Sangha Community Acupuncture LLC

Patient History Form

Thank you for choosing this office! In order to determine the best treatment plan, the following
information is needed. All information will be kept confidential. If you have any questions, please ask.

Personal Information (Please Print):

Name: Today’s Date:

Home Address: Email Address:

City: Can we contact you via your Email with promotions O Yes O No
State: Zip:

Home Phone: O Work Phone or Q Cell Phone:

If we need to reach you or leave a message which phone number is preferred  Q Home Q Work QO Cell

Emergency Contact Name: Relationship: Phone Number:

Current Physician: Phone Number:

Who should we thank for referring you to this office?

Birth Date: Age: Birth Location:

Sex: O Male QO Female Marital Status:  Q Single QO Married O Divorced QO Separated O Widowed
Have you received acupuncture before? 0 Yes 1 No When?

For what condition? With Whom?

Chief Complaint (Reason for visit today):

Present lllness:

Condition: Past Treatment:

What Other Medical treatment(s) or alternative therapies have you ftried for this condition?

Outcome of other treatments?

Location of complaint? (place an “X” where you experience pain, on diagram)

%
k What makes it feel better? Q Sitting Q Standing O Lying Down QO Activity
TR Qlce O Warmth Q Pressure O Other
N
L—'\h\_»' f '\_/ff - What makes it feel worse? Q Sitting O Standing O Lying Down QO Activity
J'i ‘I’j\L ) 'ﬁ & Qlce O Warmth QO Pressure O Other
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/ / ’/]r’ ( :\'.\rl What is the quality of the pain? 0 Achy QO Sharp Q Stabbing Q Dull
15 (+_ ] gy O Radiating (if so where) Q Other
O | | L Q Infensity (1 -mild / 10 -severe) 1 2 3 4 5 6 7 8 9 10

Is there a time of day that it gets worse?

\
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{ —. |,r ; What is the duration of the pain? QO Constant O Intermittent
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Present lliness (confinued):

If applicable, please list any foods, drugs, or medications you are hypersensitive or allergic to (please include reaction):

Please list any medications (prescribed and over-the-counter), vitamins, and supplements you are currently taking:

Do you have any reason to believe you may be pregnant? Q1 Yes QO No If yes, how far along are you?

Do you have any infectious diseases? = QYes QO No If yes, please identify:

Height: Weight/Current: Past Maximum Weight: When:

Hospitalization and Surgeries:

Reason: When:

Reason: When:

Reason: When:

Childhood lllnesses: Q Chicken Pox O Measles Q German Measles Q Diphtheria Q Scarlet Fever
O Rheumatic Fever O Other

Immunizations: Q Polio Q Tetanus Q Rubella/Mumps Q Pertussis Q Diphtheria

O Hepatitis B

Adult lllnesses Please indicate as follows:

Leave blank O = Never experience;

Q Allergies; what kind

Q Avrthritis
Q Asthma

A Cancer

Q Chronic Infections

Q Cold Hands and Feet
O Diabetes

U Eye Disease

O Fatigue

Q Food Cravings

O Gall Bladder Disease
Q Heart Disease

Q Heart Burn

O Headaches / Migraines
O Hemorrhoids
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Q Other

O High Blood Pressure
Q High Cholesterol
O Hives/Rashes

Check mark & = Sometimes;

O Kidney Disease

O Kidney (or Bladder) Stones
Q Liver Disease

Q Lung Disorder

Q Menopausal Symptoms
Q Mental lllness

O Numbness or Tingling
Q Obesity

Q PMS

Q Poor Circulation

Q Psoriasis, Eczema, Acne

O Recent Surgery

Cross mark X = Frequently

Q Recurrent Infections

Q Recurrent Sore Throats
O Sensitivities; to what
Q Sinus Congestion

Q Sprains or Bruising

Q Stomach Disorders

Q Substance Abuse

Q Tuberculosis Exposure
Q Tumor; location
Q Ulcers

Q Varicose Veins

O Wear Eyeglasses
Q Other:
Q Other:
Q Other:




Family History (Check those applicable):

Please list any blood relatives who have or have had any of the following conditions:

You Relative Relqtionship Approx. Date

Alcoholism
Allergies

Anemia

Arthritis

Asthma

Bleeding Tendency
Cancer

Colitis

Congenital Heart
Diabetes

Epilepsy

Goiter

Heart Disease/ Stroke
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You _Relative Re|ctionship Approx. Date

High Blood Pressure
Kidney Disease
Leukemia

Mental llness
Migraine/Headache
Nervous Breakdown
Obesity

Rheumatic Fever
Stomach Ulcers
Stroke

Suicide

Tuberculosis

Other
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Review of Systems:

Please check mark &' if you are experiencing now or use a cross mark (X1 if experienced in the past:

Emotional:

Energy and Immunity:

Head, Eye, Ear, Nose, and Throat:

O Eye Pain/Strain
Q Ear Ringing

Q Teeth Grinding

O Impaired Vision
O Impaired Hearing
O Nose Bleeds

Respiratory:
Q Persistent Cough
O Other Respiratory Problems:

