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Medical History Questionnaire

Please fill out this form and bring it with you on your first appointment. Please complete all parts of the questionnaire.

This is an outline for recording your medical history. This information as well as the results of 
any physical examination, conversation, special procedure and laboratory test is confidential. 

Reports will be furnished only with your request and permission.
Contact Information

Name ___________________________________________________________________________________________

               Last




                               First




Middle

Address __________________________________________________________________________________________










City/ST


Zip

Gender:  ____Male       ____Female


           Soc. Security No. _______________________________

Phone Numbers ____________________________________________________________________________________


     Home 






Cell

Email _________________________________________________
Preferred Contact:    ____Email       ____Phone

Emergency Contact: ______________________________________
Relationship: ____________________________

Current Physician __________________________________________________________________________________

                                       
Name


                         


Phone Number

Who may we thank for referring you? ___________________________________________________________________

Insurance Information


Primary Insurance:  
______________________________________________________________________________

                                       
Insured’s Name


                         Date of Birth (DD/MM/YY)

Employer

     

______________________________________________________________________________


                                       
Insurance Co.


                         ID #



Group #


Secondary Insurance: 
______________________________________________________________________________

                                       
Insured’s Name


                         Date of Birth (DD/MM/YY)

Employer

     

______________________________________________________________________________


                                       
Insurance Co.


                         ID #



Group #

Do you have an active Worker’s Comp Claim? ____Yes       ____No

Do you have a pending auto or accident claim? ____Yes       ____No

Have you received acupuncture before? ____Yes       ____No

If yes: Where?____________
When?_______

What is your chief complaint today? ____________________________________________________________________

__________________________________________________________________________________________________

Please show on the chart below, mark any areas of pain, numbness or discomfort:
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Are you aware of any factors that have directly or indirectly contributed to these problems? If yes, please describe:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Health History

Do any close relatives (sibling, parent, grandparent) suffered from the following? 

Anemia
Diabetes
Heart Disease
Obesity
Arthritis
 Fibromyalgia
High Blood Pressure
Other Allergies
Asthma
 Gallbladder Disease Leukemia
Stomach Disease
Bleeding Tendency
Gout
Migraine

Rheumatic Fever
Cancer
Hay Fever
Nephritis
Tuberculosis


Your Injuries. Include broken bones, sports injuries, sprains, falls, etc.:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Your Operations. List dates if possible:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Your Hospitalizations. List dates if possible:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Your Occupational Hazards. Any exposure to toxic chemicals, dusts, paints, sprays, etc?:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

General Health

Current weight ________

Height ________



What is the most you’ve ever weighed? 
________

What is your average weight?  ________
Do you consider yourself to be a healthy person? ____Yes   ____ No 

Medicines and Vitamins

Do you take sleeping pills? If so, what? __________________________________________________________________

Do you take medication for anxiety or depression? If so, what? _______________________________________________

What vitamins do you take? ___________________________________________________________________________

__________________________________________________________________________________________________

Do you take herbs, either in tea, pill or liquid form? If so, what? ______________________________________________

__________________________________________________________________________________________________

Do you take any prescription or over-the-counter medications? If so, what? _____________________________________

__________________________________________________________________________________________________

Habits

How many cups of coffee do you drink daily? ________

How many cups of tea? ________

How many glasses of water? ________



Alcoholic drinks? ________

Do you exercise regularly? If so, what type? ______________________________________________________________

__________________________________________________________________________________________________

Do you like extra salt in your food? ____Yes   ____ No 



Do you like sour-tasting food? (i.e. grapefruit, vinegar) ____Yes   ____ No 

How many cigarettes/cigars do you smoke daily? ________

How many hours do you sleep, on average? ________

When did you last take 1+ week’s vacation? _________

What do you do with your spare time? __________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Allergies

Have you experienced allergies to any of the following? 

Animals
Drugs/Medicines
Fish/Shellfish
Mold
Asthma
Pollen


Dust
Hay Fever
Other Foods
Chemical Sensitivity
Eczema
Hives



Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Diseases

Have you experienced the following? Please list the age of onset next to the disease.

Acute Contagious Diseases



Other Diseases

_______ Chicken Pox 

_______ Cancer 


_______ Diptheria 

_______ Chronic Fatigue Syndrome 


_______ Encephalitis

_______ Diabetes 

_______ German Measles 

_______ Fibromyalgia



_______ Hepatitis 

_______ Gallbladder Disease 
_______ HIV/AIDS

_______ Heart Disease

_______ Influenza 

_______ High Blood Pressure
_______ Malaria 

_______ Kidney Disease

_______ Measles 

_______ Low Blood Pressure

_______ Meningitis

_______ Liver Disease

_______ Mumps

_______ Lung Disease

_______ Polio

_______ Ulcers

_______ Rheumatic Fever

_______ Scarlet Fever

_______ Smallpox
_______ Tuberculosis

_______ Whooping Cough

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Skin, Hair and Nails

Have you experienced significant skin troubles such as severe itching, discoloration, boils, acne or athlete’s foot? 

