Health History Form
Name: 










 Date: 




Date of Birth: 




    Age: 


     
Sex:  M  /  F
Address: 




 City: 



 Province: 
 Postal Code: 

               

Telephone: Home: 



Work: 




/Cell: 




E-mail Address: 



 










Emergency Contact Name: 




Relationship: 



  Ph: 


Have you ever tried acupuncture or traditional Chinese medicine? If so, what for and how was your experience? 


















Are you currently under the care of specialists or health care providers?  Yes / No

List your main health concerns in order of priority:
	Health Concern
	Details of Concern (when did it begin, what is it associated with, what makes it better or worse)

	
	

	
	

	
	


Please reflect on your overall sense of well-being, taking into account your physical, mental, emotional, social and spiritual states. Mark an X on the line to reflect you current sense of overall well-being.

‹……….......................................................................................................................................................................›

           Very Poor







       
                
Excellent

Please indicate any areas of discomfort, pain or tension on the following diagram:





             Front                            Back
[image: image1.png]A4








                  Right           Left              Left         Right
List any accidents, injuries, hospitalizations or surgeries (including type and year of occurrence): 




















Please list any medications or supplements you are taking (including vitamin and mineral supplements, antacids, aspirin, herbs, oral contraceptives, antibiotics, laxatives, etc.):

	Medication/Supplement
	Since
	Reason For Taking
	Side Effects

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Family History: Please list any significant health conditions of close relatives (parents, siblings, grandparents)

	Relation
	Age of Onset
	Condition 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please circle the level of stress you are currently experiencing:
	Minimal
	Average
	Considerable
	High


Please circle the main stressor(s) in your life:

Financial
   Job-related
      Interpersonal
     Significant Other
     Health                      Family
           Spiritual               Unfulfilled Expectations
  

     Other: 








How would you describe your ability to cope with stress? 









Rate your energy level out of 10 (10=highest / 1=lowest): 






What time of day is your energy: Highest: 



 Lowest: 




Do you get regular physical activity? If so, what do you do to and how often? 






















Check the box if you consume any of the following on a regular basis:
	□  tobacco
	□  alcohol
	□  recreational drugs


Please complete a diet recall for the past 24 hours:

Breakfast: 















Lunch: 















Dinner: 















Snacks: 















Beverages: 















Please check the box if you experience or have experienced any of the following conditions: 

	□  Hepatitis
	□  Cancer
	□  Asthma
	□  Addiction

	□  Allergies
	□  Diabetes
	□  Liver Disease
	□  HIV / AIDS

	□  Arthritis
	□  Lung Disease
	□  Fibromyalgia
	□  Heart Disease

	□  Seizures
	□  Stroke
	□  Multiple Sclerosis
	□ High Blood Pressure

	□  Pneumonia
	□  Kidney Disease
	□  Bronchitis
	□  Osteoporosis

	□  Prostatitis
	□  IBS/Crones/Colitis
	□  Gallbladder Disease
	□  Skin Disease

	□  Thyroid Disease
	□  Stomach Ulcers
	□  Mental Illness
	□  Other 


Please check the box if you experience any of the following:

	□  pain/weakness of lower back
	□  muscle pain or tension
	□ insomnia
	□  abdominal pain
	□ shortness of breath

	□  pain/weakness of knees
	□  tremors or convulsions
	□  heart palpitations
	□  bloating
	□ difficulty breathing

	□  frequent urination
	□  muscle cramps
	□  dream disturbed sleep
	□  abdominal distention
	□ cough

	□  incontinence
	□  stiffness or rigidity
	□  anxiety
	□  gastrointestinal colic or gas
	□  pain with breathing 

	□  night sweats
	□  numb sensation
	□  restless sleep
	□  diarrhea
	□  spontaneous sweating

	□  hot flashes
	□  tingling sensation
	□  lack of joy
	□  constipation
	□  frequent cold or flu

	□  low libido
	□  ringing in ears
	□  panic attacks
	□  foul smelling stools
	□  skin problems  

	□  impotence
	□  headache
	
	□  excessive appetite
	□  grief

	□ infertility
	□  dry, red or watery eyes
	
	□  poor appetite
	

	□  edema
	□ floaters
	
	□  joint pain or swelling
	

	□  deafness
	□  vision changes
	
	□  vomiting or nausea
	

	□  painful or burning urination
	□  dizziness
	
	□  acid reflux
	

	□  excessive fear
	□  irregular or painful menstrual periods
	
	□  fatigue
	

	
	□  depression
	
	□  weakness of    muscles
	

	
	□  irritability
	
	□  memory loss
	

	
	□  PMS
	
	□  over thinking
	

	
	□  excessive anger
	
	□  excessive worry
	

	
	□  mood swings
	
	
	


What do you enjoy most about life? 


























What do you do to support your well-being? 


























Do you have a support system of people you are close to? 









Do you participate in any spiritual or religious belief system? 









What is your main goal of treatment? 


























Fee Policy

Fees for treatment are to be established between client and practitioner prior to the first session. All fee payments must be made at the time service is provided. Appointments which are cancelled, without reasonable cause, less than 24 hours prior to appointment time are subject to a cancellation fee equal to the cost of treatment.
Confidentiality Policy

The information shared during a treatment session is confidential and will not be discussed with or released to another party. The exceptions to this policy are as follows: there is suspected child abuse or neglect or there is intention to harm oneself or others. 

Consent to Treatment

Acupuncture, Traditional Chinese Medicine and Western Herbal Medicine are healing systems which include many therapeutic modalities. These medical systems facilitate the body’s innate healing capability and require client participation for the healing process to be successful.  

I 





 understand that the course of treatment, as well as any possible risks and side effects, will be explained to me. I assume these risks along with those which may be associated with recommendations I decide to follow. I understand that there will be no “diagnosis” made, or “prescription” given, but, that herbal, nutritional and lifestyle recommendations may be made. I accept that these recommendations will be based on the information which I provide and the Practitioner will not be held liable. 

I accept the Fee Policy, Confidentiality Policy, and Consent to Treatment and confirm that the above information is true and complete. 

Client Signature: 









Date: 





