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          Health History Questionnaire  
Date: mm/dd/yy  

/         /     

  

Complete this questionnaire as thoroughly as possible. Some of the questions may seem unrelated to your condition, but 
they play a major role in diagnosis and treatment. All information is treated strictly confidential.  

  

Part 1: Patient Contact Information  
 

First Name:  

Last Name:  

Address:  

City, Prov:  

Postal Code:  

E-Mail Address:  

Birth Date:  

Age:  

Gender:  

Home Phone:  

Work Phone:  

Cell Phone:  

In case of Emergency Contact and 

Phone: 

 

Your Occupation:  

How did you hear about our office?  

 

Part 2: Physical Status  

Height: ______feet ____inch                      Current Weight: ________lbs          

                                           Your Ideal or Expected Weight: ________ lbs  
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Part 3: Health Complaints  

Your most serious complaint:    

  

How long already and how often:    

  

List any other complaints below:  How long and/or often:  

.      

2.      

3.      

4.      

5.      

  

How do these 

complaints 

impaired your daily 

activities: 

  

  

  

  

Part 4: Medical History  

Any abnormal conditions at birth 

(premature birth, jaundice, etc):  
  

Weight at birth: __________lbs  

  
Did you have any experience of pain, falls, injuries, physical or mental traumas in childhood?  
  
__________________________________________________________________________________________________  
  
__________________________________________________________________________________________________  

  
__________________________________________________________________________________________________  
    

  
Did you have work or auto injuries, repetitive motion on the job, sport or emotional trauma?  
  
__________________________________________________________________________________________________  
  
__________________________________________________________________________________________________  
  
__________________________________________________________________________________________________  
  

Hospital Visits/Stays/Surgeries:______________________________________________________________________ 

__________________________________________________________________________________________________  
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Recent tests taken within last 12 months:      

□  Physical  □  Cholesterol  □  Prostate  □  Blood  

□  HIV/STD  □  Pap Smear  □  Mammography  □  Other (specify)  

Test Results:         

      

  

Have you had any of the following in the past:      

□  HIV  □  Allergies  □  Glaucoma  □  Rheumatic Fever  

□  Diabetes  □  Migraine  □  Vein condition  □  Bleeding tendency  

□  Asthma  □  CVA (stroke)  □  Thyroid Disorder  □  Nervous Disorder  

□  Jaundice  □  Pneumonia  □  Tuberculosis  □  Multiple Sclerosis  

□  Syphilis  □  Gonorrhea  □  Chicken Pox  □  High Blood Pressure  

□  Meningitis  □  Measles  □  Polio  □  Other kidney illnesses  

□  Epilepsy  □  High Fever  □  Hepatitis  □  Other heart illnesses  

□  Paralysis  □  Cancer  □  Mononucleosis  □  Other liver illnesses  

□  Mumps  □  Heart diseases  □  Emphysema  □  Other lung illnesses  

Others (specify):      

Immunizations (specify):      

  

Medication that you are taking currently  Dosage  Since  Purpose  

1.          

2.          

3.          

4.          

Use the back side of the page if needed.  
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Part 5: Family Medical History  
Does anyone else in your family have the same and/or similar problems:  

Who  Problems  Treatment being received  

      

      

      

      

  

Part 6: Patient Profile  
In the diagram below, circle those areas that which you are experiencing Pain (P), Rashes (R), and/or Scars (S).  

  
  
If you have symptoms in the following categories, it indicates that you have a problem with that organ’s function. If this is 

the first time you are filling in this table, use the “Date 1” column. Check the following that pertain to you by using a scale 0 

to 10. (0= no problem ….. 10 = worst). Skip to next item if the symptom is not applicable.  
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Symptoms  Scale                                  Date          

Kidney Function  

Cold hands  0= no problem, 10= very cold          

Cold fingers  0= no problem, 10= very cold          

Cold feet  0= no problem, 10= very cold          

Cold toes  0= no problem, 10= very cold          

Sweaty hands  0= no problem, 10= very sweaty          

Sweaty feet  0= no problem, 10= very sweaty          

Hot body temperature sensation  0= no problem, 10= very hot          

Cold body temperature sensation  0= no problem, 10= very cold          

Afternoon flushes  0= no problem, 10= very hot          

Night sweats  Number of times per week          

Heat in hands, feet, and chest  0= no problem, 10= very hot          

Hot flashes any time of the day  0= no problem, 10= very hot          

Thirsty  0= no problem, 10= very thirsty          

Perspire easily  0= no problem, 10= very easily          

Lack of perspiration  0= no problem, 10= very difficult          

Take water to bed  Number of times per week          

Dizziness  0= none, 10= very easily          

See floating black spots  0= none, 10= very easily          

Heart Function  

Palpitation   0= none, 10= a lot          

Anxiety  0= none, 10= a lot          

Sores on tip of tongue  0= none, 10= very often          

Restlessness  0= no problem, 10= very restless          

Mind racing / mental confusion  0= none, 10= very un-settle          

Chest pain traveling to shoulder  0= none, 10= a lot          

Frequent dreams  0= none, 10= a lot          

How many times a week do you have trouble falling asleep?          
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How many times a week do you wake up feeling un-refreshed?          

