
HEALTH HISTORY QUESTIONNAIRE 
Information for your Acupuncturist 

 
Important:  Complete this document as thoroughly as possible.  Some of the questions that follow may 

seem unrelated to your condition, but they may play a major role in diagnosis and treatment. 
All information is strictly confidential. 

 
I.  General Patient Information 
 
Date: ____/____/____ 
 
Name: 
______________________________________________________________________________________ 
 
Address: 
____________________________________________________________________________________ 
 
City, State, and Postal Code: 
_____________________________________________________________________ 
 
Home Phone: _(______)________________________  Work Phone: 
_(______)_________________________ 
 
Age: ______  Date of Birth: ____/____/____  Place of Birth: 
_______________________________________ 
 
Guardian (if under 18): 
______________________________________________________________________ 
 
Gender:  oM oF  Height: ____’____”  Weight: ______lbs. 
 
Social Security Number: ________-________-________ Driver’s License 
Number:____________________ 
 
Occupation:______________________________Employer:________________________________________
__ 
 
How did you hear about our office? ___________________________________________________________ 
 
Major Complaint(s), in order of significance to you: 
 
1. _____________________________________  4.   _____________________________________ 
 
2. _____________________________________  5.   _____________________________________ 
 
3. _____________________________________  Additional:______________________________ 
 
 
How do these conditions impair your daily activities?___________________________________________ 
 
_________________________________________________________________________________________  



 
II.  Patient Medical History 
 
How was your childhood health? ____________________________________________________________                     
 
________________________________________________________________________________________ 
 
Hospital Visits/Stays: ______________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
Recent tests:  (please indicate test results and date below) 
oPhysical  oCholesterol  oProstate  oBlood (which?) 
oHIV/STD  oPap smear  oMammography oOther: ___________________ 
 
Test Results and Date: _____________________________________________________________________ 
 
Check any you have had in the past: 
 
oDiabetes  oAllergies  oGlaucoma  oRheumatic Fever  
oHeart Disease oCVA (stroke)  oVein condition oThyroid disorder 
oAsthma  oPneumonia  oTuberculosis  oEmphysema 
oJaundice  oGonorrhea  oMumps  oBleeding tendency 
oSyphilis  oMeasles  oChicken pox  oNervous disorder 
oMeningitis  oHIV   oPolio   oMononucleosis 
oEpilepsy  oHigh fever  oHepatitis  oMultiple Sclerosis 
oParalysis  oCancer  oMigraines  oHigh blood pressure 
oOther lung illnesses oother liver illnesses oother heart illnesses oother kidney illnesses 
oOther: __________________________________ 
 
Immunizations: ___________________________________________________________________________ 
 
Surgeries: _______________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
 
III.  Patient Profile 
 
Please clearly mark any areas of pain and any scars (please indicate which of the areas are scars): 
 
Is the pain: 
oSharp oBurning oAching 
oCramping oDull  oMoving 
oFixed  Other:________________ 
 
Do the following lessen the pain? 
oPressure oCold  oHeat 
oExercise    oOther:_____________________ 
 
Do the following worsen the pain? 
oPressure oCold   
oHeat   oOther:___________________________ 
 
 
 
 



Please check the following that currently pertain to you (if you have symptoms in the following 
categories, it indicates that you have a problem with that organ’s function):  
 
Overall Temperature (Kidney function): 
oCold hands                      oCold fingers 
oCold feet      oCold toes  
oSweaty hands     oSweaty feet 
oHot body temperature (sensation)   oCold body temperature (sensation) 
oAfternoon flushes     oNight sweats  
oHeat in the hands, feet, and chest   oHot flashes any time of the day 
oThirsty      oPerspire easily  
oLack of perspiration     oTake water to bed  
 
Overall energy (Lung, Kidney function): 
oShortness of breath       oDifficulty keeping eyes open in the daytime 
oGeneral weakness     oEasily catch colds 
oLow energy      oFeel worse after exercise 
 
Overall blood (Liver, Spleen, Heart function): 
oDizziness      oSee floating black spots 
 
Heart function: 
oPalpitations      oAnxiety   
oSores on the tip of the tongue   oRestlessness   
oMental confusion     oChest pain traveling to shoulder 
oFrequent dreams     oWake unrefreshed  
oDrink coffee  (# of cups per week: _______) 
 
