Michele Halfhill, L.Ac., 4500 9th Ave NE Suite 300, Seattle, Washington 98105, 206-963-8978

_______________________________________________________________________________________________________________________________________

Health History Questionnaire


Traditional Chinese Medicine (TCM) subscribes to the notion that everything is interconnected.  Thus, although you may be coming in for a specific medical condition, a complete health history is needed to help determine the cause of the condition and to right imbalances in the body that may be resulting in your symptoms.  Please complete this form carefully.  If you have any questions, please ask.  Thank you.
Date: _____/_____/_____

	Name:


	Insurance Company & Policy #:


	Mailing Address:

	City:
	State:
	Zip Code:


	Home Phone:

(       )
	Work Phone:

(       )
	Cell Phone:

(       )
	E-mail Address:
	Best Times to Reach:


	Sex:

Male     Female
	Age:
	Date of Birth:
	City/State of Birth:
	Height:
	Weight:


	Occupation:

	Family Physician:
	May I Contact Your Physician?    YES      NO
	Physician Phone Number:   

(       )


	Emergency Contact Name:

	Emergency Contact Phone:

(       )
	Have You Ever Been Treated by Acupuncture or Oriental Medicine?    YES     NO
	If Yes, Have You Ever Had Any Unpleasant/Uncomfortable Experiences With It?     YES     NO


What is/are the main problem(s) you would like help with? __________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

How long ago did this problem begin?  Do you know or suspect what might have caused the problem?  Be specific. __________________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

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

_____________________________________________________________________________

_____________________________________________________________________________

Please note the severity of your problem right now.

No Problem        Slight Problem        Moderate Problem        Significant Problem        Worst Imaginable

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

No Problem        Slight Problem        Moderate Problem        Significant Problem        Worst Imaginable

Have you been given a diagnosis for this problem?  If so, what? ______________________________________

_____________________________________________________________________________

_____________________________________________________________________________
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Personal and Immediate Family (i.e. parents, siblings, children) Disease History.  Include date:

	Disease
	Self (date)
	Family (date)
	Disease
	Self (date)
	Family (date)

	Diabetes
	
	
	Hepatitis
	
	

	Cancer
	
	
	Venereal Disease
	
	

	High Blood Pressure
	
	
	Rheumatic Fever
	
	

	Heart Disease
	
	
	Thyroid Disease
	
	

	Stroke
	
	
	Asthma
	
	

	Seizures
	
	
	Allergies
	
	

	Other (specify)
	
	
	Other (specify)
	
	


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

_____________________________________________________________________________

_____________________________________________________________________________

Occupational Stress (chemical, physical, psychological): ____________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Do you have a regular exercise program? ________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Please Describe Your Average Daily Diet

Morning __________________________________________________________________________________

Morning Snacks ____________________________________________________________________________

Afternoon _________________________________________________________________________________

Afternoon Snacks ___________________________________________________________________________

Evening __________________________________________________________________________________

Evening Snacks ____________________________________________________________________________

Have you ever been on a restricted diet? _________________________________________________________

How much coffee, tea, or cola do you drink per week? _____________________________________________

How much alcohol do you drink per week? ______________________________________________________

How many packs of cigarettes do you smoke per day? ______________________________________________

Please describe any use of recreational drugs. _____________________________________________________
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Please write ‘C’ for current symptoms and ‘P’ for any symptoms you have had in the past three months:

