
 

 

 

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: Mr./Mrs./Ms.__________________________________________________________________________ 

 

Address: ____________________________________________________________________________________ 

 

City, State, Zip Code: _____________________________________________________________________ 

 

Home Phone: _(______)________________________  

 

Cell Phone: _(______)_______________________  Email Address: ___________________________________ 

 

Age: ______  Date of Birth: ____/____/____  Place of Birth: _______________________________________ 

 

Guardian (if under 18): ______________________________________________________________________ 

 

Emergency Contact (name and phone #): _______________________________________________________ 

 

Gender:  M F  Height: ____’____”  Weight: ______lbs. 

 

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?___________________________________________ 

 

 

ANY FOOD OR METAL ALLERGIES _______________________________________________________ 

 

II.  Patient Medical History 

 

How was your childhood health?______________________________________________________________ 

 

Hospital Visits/Stays:________________________________________________________________________ 

 

____________________________________________________________________________________________ 

 

 

 

 

 

 

 

 



 

 

Any Medications currently taking: ________________________________________________________________ 

 

 

 

 

 

 

 

Recent tests:  (please indicate test results and date below) 

Physical  Cholesterol  Prostate  Blood (which?) 

HIV/STD  Pap smear  Mammography Other:____________________ 

 

Test Results and Date:_______________________________________________________________________ 

 

 

 

 

 

Check any you have had in the past: 



Diabetes  Allergies  Glaucoma  Rheumatic Fever  

Heart Disease  CVA (stroke)  Vein condition Thyroid disorder 

Asthma  Pneumonia  Tuberculosis  Emphysema 

Jaundice  Gonorrhea  Mumps  Bleeding tendency 

Syphilis  Measles  Chicken pox  Nervous disorder 

Meningitis  HIV   Polio   Mononucleosis 

Epilepsy  High fever  Hepatitis  Multiple Sclerosis 

Paralysis  Cancer  Migraines  High blood pressure 

other lung illnesses other liver illnesses other heart illnesses other kidney illnesses 

other:__________________________________ 

 

 

Surgeries:___________________________________________________________________________________ 

 

 

 

 

 

Any other significant medical issues? 


