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HEALTH HISTORY QUESTIONNAIRE

Alpine Acupuncture

5825 221st Place SE Ste. 204

Issaquah, WA 98027

425-391-7777
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 PATIENT AND INSURANCE INFORMATION

Alpine Acupuncture

5825 221st Place SE Ste. 204

Issaquah, WA 98027

425-391-7777

PATIENT INFORMATION:
Name:  ______________________________________
Age:   ________
Date of Birth:  _____________________ 
Male FORMCHECKBOX 

Female
 FORMCHECKBOX 

Married  FORMCHECKBOX 

Divorced  FORMCHECKBOX 

Single  FORMCHECKBOX 

Separated  FORMCHECKBOX 

Widowed  FORMCHECKBOX 

Domestic Partner FORMCHECKBOX 

Address:  _______________________________ City:  _________________ State:  ______ Zip:  __________ 

Home phone:  ________________ Work phone:  ________________ Cell Phone:  ________________

Email:  _______________________________________

Occupation:  __________________________
Employer:  _________________________________

RESPONSIBLE PARTY (if under the age of 18):

Name of responsible party:  _________________
Relationship:  _________________

Address:  _______________________________ City:  _________________ State:  ______ Zip:  __________ 

Home phone:  ________________ Work phone:  ________________ Cell Phone:  ________________

Email:  _______________________________________
INSURANCE INFORMATION: 
Company:  _______________________________
Subscriber Name:  _________________
ID #: ____________________________
Address:  _______________________________ City:  _________________ State:  ______ Zip:  __________ 

Customer service phone number:  _________________

Subscriber date of birth:  _________________ Relationship to subscriber:  _____________________
EMERGENCY CONTACT / NEXT OF KIN:
Name:  __________________________ Phone:  _________________ Relationship:  ________________
Name:  __________________________ Phone:  _________________ Relationship:  ________________

Information for your Acupuncturist

Important:  Complete this page and the Health History 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.
Name of your primary physician:  ___________________________ Location:  _____________________
Is there anything limiting you from care?
No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 
Explain:  _______________________
Other physicians/therapists seen for the condition:  ______________________________________

How did you hear about our office?  ______________________________________

Medications you are current taking:

1)  _________________ 2)  _________________ 3)  _________________ 4)  _________________


5)  _________________ 6)  _________________ 7)  _________________ 8)  _________________

Prescribed by:   ____________________________________________________________________
For Treatment of:   _________________________________________________________________
Results:   _________________________________________________________________________
Supplements (if any, vitamins, herbs, minerals, etc.)________________________________________

__________________________________________________________________________________
Major Issue(s), in order of significance to you:

1. ___________________________

4.   ___________________________
2. ___________________________

5.   ___________________________
3. ___________________________
 
Additional:  ___________________________
How do these issues impair your daily activities?  __________________________________________________________________________________________________________________________________________________________________________
Dear New Patient:

a. Please read and fill in all of the information that pertains to you.
b. On numbers 2 through 14, under each category, check all symptoms that you experience either acutely (affect you now) or chronically (affect you in general).
TEST                 
 DATE          
TEST RESULTS

  FORMCHECKBOX 

Physical
_______
__________________________________________________________________

  FORMCHECKBOX 

Cholesterol
_______
__________________________________________________________________

  FORMCHECKBOX 

Prostate
_______
__________________________________________________________________

  FORMCHECKBOX 

Mammography
_______
__________________________________________________________________

  FORMCHECKBOX 

Pap Smear
_______
__________________________________________________________________

  FORMCHECKBOX 

Blood (which test?)
_______
__________________________________________________________________

  FORMCHECKBOX 

HIV/STD
_______
__________________________________________________________________

  FORMCHECKBOX 

Other
_______
__________________________________________________________________

Please indicate if you have (or had) any of the following.