How many times a week do you wake up in the middle of the night?          

No. of cups of coffee per week          

No. of glasses of water per day?                           Juice?                    Tea(Specify)  

Lung Function  

Symptoms           

Nasal discharge  0= none, 10= a lot          

Nose bleeding  0= no problem, 10= very severely          

Sinus congestion  0= no problem, 10= very often          

Dry mouth / throat  0= no problem, 10= very often          

Dry nose  0= no problem, 10= very often          

Dry skin  0= no problem, 10= very severely          

Allergies  0= no problem, 10= very severely          

Allergic to what (specify)   

Alternating fever and chills  0= no problem, 10= very severely          

Headache frequency  0= none, 10= very frequent          

Headache severity  0= no problem, 10= very severely          

Headache location (specify)   

Overall achy feeling in body  0= none, 10= very painful          

Neck stiffness / pain  0= no problem, 10= very severely          

Shoulders stiffness / pain  0= no problem, 10= very severely          

Sneezing  0= no problem, 10= very often          

Cough  0= no problem, 10= very severely          

Sore throat  0= no problem, 10= very often          

Difficulty in breathing  0= no problem, 10= very often          

No. of cigarettes smoked per day  Scale Not Applicable          

Melancholy / Feeling of sadness  0= no problem, 10= very often          

Dampness Trapped in Body   

Sensation of heaviness in body  0= none, 10= a lot          
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Mental heaviness  0= none, 10= a lot          

Mental sluggishness  0= none, 10= a lot          

Mental fogginess  0= none, 10= a lot          

Swollen hands / fingers  0= none, 10= a lot          

Swollen feet / ankle  0= none, 10= a lot          

Swollen joints  0= none, 10= a lot          

Chest congestion  0= none, 10= a lot          

Nausea  0= none, 10= a lot          

No. of glasses of milk per week?           

 Large Intestines, Small Intestines Functions  

No. of bowel movement per day          

Stools. Circle: loose, soft, dry, hard  

Constipation.                         Number of days between bowel movement          

Diarrhea:                               Number of times per day          

Blood in stools  0= none, 10= a lot          

Mucous in stools  0= none, 10= a lot          

Undigested food in stools  0= none, 10= a lot          

  

Spleen Function  

Lack appetite  0= no problem, 10= very low          

Abrupt weight gain or loss  0= none, 10= a lot          

Abdominal bloating  0= none, 10= a lot          

Abdominal gas  0= none, 10= a lot          

Gurgling noise in stomach  0= none, 10= a lot          

Fatigue after eating  0= none, 10= a lot          

Easily bruised  0= no problem, 10= very easily          

Hemorrhoid - bleeding  0= none, 10= a lot          

Hemorrhoid - protrusion  0= no problem, 10= very often          

Pensive / Over-thinking  0= none, 10= a lot          

Worry  0= none, 10= a lot          
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Stomach Function  

Large appetite or easily hungry  0= no problem, 10= a lot          

Cravings: Circle: sweet / salt  0= none, 10= a lot          

Bad breath  0= none, 10= a lot          

Mouth (canker) sores  0= none, 10= very often          

Bleeding, swollen or painful gums  0= none, 10= very often          

Heartburn  0= none, 10= a lot          

Acid regurgitation  0= none, 10= a lot          

Ulcer (diagnosed)  0= none, 10= very bad          

Belching  0= none, 10= a lot          

Hiccoughs  0= none, 10= a lot          

Stomach pain  0= none, 10= a lot          

Vomiting  0= none, 10= very easily          

 

Liver, Gall Bladder Functions    

Alternating diarrhea & constipation  0= none, 10= a lot          

Chest pain  0= none, 10= a lot          

Pain or tightness in ribs  0= none, 10= a lot          

Bitter taste in mouth  0= none, 10= a lot          

Anger easily  0= none, 10= very easily          

Frustration  0= none, 10= very often          

Depression  0= none, 10= a lot          

Irritability  0= none, 10= very easily          

Unable to cope with stress  0= can cope, 10= cannot cope          

What causes the stress?  

