Community Acupuncture Ukiah 

Health Questionnaire

	Patient Information
	Contact Information

	Date______________________________________________

Name_____________________________________________
Address___________________________________________
City State Zip______________________________________
Age _________Birth date_____________________________
Occupation_________________________________________
Healthcare providers_________________________________
	Telephone Number_______________________________________
Email__________________________________________________

Another person we may contact if needed:

Name/ Relationship:______________________________________
Home/ cell phone_________________________________________________
Have you had Acupuncture before?                Yes    No

Known sensitivity to needles?                          Yes   No

How did you hear about us? _______________________________
Do you wish to receive our E-newsletter?        Yes   No


	Main Complaints

1._______________________________________________

When did it start?______________________

What makes it better?  Heat   Cold   Activity   Rest

Other: ___________________________________________

          Intensity scale: 1-----------------I-------------------10

2._______________________________________________

When did it start?______________________

What makes it better?  Heat   Cold   Activity   Rest

Other: ___________________________________________

          Intensity scale: 1-----------------I-------------------10

3._______________________________________________

When did it start? ______________________

What makes it better?  Heat   Cold   Activity  Rest

Other: ___________________________________________
         Intensity scale: 1-----------------I-------------------10

Pain and Neurological Issues

Pain/ Intensity- scale:

 LOW__________________I__________________HIGH
( Pain   ( Numbness   (  Weakness  ( Neuropathy   
( Cramps   ( Spasms   ( Tremors  ( Paralysis
[image: image1.jpg]Please indicate with an (X), if any, the areas in which you are feeling discomfort:

-




	Health History

                                            You    Year   Family        Type

Cancer                          (   ______  (    ​​​​​_________​​​​​​​​_​​​​​​​​​​​​​_____

Diabetes                       (   ______  (    _______________

Hepatitis B/C                (   ______  (    _______________

High Blood Pressure    (   ______  (    _______________

Heart Disease              (   ______  (    _______________

Stroke                          (   ______  (    _______________

Seizures                       (   ______  (    _______________

Asthma                         (   ______  (    _______________

Autoimmune Disease   (   ______  (    _______________

Liver Disease               (   ______  (    _______________

Kidney Disease            (   ______  (    _______________

HIV/AIDS                      (   ______  (    _______________

         Herpes                          (   ______  (    _​​_____________

         Allergies                        (  ______   (    _______________

Thyroid Disease           (   ______  (    _______________

Arthritis                         (   ______  (    _______________

Anemia                         (   ______  (    _______________

Dizzy/vertigo                 (   ______  (    _______________

Bleeding disorder          (   ______  (    _______________

Addiction                       (   ______  (    _______________

Medications/ Supplements
______________________________________________________________________________________________________________________________________________________
Injuries, Accidents, Surgeries, Current Medical treatments (e.g. Chemotherapy). Implants (e.g. pacemaker)

_______________________________________________________
_______________________________________________________
_______________________________________________________
Habits / Toxins
Do you smoke?   ( Yes  ( No   
Do you use any recreational drugs? ( Yes  ( No   Which?_______________________________________

How regularly do you drink alcohol ?___________ x week

How regularly do you drink sodas?​​​​​​​​​​​​​ ​​​​​​​​​​____________ x week

How often do you drink coffee/ stimulants _______ x week

Are you on a special diet? Avoid certain foods? Which?________________________________________________
How often do you exercise? _____________ x/ week

Type of exercise :________________________________________


	Temperature

(How warm or cold do you subjectively feel? Relative to others do you wear more or less layers?) 