 FORMCHECKBOX 

Diabetes

 FORMCHECKBOX 

Heart Disease

 FORMCHECKBOX 

Asthma

 FORMCHECKBOX 

High Blood Pressure

 FORMCHECKBOX 

Syphilis

 FORMCHECKBOX 

Meningitis

 FORMCHECKBOX 

Epilepsy

 FORMCHECKBOX 

Paralysis

 FORMCHECKBOX 

Glaucoma

 FORMCHECKBOX 

Allergies

 FORMCHECKBOX 

CVA (stroke)

 FORMCHECKBOX 

Pneumonia

 FORMCHECKBOX 

Gonorrhea

 FORMCHECKBOX 

Measles

 FORMCHECKBOX 

HIV

 FORMCHECKBOX 

High Fever

 FORMCHECKBOX 

Cancer

 FORMCHECKBOX 

Mumps

 FORMCHECKBOX 

Rheumatic Fever

 FORMCHECKBOX 

Thyroid Disorder

 FORMCHECKBOX 

Emphysema

 FORMCHECKBOX 

Bleeding Tendency

 FORMCHECKBOX 

Nervous Disorder

 FORMCHECKBOX 

Mononucleosis

 FORMCHECKBOX 

Multiple Sclerosis

 FORMCHECKBOX 

Jaundice

 FORMCHECKBOX 

Hepatitis

 FORMCHECKBOX 

Vein Condition

 FORMCHECKBOX 

Tuberculosis

 FORMCHECKBOX 

Chicken Pox

 FORMCHECKBOX 

Polio

 FORMCHECKBOX 

Migraines

 FORMCHECKBOX 

Other Liver Illnesses

 FORMCHECKBOX 

Other Heart Illnesses

 FORMCHECKBOX 

Other Kidney Illnesses

 FORMCHECKBOX 

Other Lung Illnesse

IMMUNIZATIONS? 

SURGERIES?

1. Pain

What makes the pain better?

 FORMCHECKBOX 

Soft Pressure

 FORMCHECKBOX 

Hard Pressure

 FORMCHECKBOX 

Cold

 FORMCHECKBOX 

Heat

 FORMCHECKBOX 

Exercise

 FORMCHECKBOX 

Rest

 FORMCHECKBOX 

Other

What makes the pain worse?


Please mark your pain on the diagram below.
 FORMCHECKBOX 

Soft Pressure
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 FORMCHECKBOX 

Hard Pressure

 FORMCHECKBOX 

Cold

 FORMCHECKBOX 

Heat

 FORMCHECKBOX 

Exercise

 FORMCHECKBOX 

Rest

 FORMCHECKBOX 

Other

2. Describe Your Pain




 FORMCHECKBOX 
 
Sharp







 FORMCHECKBOX 
 
Fixed






 FORMCHECKBOX 

Burning






 FORMCHECKBOX 

Moving






 FORMCHECKBOX 

Cramping






 FORMCHECKBOX 

Aching






 FORMCHECKBOX 

Dull







 FORMCHECKBOX 

Other:  _________________ 



3. Kidney Function


(Overall Temperature)


 FORMCHECKBOX 
 
Cold Hands




 FORMCHECKBOX 
 
Cold Fingers




 FORMCHECKBOX 

Cold Feet





 FORMCHECKBOX 

Sweaty Hands



 FORMCHECKBOX 

Sweaty Feet




 FORMCHECKBOX 

Hot Body Temperature Sensations


 FORMCHECKBOX 

Cold Body Temperature Sensations


 FORMCHECKBOX 

Thirsty


 


 FORMCHECKBOX 

Perspire Easily



 FORMCHECKBOX 

Lack of perspiration




4. Lung and Kidney Function


(Overall Energy)


 FORMCHECKBOX 
 
Shortness of Breath




 FORMCHECKBOX 
 
Difficulty Keeping Eyes Open (Daytime)

