Flagler Acupuncture and Pain Clinic

Patient Health History Form Sep. 08


Patient Health Information 

Name: _________________________________________  Date: ________________

Address: _____________________________________________________________

City, State, Zip Code: ____________________________________________________

Home phone:___________________ Cell phone:_______________________________
Date of Birth: ________________   Social Security # __________________________

Referred by: ___________________Email: __________________________________

Current Medications: ____________________________________________________ ____________________________________________________________________

Do you have any allergies?  ________________________________________________

Are you taking blood thinners? _____________________________________________

Are you/might you currently be pregnant? _____________________________________

Do you have any implants/pacemakers? _______________________________________
Emergency Contact/Relationship: _____________________ Phone:_________________

TREATMENT GOAL(S)

What is the main problem that brought you here today?    ________________________ 

How does it affect your daily activities (sleeping, eating, working, etc.)?______________

____________________________________________________________________

When did this condition begin?_____________________________________________

What diagnosis, if any, have you been given? ___________________________________

What treatments have you tried? ___________________________________________

Other conditions you would like to address? ___________________________________
Are you interested in/have you tried Yoga? ____________________________________
If you are experiencing PAIN, please complete the following:

Where is the pain?______________________________________________________

When and how did it start?________________________________________________

Type of pain: sharp ____ stabbing _____ throbbing _____ dull _____ burning _____

Other________________________________________________________________

Do any of the following lessen the pain?   heat  ___  cold or ice ____  movement ____ 

pressure on the area _____  rest_____

Do any of the following worsen the pain? heat ____ cold or ice ____  movement ____

pressure on the area _____ rest (worse during sleep) ____

PAST MEDICAL HISTORY

Check all that apply. 

_____ Cancer    
_____ Heart Disease

_____ HIV



_____ Diabetes        
_____ Hepatitis

_____ Seizures

_____ Epilepsy

_____ High Blood Pressure 
_____ Surgery

_____ Alcoholism
_____ Substance Abuse
_____ Mental Disorders

List any chronic conditions: ________________________________________________

____________________________________________________________________

List any traumas/accidents: _______________________________________________


LIFESTYLE

Do you exercise regularly? ________________________________________________

Do you smoke? If so, how much? ___________________________________________

Do you drink alcohol? If so, how much? ______________________________________

How much coffee/tea/soda do you drink daily? _________________________________

How much water do you drink daily? _________________________________________

Describe your diet______________________________________________________ ____________________________________________________________________

CURRENT HEALTH REVIEW

Height ___________ Weight _____________  Any recent weight change? _________

· Please check all that apply:

BODY TEMPERATURE

_____ Cold hand/feet


_____ Hot cold/feet

_____ Feel hot all over

_____ Prefer hot or cold drinks

_____ Feel hot in afternoon

_____ Sweats easily

_____ Hot flashes


_____ Night sweats

ENERGY LEVEL

_____ On scale of 1 – 10, 10 being best

_____ Shortness of Breath

_____ Reluctance to talk

CIRCULATION/BLOOD  

_____ Dizziness


_____ Numbness/tingling in extremities

_____ Bleeding


_____ See floaters/spots

HEART INDICATORS 

_____ Palpitations


_____ Mental Confusion/restlessness

_____ Insomnia


_____ High Blood Pressure

_____ Irregular Heartbeat

_____ Sores on tip of tongue

_____ Chest pain


_____ Pacemaker

LUNG INDICATORS

_____ Cough



_____ Dry mouth/throat/nose

_____ Nose bleeds


_____ Stiff neck

_____ Sinus Congestion

_____ Sadness/melancholy

_____ Sore throat


_____ Smoke cigarettes

_____ Metallic taste in mouth

_____ Phlegm

_____ Nasal Discharge    

_______________ Color  _______ Thick or thin

SPLEEN INDICATORS 

_____ Low appetite


_____ Bruise easily

_____ Loose stoolS/constipation
_____ Easy gain weight

_____ Abdominal gas


_____ Worry, overthinking

DAMPNESS

_____ General feeling of heaviness
_____Nausea 

_____ Mental Sluggishness

_____Vaginal Discharge

_____ Overweight


_____ Swelling. If so, where? ________________

STOMACH INDICATORS

_____ Heartburn


_____ Mouth sores

_____ Hunger



_____ Vomiting

_____ Belching


_____ Facial swelling/pain

LIVER/GALLBLADDER INDICATORS

_____ Diarrhea and constipation
_____ Seizures/convulsions


_____ Easily irritated


_____ High pitched ringing

_____ Gallstones


_____ Itchy skin/rashes, where_______________

_____  Stress level 1- 10, 10 being highest

_____ Sexually transmitted disease. If so, which one(s)? _________________________

_____ Any eye problems:_________________________________________________ 

KIDNEY/BLADDER AND INDICATORS

_____ Low back pain/weakness
_____ Easily startled

_____ Cold sensation in back

_____ UTI –painful urination

_____ Weak or sore knees

_____ Clear profuse urination

_____ Excess hair loss/balding
_____ Dribbling/incontinence

_____ Memory problems

_____ Low libido

Urine color _________________      
_____ If dark yellow, do you take vitamins? 

FOR WOMEN ONLY

Do you get regular pap smears? _________ When was your last? ___________________

Do you get regular mammograms? _______  When was your last?__________________

_____ Are you currently pregnant?  
_____ Age at first period

_____ # pregnancies


_____ Age at menopause

_____ Number of days in period  
_____ Number of days between periods

Do you experience any of the following before or during your period:

_____ Cramping


_____ Irregular menses

_____ Breast Tenderness

_____ Headaches/migraines

_____ Depression


_____ Moodiness

_____ Heavy clotting


_____ Sharp pain

_____ Scanty bleeding

_____ Heavy bleeding

Are you having trouble conceiving? _________________________________________

Are you experiencing menopausal symptoms? __________reduced sex drive? _______

FOR MEN ONLY

Do you experience any of the following?

_____ Swollen testes


_____ Coldness or numbness of genitalia

_____ Testicular pain


_____ Impotence

_____ Reduced sex drive

_____ Difficult or urgent urination

TO ALL NEW PATIENTS

Is there any other information you want me to consider in the diagnosis and treatment of your condition?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please initial how we may communicate with you.

_____ Leave message on home phone

_____ Leave message on cell phone

_____ Email me. My email address is _________________________________________ 

_____ Only speak with me. Leave no messages.

Please read and initial the following:

_____
Each visit is $70. Facial rejuvenation is $150. Herbs and supplements are additional.  Fertility packages separate. Payment is due at time of service.  Flagler Acupuncture accepts cash, check, visa, mastercard, and discovercard but does not file insurance. I can provide you with a receipt, which you can submit directly to your insurance company for reimbursement.
_____
Missed appointments policy: a $25 charge if you miss an appointment without 24 hours notice with the exception of unforeseen emergencies.  

________________________________________

Print Patient Name

________________________________________                        _________________

Patient Signature






Date

 No one can listen to your body for you. Your body is designed to heal itself naturally.”