	General

__ Chills

__ Fevers

__ Hot Flashes

__ Sweat Easily

__ Night Sweats

__ Bleed or Bruise Easily

__ Peculiar Tastes/Smells

__ Strong Thirst (Cold/Hot)

__ Thirst, No Desire to Drink  

__ Fatigue

__ Sudden Energy Drop

     Time of day? _____________

__ Edema  Where? __________
__ Poor Sleeping

__ Tremors

__ Poor Balance

Musculoskeletal

__ Neck Pain

__ Shoulder Pain

__ Back Pain

__ Elbow Pain

__ Hand/Wrist Pain

__ Hip Pain

__ Knee Pain

__ Foot/Ankle Pain

__ Muscle Pain  Where?
     ________________________

__ Muscle Weakness     

    Where? ___________________

Gastrointestinal

__ Cravings  For what?
     ______________________

__ Change in Appetite

__ Poor Appetite

__ Weight Gain

__ Weight Loss

__ Bad Breath

__ Nausea

__ Vomiting

__ Heartburn

__ Belching

__ Indigestion

__ Diarrhea

__ Constipation

__ Chronic Laxative Use

__ Blood in Stools

__ Black Stools

__ Abdominal Pain/Cramps
	__ Gas

__ Rectal Pain

__ Hemorrhoids

__ Other Stomach or 

     Intestinal Problems

     ______________________

Genito-Urinary

__ Pain on Urination

__ Urgency to Urinate

__ Frequent Urination

__ Blood in Urine

__ Decrease in Flow

__ Unable to Hold Urine

__ Dribbling

__ Kidney Stones

__ Impotency

__ Change in Sexual Drive

__ Sores on Genitals

__ Do you wake up to 

     urinate?    YES   NO
     How often? ____________

__ Urine color?__________
__ Other Genital/Urinary

     System Problems?

     ______________________

Respiratory

__ Cough

__ Asthma/Wheezing

__ Pain with a Deep Breath

__ Difficulty in Breathing

     When Lying Down

__ Phlegm Production

     Color? ________________

__ Coughing Blood

__ Pneumonia

__ Bronchitis

__ Other Lung Problem

     ______________________

Skin and Hair

__ Rashes

__ Itching

__ Change in Hair or Skin

__ Ulcerations

__ Eczema

__ Psoriasis

__ Oozing or Skin Lesion

__ Hives

__ Pimples

__ Recent Moles
	__ Loss of Hair

__ Dandruff

__ Other Hair or Skin

     Problems ____________

Cardiovascular

__ High Blood Pressure

__ Low Blood Pressure

__ Chest Discomfort/Pain

__ Heart Palpitations

__ Cold Hands or Feet

__ Swelling of Hands/Arms

__ Swelling of Feet/Legs

__ Blood Clots

__ Fainting

__ Difficulty in Breathing

__ Other Heart/Vessel

     Problems ____________

Head, Eyes, Ears, Nose,

Throat
__ Dizziness

__ Migraines

__ Headaches
     Where? ________________

__ Facial Pain

__ Glasses

__ Poor Vision

__ Night Blindness

__ Blurry Vision

__ Color Blindness

__ Blind Field

__ Spots in Front of Eyes

__ Eye Pain

__ Eye Strain

__ Cataracts

__ Eye Dryness

__ Excessive Tearing

__ Discharge from Eyes

__ Nosebleeds

__ Sinus Congestion

__ Nasal Discharge

__ Grinding Teeth

__ Teeth Problems

__ Jaw Clicks

__ Concussions

__ Recurrent Sore Throats

__ Hoarseness

__ Sores on Lips or Tongue

__ Other Head or Neck

     Problems ____________
	Pregnancy & Gynecology
__ # of Pregnancies ______

__ # Births _____________

__ # Premature Births ____

__ # Miscarriages ________

__ # Abortions __________

__ Age at First Menses ____

__ Days between Menses __

__ Duration of Menses

     (days) _______________

__ 1st day of last Menses __

__ Heavy Periods

__ Light Periods

__ Painful Periods

__ Irregular Periods

__ Changes in Body/Psyche

     Prior to Menstruation

__ Clots

__ Menopause   

     Age___Year_______
__ Vaginal Discharge

__ Post-coital Bleedings

__ Vaginal Sores

__ Date of Last Pap ______

__ Breast Lumps

__ Nipple Discharge

__ Do you practice Birth

     Control?    YES   NO
     Type and for how long?

     ______________________

Neuropsychological

__ Seizures

__ Areas of Numbness

__ Weakness

__ Sleep Disorder

__ Concussion

__ Bad Temper

__ Loss of Control/Violence

     Potential

__ Vertigo

__ Lack of Concentration

__ Depression

__ Susceptible to Stress

__ Loss of Balance

__ Poor Memory

__ Anxiety

__ Substance Abuse

__ Seeing Therapist
    


Indicate areas of pain and tension:  P=Pain, X=Tension 
Note the quality of the pain next to the area. 
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