Skin rashes  0= none, 10= a lot          

Headache at top of head  0= none, 10= a lot          

Tingling / numbness, where?                                        0= none, 10= a lot          

Muscle spasms / cramping, where?                              0= none, 10= a lot          



  Page 9 of 12  

  

Muscle twitching, where?                                               0= none, 10= a 

lot  
        

Seizure / Convulsions  0= none, 10= a lot          

Lump in throat  0= none, 10= a lot          

Neck tension  0= none, 10= a lot of tension          

Limited range-of-motion in neck  0= none, 10= very limited          

Shoulder tension  0= none, 10= a lot of tension          

Limited range-of-motion in shoulder  0= none, 10= very limited          

High-pitched ringing in ears  0= none, 10= a lot          

Gall stones  0= none, 10= having stones          

Drink alcohol - What kind?                                         How much per 

week?  
        

Recreational drugs - What drugs?  

Sexually transmitted disease (specify)  

Five Storage Function          

Shortness of breath  0= none, 10= easily out of breath          

Sleepy in daytime  0= none, 10= very sleepy          

Feeling of weakness  0= no problem, 10= very weak          

Catch cold easily  0= not easily, 10= very easily          

Low energy  0= no problem, 10= very low          

Feel worse after exercises  0= feel good, 10= feel very bad          

     What exercise?                                                              How often?  

Eyes (Liver Function)    

Bloodshot  0= none, 10= very often          

Hot  0= none, 10= very often          

Dry  0= none, 10= very dry          

Watery  0= none, 10= very watery          

Itchy  0= none, 10= very itchy          

Gritty  0= none, 10= very gritty          

Blurry vision  0= none, 10= very blurry          

Decreased night vision  0= no problem, 10= very poor          
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Kidney and Urinary Bladder Functions  

Frequent cavities  0= none, 10= very often          

Easily broken bones  0= no problem, 10= very easily          

Sore knees  0= no problem, 10= very sore          

Weak knees  0= no problem, 10= very weak          

Cold sensation in knees  0= none, 10= very often          

Pain in low-back  0= none, 10= very painful          

Low-pitched ringing in ears  0= none, 10= very often          

Fear  0= no problem, 10= a lot of fear          

Easily startled  0= no problem, 10= very easily          

Memory problem  0= no problem, 10= very poor          

Excessive hair loss  0= no problem, 10= very easily          

Kidney stones  0= none, 10= having stones          

Libido: low / normal / high (Circle one)  

Bladder infections  0= none, 10= very often          

Lack of bladder control  0= no problem, 10= very poor          

Number of times wake up during night to urinate          

Urination - What color?  

Burning or painful feeling  0= none, 10= a lot          

Difficulty urinating  0= none, 10= very difficult          

Urgent  0= none, 10= very urgent          

Frequent  0= none, 10= very frequent          

Dripping  0= none, 10= a lot          

Clearness   0= clear, 10= very cloudy          

Odor  0= none, 10= very strong          
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Part 7: Men Only  
Do you experience any of the following syndromes? Tick those that apply.  

□  Swollen testes  □  Premature ejaculation  □  Others (specify):    

□  Testicular pain  □  Feeling of coldness or 

numbness in external genitalia  
  

□  Impotence    

  

Part 8: For Women Only  

Regular menstrual cycle:  Yes / No  Vaginal discharge:  Yes / No  

Pregnant:  Yes / No  Bleeding between periods  Yes / No  

No. of children:    Average number of days of flow:    

Number of pregnancies:    Average number of days of entire cycle:    

Age of first menstruation:    Age of menopause (if applicable):    

  
Do you experience any of the following Pre-Menstrual Syndromes? Check those that apply.  

□  Nausea  □  Headaches  □  Emotions (specify):    

□  Vomiting   □  Migraines  □  Dull pain, where:    

□  Food craving  □  Depression  □  Sharp pain, where:    

□  Water retention  □  Irritability  □  Other syndromes:     

□  Breast swelling  □  Anxiety      

□  Breast tenderness        

  
Please fill in the following menstrual chart over a 7-day period.  

Condition  Day 1  Day 2  Day 3  Day 4  Day 5  Day 6  Day 7  

Color (normal, bright red, pale, brown, 

rust, dark, purple, or other)  
              

Amount of flow (normal, heavy, light)                

Pain/Cramps (location, dull, sharp, other)                

Clots (large, small, black, purple, red, 

other)  
              

Vomiting (Yes / No)                

Nausea (Yes / No)                
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Part 9: For Acupuncturist Only  
  

Observation on the tongue and the pulse:  

  

  

   

  

Tongue Body   

Color   

Size   

Texture  

Marks  

Coating color  

Distribution  

Thick / thin  

Dry / moist  

Lt. Pulse:   

Heart Liver 

kidney Yin  

Rt. Pulse:   

Lungs  

Stomach  

Bladder  

  

  
TCM Impression: __________________________________________________________________________________  
  
_________________________________________________________________________________________________  


