Client Health History

The following information will be used by Jim Gordon, Lic.Ac, MAc as part of your confidential record.  No information contained herein will be released to third parties without your expressed consent.  All staff persons associated with Intown Acupuncture Center, Inc. have a client confidentiality agreement on file.  Please let us know if you have any concerns about the privacy of your records.

Name_______________________
Name you prefer to be called__________________

Occupation______________________________________________________________

Relationship status______________  Do you have children? ______________________

Primary Physician______________________________
Phone__________________

Date of last physical exam________________________

Other healthcare providers you use on a regular basis and reason:

_____________________________________________
Phone___________________

_____________________________________________
Phone___________________

_____________________________________________
Phone___________________

Please describe how you would like acupuncture to help you:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any particular questions or concerns you have regarding acupuncture treatment ________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Please check the box if YOU have been diagnosed with the following.  Please circle the box if a blood relative has been diagnosed with them.

· Alcoholism/Drug Addictions


· Asthma/Lung Disease

· Bleeding Disorders

· Cancer

· Diabetes

· Epilepsy/Seizures

· Heart Disease

· High Blood Pressure

· Hepatitis/Liver Disease

· Kidney Disease

· Mental Illness

· Stroke

· Thyroid Disease

· Other______________

Please list any hospitalizations/surgeries and approximate date: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe any major illnesses, accidents or physical/emotional traumas? _________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any medications you are currently taking:______________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list all over-the counter drugs, vitamins, herbs or supplements you are currently taking:__________________________________________________________________ ________________________________________________________________________________________________________________________________________________

Please list any allergies you have- medications, foods or environmental ______________

________________________________________________________________________________________________________________________________________________

Please describe your usual physical activity/exercise:_____________________________

________________________________________________________________________________________________________________________________________________

Please give an example of your meals on a typical day:

Breakfast:




Dinner:

Lunch:





Snacks:

How many servings per day do you have of the following:

Coffee_________ Caffeinated Tea ________Soft Drinks (diet/regular?) ___________ Sweets ________  Fast/fried food_________ per day/per week (circle)

Cigarettes______  Other tobacco _____________________________

Beer/wine______  day/week        

 Liquor _____________day/week

Recreational drugs (please specify)  __________________________________day/week 

Do you have a spiritual practice or orientation?  If so, please describe briefly: 

________________________________________________________________________ ________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Please check any statements that are generally true for you:

· I feel well rested when I awaken.

· I often feel irritable or angry.

· Little things often annoy me.
· It’s difficult to make decisions.
· I enjoy myself.

· I feel lonely. 

· I have good relationships.

· I feel well supported by others.

· I feel like I have enough. 

· It’s hard to concentrate.                                
· I worry a lot.
· I have experienced significant loss.

· I have a satisfying spiritual life.

· I feel respected.





· I frequently feel fearful or cautious.
· I have scary dreams or thoughts.

· I relax easily.

· I have panic attacks.

· I feel depressed often.



· I cry frequently.

· I feel anxious a lot.


· I have a good balance between 

      work, family, leisure and personal        time.                                    
· I’m having trouble at work or with my family/partner.


· I have sought counseling or psychiatric help.

Please check any of the following symptoms/statements you have experienced in the past year.  Please circle any you are currently experiencing, or would particularly like to discuss.

General

· Fatigue

· Fevers

· Night sweats

· Changes in mood

Musculoskeletal

· Neck pain

· Jaw pain (TMJ)

· Arm/shoulder/wrist pain

· Back pain

· Hip pain

· Leg/ankle/foot pain

· Joint stiffness

· Joint swelling

· Muscle spasm/stiffness

· Tendon/ligament problems

Skin

· Dry skin

· Acne/pimples

· Eczema

· Rashes/hives

· Itching

· Easy bruising

· New or changing moles

Head/Eyes/Ears/Nose/Throat

· Dizzy spells/fainting/vertigo

· Seizures/convulsions

· Shaking/trembling

· Frequent headaches

· Severe headaches

· Difficulty with vision

· Red/itchy eyes

· Dry eyes

· Floaters

· Difficulty hearing

· Ringing in ears

· Nosebleeds

· Sinus infections

· Nasal congestion/runny nose

· Mouth/lip sores

· Bad taste in mouth

· Difficulty with teeth

· Sore throat

· Hoarseness

· Allergies

· Frequent colds

· Swollen glands

Cardiovascular

· Irregular heartbeat/palpitations

· Heart murmur

· Chest pain or tightness

· Pressure in chest

· High blood pressure

· Low blood pressure

· Varicose veins

· Swelling of feet/ankles

· Numbness

· Cold hands/feet

Respiratory

· Shortness of breath

· Wheezing 

· Dry cough

· Wet cough with phlegm

· Coughing of blood

· Asthma

Gastro-Intestinal

· Difficult swallowing

· Nausea

· Vomiting

· Belching/gas

· Indigestion

· Bloating after eating

· Ulcers

· Abdominal pain

· Constipation

· Diarrhea

· Black or bloody stool

· Hemorrhoids

· Heartburn/acid regurgitation

· Change in appetite

· Gained/lost 10 pounds or more in last 6 months

· Anorexia/bulimia

Genito-Urinary

· Urinate more than 5x per day

· Urinate more than 2x at night

· Pain or burning with urination

· Leaking of urine/incontinence

· Blood in urine

· Bladder/Kidney infection

· Frequent urinary tract infections

· Sexually active

· Use contraception 

· Sexually transmitted diseases

· Sexual difficulties

· Satisfied with sex life

For Women:

____ Age at first menstrual period

____Date of last menstrual period

__________________Date and result of last pap smear

· Menstruating

· Irregular menstrual cycle

· Cramping with menstruation

· Heavy bleeding 

· Bleeding between menstruation

· Clots 

· Vaginal discharge

· Frequent yeast infections

· Breast lumps

· Discharge from nipples

· Soreness or bloating

· Mood changes related to menstruation

· Endometriosis

· Ovarian cysts

· Infertility

· Uterine prolapse

· Vaginal dryness

· Hot flashes

____Number of pregnancies

____Number of living children

For men:

· Discharge from penis

· Lumps or swelling on testicles

· Prostate trouble

· Infertility

· Erectile dysfunction

____ Number of living children

Thank you for taking the time to complete this history form – it will enable me to better help you meet your health and wellness goals. 