Cold ____________________________I____________________________ Hot

( Cold hands and feet        ( Thirsty for cold/ hot drinks    (  Night sweats             (  Hot hands, feet, chest

( Chills                                ( No desire to drink                ( Unusual sweats          ( Hot flashes

( Areas of numbness                                                         Where?___________    ( Hot in afternoon

( Cold “in the bones”                                                         When? am/pm_____      ( Hot at night


	                           Moisture (Overall body moisture)
Dry____________________________I_____________________________Oily
( Dry skin                     ( Dry brittle nails           ( Dry throat                        ( Edema                ( oily skin
( Dry hair                     ( Dry mouth/ lips           ( Dry nose/nosebleeds      ( Swelling              ( Pimples
( Dry eyes                    ( Dandruff                     (  Weight Loss                 (  Weight Gain      ( slow healing wounds
( Skin disease/ rash:______ ____________________ Topical medicine used:______________________________

	Digestion
   Diarrhea__________________________I_________________________Constipation
( Bowel-Movement how often? ______x every _______day(s)               Do your Bowels keep shape? ( Yes  ( No
( Alternating Diarrhea and Constipation     ( Gas & Bloating        ( Hemorrhoids              ( Dry stools

( Indigestion                                                ( Belching                  ( Heartburn                  ( Difficult to pass

( Poor appetite                                            ( Nausea/ Vomiting   ( Excessive hunger      ( Fool smelling stools


	Energy

High ______________I_______________ Low

( Sudden energy drop at _____am/ pm

( Energy drop after eating                     ( Fatigue  
( need Sugar of Caffeine to keep going 

	Sleep
How many hours per night? ________
( Difficulty falling asleep   ( Difficulty sleeping through

(Waking up at specific time ___​​​​​_____am/pm

( Restless sleep                ( Disturbing dreams

( Not rested upon waking  ( Frequent urination at night

	Cardio vascular

(  Bruise easily 

( Shortness of breath                          ( Heart palpitations

( Irregular heartbeat                            ( Poor circulation
( High / Low Blood pressure               ( Varicose veins
	Respiratory Tract
( Asthma / wheezing           ( Difficulty breathing
 

( Frequent colds                  ( Persistent cough

(Hay Fever (which Allergen?) ________________

( Phlegm     Which color? ___________________
 

	Emotions
Stress-Level:  Low ___________I____________ High

( Depression                  ( Anxiety, Nervousness
 

( Fear/ panic-attacks      ( Overthinking/ Worry

( Anger, Irritability           ( Mood swings                           
( Overwhelmed by life    ( Sadness/Grief
Do you feel safe in your relationship/ at home/ at work?      (  Yes    ( No                                                  
	Head    Eyes   Ears   Nose   Throat
( Headaches/Migraines ___________x Week/Month

( Hard to concentrate/brain fog        ( poor memory

(Dizziness/ Lightheaded                   ( Vertigo
( Blurry vision / floaters       ( Failing vision   ( Eye pain

( Itchy eyes   

( Loss of hearing  ( Ear-ache /infection (Ringing in the ears (Sinus problems   (Sore/ scratchy  throat    ( Hoarseness

( Tooth ache         ( Inflamed gums             ( mouth sores


	Urinary Tract

( Blood / pus in urine       ( Frequent urination 

( Painful urination              ( Inability to control urine

( Kidney infection / stones 

	Men

( Prostate enlargement  
( Change in sexual drive: ( (
( Erectile dysfunction           ( Premature Ejaculation


	Women

( Bleeding every​​​​​​​​ _____days    ( Bleeding _____days  
Color of Blood:  ( dark red, ( brownish ( bright red  ( pale red              Menopause
( Irregular menstruation                                                                           ( Menopausal symptom________________    
( Heavy Bleeding    ( Light Bleeding                                                       ( Post-menopause since ​​​​​​​_______________
( Menstrual pain Low------------I----------- Severe            Fertility
( Bleeding between periods
              ( Birth control  ( on  (off   Since______       

( Clots in menstrual blood                                         ( Trying to get pregnant. Since______
( Change in sexual drive (    (                                  ( Previous Pregnancies ____x     ( Previous Miscarriages ___x
( Vaginal discharge                                                   ( Receiving IVF or other Hormone Therapy
( Nipple discharge / changes in breast tissue
      ( Feeling cold