If so, please describe:________________________________________________________________________________

__________________________________________________________________________________________________

Is your skin: ____ oily
___ dry

___ normal

Is your hair: ____ oily
___ dry

___ normal

Do you perspire excessively? ____Yes   ____ No 
Do you use hair dyes, sprays or rinses? ____Yes   ____ No


 Is your skin sensitive to sunlight? ____Yes   ____ No 
Do you have trouble with your hair falling out? ____Yes   ____ No


Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Head

Have you experienced any of the following?

Frequent headaches 


Migraines 


Dizziness/Lightheadedness

Nausea or vomiting associated with your headaches
Headaches that come at a specific time of day or month


Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Ears

Have you experienced any of the following?

Loss of hearing

Ringing in the ears

“Buzzing” in your ears? 

Vertigo

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Eyes

Have you experienced any of the following?

Difficulty reading
Pain in your eyes
Glaucoma
Cataracts

Double vision
Macular degeneration
Eye disease


Date of last eye exam: _________________________

If you wear glasses, is it for ____ Reading _____ Distance

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Nose

Have you experienced any of the following?

Nasal allergies

Frequent colds 

Frequent nosebleeds

Difficulty smelling

Discharge that drips down the back of your throat? 

If so, please describe:________________________________________________________________________________

__________________________________________________________________________________________________

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Throat

Have you experienced any of the following?

Frequent sore throats

Chronic cough

Had your tonsils removed

Any additional information?:__________________________________________________________________________

__________________________________________________________________________________________________

Mouth

Have you experienced any of the following?

Frequent canker sores
Difficulty chewing
Difficulty swallowing
TMJ 

Trouble with your teeth
Trouble with your gums

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Taste

Which of the following do you crave?



Not at all 

Sometimes

Often

Spicy
1
2
3
4
5

Salty    
1
2
3
4
5             

Sour      
1
2
3
4
5            

Bitter  
1
2
3
4
5            


Sweet
1
2
3
4
5    


_______
1
2
3
4
5      

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Neck

Have you experienced any of the following?

Pain
Stiffness
Thyroid trouble

Do you take thyroid pills? ____Yes   ____ No 
Have you had injury to your neck? ____Yes   ____ No 

If so, please describe:________________________________________________________________________________

__________________________________________________________________________________________________

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Heart

Have you experienced any of the following?

Heart trouble
Ankle swelling 
Pressure sensation in the chest

The need to rest when climbing stairs

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________


Lungs

Have you experienced any of the following?

Pneumonia
Brochitis
Respiratory infections
Excessive phlegm
Frequent cough

Asthma
Chest pain
Wheezing

Do you smoke? ____Yes   ____ No  
If yes, how many packs/day? _____

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Gastrointestinal

Have you experienced the following?

Pain when swallowing
Heartburn
Sour stomach
Nausea/Vomiting
Abdominal pain

Constipation
Diarrhea
Stomach pain
Candida Albicans

What statements describe you accurately?:

Eat three meals a day
Take antacids
Have a good appetite
Snacks between meals


Drink ice cold liquids
Well-balanced diet



How often do you eat ice cream? ______ /wk.

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Liver, Gallbladder, Pancreas

Have you experienced the following?

Yellow jaundice
Cirrhosis
Hepatitis
Gallbladder disease
Trouble with your pancreas

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

Spleen and Blood

Have you experienced the following?

Anemia
Infectious Mononucleosis
An enlarged spleen
Enlargement of lymph nodes

Tendency to bleed
Tendency to bruise easily

Do you take aspirin or any other blood thinners? If so, please describe:_________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
Genito-Urinary

Have you experienced the following?
Bladder infection
Albumin (protein) in the urine
Kidney infection



Blood in the urine
Sugar in the urine

How many times do you have to get up to pass urine each night ___________ 


Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Male Patients

Have you experienced the following?
Prostate trouble
Enlargement of the testicles
Current difficulty with erection

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Female Patients

At what age did you begin menstruation ________
Length of periods  ________ days

Interval between periods  ________
Date of last period _______________


Have you experienced the following?
Pain with period 
Endometriosis
Bleeding between periods
Hot flashes

Caesarean section
Birth control pills
Miscarriage

If you have been pregnant:

How many children have you had? ________
How many times were you pregnant? ________


Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Bones, Joints, Extremities

Have you experienced the following?

Bursitis
Arthritis
Rheumatism
Backache

Foot pain
Joint pain
Joint swelling
Pain that runs down the leg

Numbness in arms/hands
Numbness of legs/feet
Chiropractic treatment
Osteopathic treatment

Have you had surgery on your neck or back? If so, describe: _________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Neuromuscular

Have you experienced the following?

Leg cramps at night
Tremor/shakiness in hands/feet
Stroke
Periods of losing consciousness

Herniated disc
Shooting pains in arms/legs
Meningitis
Sciatica

Polio
Neuralgia/Neuritis
Difficulty thinking
Good memory of past events

Muscle weakness
Difficulty climbing stairs
Depression
Fear of strange people/places

Anxiety
Memory loss
Frequent crying
Become fearful easily

Get angry often
Feel joyous and happy
Worry/think a lot
Feel life is hopeless

Constant fatigue
Low on energy
Shy/sensitive
Nervous/jittery

Any additional information?: __________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Thank you!
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