Lung function: 
oNasal Discharge (Color: _________________)  oCough   
oNose Bleeds      oSinus Congestion 
oDry mouth      oDry throat 
oDry Nose      oDry Skin 
oAllergies  (To what? __________________________) oAlternating fever and chills 
oSneezing      oHeadache (Location: _____________________) 
oOverall achy feelingoin the body   oStiff neck  
oStiff shoulders     oSore throat 
oDifficulty breathing     oSmoke cigarettes (#  per day: _______) 
oSadness      oMelancholy 
 
Spleen function: 
oLow appetite      oAbrupt weight gain 
oAbrupt weight loss     oAbdominal bloating 
oAbdominal gas     oGurgling noise in the stomach 
oFatigue after eating oProlapsed organs (previously diagnosed, 

which organ? ________________) 
oEasily bruised     oHemorrhoids 
oPensive      oOver-thinking 
oWorry 
 
Spleen, Stomach, Large Intestine, Small Intestine function: 
oLoose Stool      oConstipated 
oIncomplete      oDiarrhea 
oBlood in stools     oMucous in stools 
oUndigested food in stools 



 
Dampness trapped in the body: 
oGeneral sensation of heaviness in the body  oMental heaviness 
oMental sluggishness     oMental fogginess 
oSwollen hands     oSwollen feet 
oSwollen joints     oChest congestion 
oNauseaoSnoring 
 
Stomach function: 
oBurning sensation after eating   oLarge appetite 
oBad breath      oMouth (canker) sores 
oBleeding, swollen or painful gums   oHeartburn 
oAcid regurgitation     oUlcer (diagnosed) 
oBelching      oHiccoughs 
oStomach pain      oVomiting 
 
Liver, Gall Bladder function: 
oAlternating diarrhea and constipation   oChest pain 
oTight sensation in the chest    oBitter taste in the mouth 
oAnger easily      oFrustration 
oDepression      oIrritability 
oFrequently unable to adapt to stress (What causes the stress?  ________________________________) 
oSkin rashes      oHeadache at the top of the head 
oTingling sensation     oNumbness 
oMuscle spasms     oMuscle twitching 
oMuscle cramping     oSeizures 
oConvulsions      oLump in the throat 
oNeck tension      oLimited Range-of-Motion, Neck 
oShoulder tension 
oLimited Range-of-Motion, Shoulder   oDrink alcohol 
oRecreational drugs (Which? _______________________, How much per week? ________) 
oHigh-pitched ringing in the ears   oGall stones (history or current) 
oSexually transmitted disease (Which?  _______________________) 
 
Eyes (Liver function): 
oItchy       oBloodshot 
oHot       oDry 
oWatery      oGritty 
oBlurry vision      oDecreased night vision 
oNear-sighted      oFar-sighted 
 
Kidney, Urinary Bladder function: 
oFrequent cavities     oEasily broken bones 
oSore knees      oWeak knees 
oCold sensation in the knees    oLow back pain 
oMemory problems     oExcessive hair loss 
oLow-pitched ringing in the ears   oKidney stones 
oBladder infections     oWake during the night 2x or more to urinate 
oLack of bladder control    oFear 
oEasily startled 
 
Urination: 
oNormal color  oDark yellow   oClear  oReddish oCloudy 
oScanty  oProfuse  oStrong odor 
oBurning  oPainful  oDischarge oDifficult oUrgent 
oFrequent 
Libido:   oNormal  oHigh  oLow 



Women only: 
 
Pregnant?oY oN               Regular menstrual cycle?oY oN     Date of most recent cycle__________ 
Number of children:_____   Number of pregnancies:_____   
Age of first menstruation:_____  Age of menopause (if applicable):_____ 
Average number of days of flow:_____  Average number of days of entire cycle:_____ 
oVaginal discharge     oBleeding between periods 
 
Do you experience any of the following pre-menstrual syndromes? 
 
onausea  ovomiting  owater retention obreast swelling 
ofood cravings  oheadaches  omigraines  obreast tenderness 
odepression  oirritability  oanxiety  oother emotions:____________ 
odull pain, where?__________________  osharp pain, where?____________________ 
 
Please fill in the following menstrual chart: 
 

 Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7 
Color (normal, bright red, pale, 
brown, rust, dark, purple, other) 

       

Amount of flow (normal, heavy, 
light) 

       

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

       

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

       

Vomiting (check if yes) 
 

       

Nausea (check if yes) 
 

       

Other         
                              

       

 
 
 
 
Men only: 
 
oSwollen testes  oTesticular pain oImpotence  oPremature ejaculation 
oFeeling of coldness or numbness in external genitalia  oOther_________________ 
 
 
 
 
 
All please fill out: 
 
Other Comments: 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
 
 
Patient Signature: ________________________________________________________________________ 
 