Cardiovascular:
Q Stroke

Gastrointestinal:
Q Passing Gas
0 Hepatitis B or C

Genito-Urinary Tract:

O Heavy Flow O Kidney Stones
Musculoskeletal:

O Arm Pain O Leg Pain
Neurologic:

Q Vertigo/Dizziness Q Paralysis

Endocrine:
O Night Sweats
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O Anxiety

Q Fatigue

Q Pneumonia
Q Pleurisy

O Mental Tension

Q Chronic Infections

0 Glaucoma
Q Earaches
Q TMJ/Jaw Problems

0 Difficulty Breathing
Q Asthma

QA Heart Disease
A Heart Murmurs

Q Ulcers
Q Heartburn
Q Hemorrhoids

O Kidney Disease

0 Neck/Shoulder Pain

O Hypothyroid
O Feeling Hot or Cold

O High Blood Pressure
O Rheumatic Fever

Q Changes in Appetite
Q Belching
Q Abdominal Pain

Q Painful Urination
O Impaired Urination

O Upper Back Pain

Q Joint Pain (if so, where?):

0 Numbness/Tingling

O Hypoglycemia

0 Mood Swings

Q Slow Wound Hea|ing

O Glasses/Contacts
0 Headaches
O Hay Fever

O Emphysema
Q Tuberculosis

Q Swelling of Ankles
Q Varicose Veins

Q Nausea/Vomiting
Q Liver Disease

Q Frequent UTI
Q Blood in Urine

0 Mid Back Pain

Q Loss of Balance

O Hyperthyroid

Q Nervousness

Q Chronic Fatigue Syndrome

O Tearing/Dryness
Q Sinus Problems
Q Frequent Sore Throats

O Frequent Common Colds
Q Shortness of Breath

Q Chest Pain
O Palpitations/Fluttering

Q Epigastric Pain
Q Gall Bladder Disease

O Frequent Urination
O Frequent Urination at Night

O Low Back Pain
O Muscle Spasms/Cramps

Q Seizures/Epilepsy
O Diabetes Mellitus



For Women Only:

Please check mark & if you are experiencing now or use a cross mark X if experienced in the past:

Female Reproductive:

Q Painful Periods Q Irregular Cycles QO Premenstrual Problems O Bleeding Between Cycles O Vaginal Discharge

Q Heavy Flow O Clotting 0 Menopausal Symptoms O Pelvic Inflammatory Disease

Q Difficulty Conceiving Q Uterine Fibroids O Endometriosis Q Ovarian Cysts

Breasts: O Nipple Discharge  Q Fibrocystic Breasts O Breast Lumps/Tenderness

Menstrual:  Age of First Menses: Are you Pregnant: O Yes O No
Age of Last Period (Menopause): Birth Control Type: For How Long:
Number of Days of Between Period: Live Births Miscarriages: Abortions:
Number of Days of Flow: Date of Last GYN Exam: Pap Smear:
Color of Flow: Mammogram: Bone Density:
Clots: Q Yes O No Color Results:

Location of Pain: O Lower Abdomen QO Lower Back QO legs QO Other:

Nature of Pain: (Please Indicate Before, During or After Menses)

O Cramping O Stabbing O Burning O Aching Q Dull

O Bloating O Consistent 0 Bearing Down Sensation

Other Symptoms Related to Menses:
O Nausea O Headache O Insomnia O Hot Flashes or Night Sweats O Poor or Increased Appetite O Constipation or Diarrhea

For Men Only:
Date of: Last Prostrate Check-up PSA Result Lab Results
Frequency of Urination: Daytime Night-time Color of Urine: Q Clear O Murky Odor: O Yes Q No
Symptoms Related to Prostrate:
Q Prostrate Problems O Delayed Stream Q Dribbling Q Incontinence O Retention of Urine
O Testicular Pain/Swelling O Pack Pain Q Groin Pain O Penile Discharge O Sexual Difficulties
O Impotence Q Premature Ejaculation
Lifestyle:
Do you smoke? OYes QONo IfYes, # of packages per day.

Do you drink coffee? OYes QONo IfYes, # of cups per day
Do you drink alcohol? OYes QONo Ifyes, # of drinks per day

How many beverages do you drink per day? Do you prefer beverages QO Hot 0O Cold O Room temperture

How many glasses of water do you drink per day?

Do you typically eat at least three meals per day? OYes QONo Ifno, how many?

Do you have an exercise routine? OYes QONo Ifyes, what kind of exercise?

Do you have a spiritual practice?

How many hours per night do you sleep? Do you wake rested? OYes QONo
Level of education completed: O High School Q Bachelors O Masters Q Doctorate Q Other

Occupation: Hours/Week:

Do you enjoy work? Q Yes QNo  Why/Why not?

Have you experienced any major traumas? OYes ONo  Explain:

Television habits: Reading habits:

Interests and hobbies:
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