcerations BIE

O Eczema B

O Hives TR

O Pimples HEE

O Other Hair or Hofth 57 s E B2
Skin Problem:

HEAD, EYES, EARS, NOSE AND

THROAT: UE -~ R~ B~ SRR

O Dizziness i =

O Migraines R

O Facial Pain AR

O Concussions ISEZ

O Poor Vision RYIARE

O Eye Strain RIS 55

O Eye Pain AR

O Sinus Problems B

O Nose Bleeds Xl

O Ringing in Ears HIg

O Earaches Hig

O Poor Hearing LEyaENad

O Teeth Problems s RE
O Recurrent Sore Throats P 4:MAzE 5
[ Sores on Lips or Tongue 'EH4EE
O Headaches =N
Where and When:
HRAL R EfA:
[ Other Head/Neck Problems:
At TESART R

FERE—TEBEN=E R FEE TER:

Please check any you have had in the last three months:

CARDIOVASCULAR: 0%
O Pacemaker W Taeea e
[ Severe Bleeding Disorder
Je B I PR RS
O High Blood Pressure =5 f1 BR

O Irregular Heartbeat N
O Cold Hands or Feet TFHIEE L

O Low Blood Pressure BNES

O Dizziness G
O Swelling of Hands F-HE
O Phlebitis FRAR SR
O Chest Pain bl
O Fainting =5
O Swelling of Feet illin

O Difficulty in Breathing ISk K| &
[ Other Heart or Blood Vessel Problems:
HoAM 0/ B I R RE:

RESPIRATORY: NEOR 247
O Cough e
O Bronchitis FER

O Production of Phlegm 5
What Color

O Coughing Blood %
[ Pneumonia R %
O Asthma =7

O Pain with Deep Breath &I J5
[ Other Lung Problems:  H At il RE

GASTROINTESTINAL: BBE %%

O Nausea W

O Constipation (L7

O Black Stools NEEE
O Bad Breath =k

O Abdominal Pain/Cramps &g

O Vomiting Mgk -

0O Gas HHFAR R
O Blood in Stools LEmA

O Rectal Pain H5R
O Diarrhea il

O Belching epiis

O Indigestion HER R
O Hemorrhoids RHE

[ Other Stomach or Intestinal Problems:

HARG S #SER:

GENITO-URINARY:  BR&EEERL
O Pain in Urination NESE]

O Urgency to Urinate PR

[ Decrease in Flow NES%

O Frequent Urination JRAE

O Unable to Hold Urine  /NEERZE

O Impotency (G
O Blood in Urine PRI
O Kidney Stones BaE

O Sores on Genitals AT ERK
O Other Genital/Urinary System Problem:
FCAIPR AT 250

Do you wake up to urinate?
OYes ONo How often?
e EAERZZ/ME?

OofF O&f% X0

Any particular color to your urine:

IINMER RARBA

PREGNANCY & GYNECOLOGY #FER}

O Pregnancy (E&

Period between Menses

H&HEE _ H

Duration of Menses  H&H®

First Date of Last Menses _|-%¢ 5 4% H

0 Painful Periods DAY

O Vaginal Discharge 2 EHRHY)

O Changes in Body/Psyche Prior to
Menstruation (PMS) s

O Clots ks

O Vaginal Sores [E3=p ¢
O Irregular Periods LEEAAR AR AN
O Last Pap Test

ERFEERRE
O Breast Lumps . EHEEE

MUSCULOSKELETAL: HlLABRAE

O Neck Pain SHIEY
O Upper Back Pain R
O Low Back Pain HER
O Shoulder Pain I=EE]
0O Arm/Elbow Pain g
O Hand/Wrist Pain FIH T
O Hip Pain B
O Knee Pain e
O Foot/Ankle Pain AR
O Muscle Pain LAY

HLAEES]

0 Muscle Weakness

NEUROPSYCHOLOGICAL : $#4%,(, 3

O Seizures SR

O Areas of Numbness A AL
O Concussion fS$=%
O Bad Temper ik Nag
O Dizziness Hz

O Lack of Coordination &= 1778

O Depression THEE(E%

O Easily Susceptible to Stress
o215

O Loss of Balance IS f8r
O Poor Memory SRET
O Anxiety e JE

O Other Neurological Problems
L e R

Have you ever been treated for emotional
problems? O Yes O No

HE 2 GG
OfF Of
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