UNIVERSAL ACCESS TO ACUPUNCTURE & ORIENTAL MEDICINE

B KANG WEN COMMUNITY CLINIC
A

HEALTH HISTORY QUESTIONNAIRE

Please help us provide you with a complete evaluation by taking the time to complete this questionnaire
completely. All of your information on this form will be kept confidential unless you sign a release for your
medical records to be released. If you have any questions, please contact our front office staff or your provider.

What s/are the main problem{s) you would Fe us to help you with:

How long apgo did this problem begin (be specific)™:

Was there a known causelinstigating factor for your problem?

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

Hawe you been given a diagnosis for this problem? I so, what?:

What kinds of treatment hawve you tried™:

Past Madical History (plesse include datel: O Cancec ODigetes O Hepaiis
O Hgh BloodPressum Ol HearDOsease_ O Rheumaic Fever
Ol Thyroid Disesss Ol Seizumes O Verereal Diseasa
0 Qe

Surgenes (type of and date):

Significant Trauma {avio accidenis, f&als eic.);

Significant Demal Work {type and dats):

Birth History | prodong ed | abor, forceps delvery, ic.);

Allengies {drugs, chemicals, foodsresult);

Famify Medical History {check); O Diakefes O Carncar O High Blood Pressure O Heart Disaass
O Sarowe O Seizums 0 Aghma O Allemies
O e

Medicines taken within the last two months (vilamins, drugs, herbs, etc.):

Occupational Stress (chamical, physical, psychological, etc.):
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Do youhave & reguiar exercise program? O Yes O Mo

Fleass desonbs;

Have you ever been on & restmcted diet?

OYes Oho What kind?:

Please Describe Your Average Daily Diet

Moming

Aftemoon

Evening

Hiow many pades of clgamties do you smoke por dary'?

Hioaw riuch abcoiol do you diink por ok

How rriuch co e, ioa or cola do you dink por wook

Ploara describe ary use of drugs fornondmedcal puorposes

Please Check Any Symptoms That have Been Persistent in the Last Three Months

Q Chills

0 Fevers

O Sweateasily

O Night sweats

0 Localized weakness

O Beead or brussa easily

0 Peculiar tastes or smels

QO Stmong hisst (cold or hot)

0 Thirst, no desire %o drink

QO Fatigue

QO Sudden energy drop
Time of day?

0 Poor sleeping

0 Edema
Whers

Q0 Tremors

0 Poor baanca

O Cravimgs

0 Change in appeaite
0 Poor appeite

0 Weightgain

0 Weightloss

Skin and Hair

0O Rashes
Q iching
O Change in hair or skin

Q Ulczratons
0 Eczema
0 Oozing on skin lesion
0 Hives
0 Pimplas
0 Recent maes
QO Loss of har
0O Dandruff
Other har or skin problems:

Head, Eyes, Ears, Nose
And Throat

8 NZZness
igraines
0 Headaches

When:

Where:

QO Facid pain

0 Gassas

0 Poor vision

O Night bindness
0 Burry vision

0 Cdor bindness
0 Bind fed

0 Spotsin fontof eyes
0 Eye pain

0 Eyestan

0 Cataracts

0 Eye dryness

0 Excessive tear

0 Dischargs from eyes
Q Poor hearing

0 Rngng in sars

0 Earaches

0 Drscharge from ear
0 Nose bleads

0 Sinus congeston

O Nasal drainage

QO Grinding teeth

0 Teet problems

0 Jaw cdicks

0 Concussions

0 Recurrent sore fhroats
0 Hoarsensss

0 Sores on lps or tongue

Other head or neck problems:

CARDIOVASCULAR

O High blood pressure

Blood clots
Fainfing
Cufficu bty in breafing

Cther hiear or blood vessel poblems:

RESPIRATORY

Cough

Astimaiwheszing

Pain with & desp breaf
Cufficu bty im bresfhing when
hying down

Prrioiu ctioin of pid egm wihat
oobor;

Coughing blood
Preumonia
Bromchitis

Ortier bung problams:

o000 O oooo

GASTROINTESTIMAL

Bad breath
Wausea
Vomifing
He arfoum

Bisdching
Indigeston

oooooo



0 Diarhea
0 Constpaton
0O Chronic laxative use
0 Blood in siools
0 Black stools
0 Abdominal pain or cramps
Q0 Gas
0 Rectal pain
0 Hemorrhoids
Other stomadh or infesting problems

PREGNANCY AND GYNECOLOGY

GENITO-URINARY

0 Pan on unnaton
0 Urgency to unnate
0 Frequent unnation
0 Blood in urne
0 Decrease in flow
0 Unable © holdunns
QO Dnibbling
0 Kidney stones
0 Impotency
0 Change of sexual dnve
0 Sores on gentals
Other genitd orurnary system problems:

Do you waks up tounnate?
0O Yes 0 No
How often?

Aay parfcular color %o your uring?

Are you currently pregnant?

Are you currently in menopause? OYes

Have you ever been tested for:

OHIV  OHepatitis A

0O Numberofpregnancies
Q Numberofoiring

0 Changss in bodylfpsyche priorto
menstruaton
Q Clots

i
I

Q Nipple discharge
Do you practcs birth control?
0O Yes 0O No
What type and for how long?

ONo ON/A
ONo ON/A

O Hepatitis B

Are you currently in a drug or alcohol treatment program? OYes ONo

Have you ever been treated for emotional problems? OYes ONo

Have you ever considered or attempted suicide? OYes ONo

MUSCULOSHKELETAL

O Meck pain

O Shoulder pain

0 Bac pan

O Eloow pain

0 Handfwriat pains

O Hip pan

O Kmes pain

0 Footfankls paing

O Muscle paing

O Muscls weskness

HEUROPSY CHOLOGICAL

0 Sezures

O Arses of muombness

0 Weabkness

O Slesp diaonder

O Concussion

O Bad =mpsar

O Loss of controliwolanos poilsntal
O Verfigo

0 Las of coordinafion

O Depression

0 E=sily susceptinde 1o atressy
O Loss of balanos

O Poor memony

O Ancd sty

0 Substance sbuse

Oiher newroloagicel of e hoiogical prddems

OHepatitis C aTB



Please note the degree of severity of your problem now:

ho Probdem Worst Imagnabls

Please note the greatest degree of severity of your problem within
the last week:

ho Problam Worst Imaginablbs

Indicate painful or distressed areas:

Comments (pleasse tell us any ofher problems you would ke to discuss);