 FORMCHECKBOX 

General Weakness




 FORMCHECKBOX 

Easily Catch Colds




 FORMCHECKBOX 

Low Energy




 FORMCHECKBOX 

Feel Worse After Exercise


 FORMCHECKBOX 

Chronic Daily Fatigue & Malaise

5. Heart Function



 FORMCHECKBOX 
 
Sores On Tips of Tongue



 FORMCHECKBOX 

Restlessness



 FORMCHECKBOX 

Mental Confusion




 FORMCHECKBOX 

Chest Pain Traveling to Shoulder

 FORMCHECKBOX 

Frequent Dreams



 FORMCHECKBOX 

Wake Unrefreshed




 FORMCHECKBOX 

Coffee? How Much Per Week? ________
6. Lung Function



 FORMCHECKBOX 
 
Nasal Discharge (color________)


 FORMCHECKBOX 
 
Cough





 FORMCHECKBOX 

Nose Bleeds


 

 FORMCHECKBOX 

Sinus Congestion




 FORMCHECKBOX 

Dry Mouth





 FORMCHECKBOX 

Dry Nose



 

 FORMCHECKBOX 

Dry Throat





 FORMCHECKBOX 

Dry Skin





 FORMCHECKBOX 

Allergies





 FORMCHECKBOX 

Alternating Chills / Fever

 

 FORMCHECKBOX 

Sneezing





 FORMCHECKBOX 

Headache (location ________)


 FORMCHECKBOX 

Overall achy feeling in body



 FORMCHECKBOX 

Stiff Neck





 FORMCHECKBOX 

Stiff Shoulders


 

 FORMCHECKBOX 

Sore Throat



 

 FORMCHECKBOX 

Difficulty Breathing


 

 FORMCHECKBOX 

Smoke Cigarettes (# per day________)
 FORMCHECKBOX 

Sadness



 

 FORMCHECKBOX 

Melancholy



 

7. Spleen Function



 FORMCHECKBOX 
 
Low Appetite




 FORMCHECKBOX 
 
Abrupt Weight Gain

 

 FORMCHECKBOX 

Abrupt Weight Loss




 FORMCHECKBOX 

Abdominal Bloating

 

 FORMCHECKBOX 

Abdominal Gas


 

 FORMCHECKBOX 

Gurgling Noise in Stomach

 

 FORMCHECKBOX 

Fatigue After Eating

 

 FORMCHECKBOX 

Prolapsed Organs?  Which? ________
 FORMCHECKBOX 

Bruise Easily?


 

 FORMCHECKBOX 

Over-Thinking


 

 FORMCHECKBOX 

Worry





8. Spleen / Stomach Function


(Small / Large Intestine)


 

 FORMCHECKBOX 
 
Loose Stools




 FORMCHECKBOX 
 
Constipation


 

 FORMCHECKBOX 

Incomplete Stools


 

 FORMCHECKBOX 

Diarrhea



 

 FORMCHECKBOX 

Blood in Stools


 

 FORMCHECKBOX 

Mucous in Stools


 

 FORMCHECKBOX 

Undigested Food in Stools


 

9. Stomach Function






 

 FORMCHECKBOX 
 
Burning Sensation after Eating


 FORMCHECKBOX 
 
Large Appetite


 

 FORMCHECKBOX 

Bad Breath



 

 FORMCHECKBOX 

Canker Sores (Mouth)

 

 FORMCHECKBOX 

Bleeding, Swollen or Painful Gums
 

 FORMCHECKBOX 

Heart Burn



 

 FORMCHECKBOX 

Acid Regurgitation


 

 FORMCHECKBOX 

Ulcer (Diagnosed? ________)
 

 FORMCHECKBOX 

Belching



 

 FORMCHECKBOX 

Hiccups



 

 FORMCHECKBOX 

Stomach Pain


 

 FORMCHECKBOX 

Vomiting





10. Dampness Trapped in the Body






 

 FORMCHECKBOX 
 
Bodily Sensation of Heaviness

 FORMCHECKBOX 
 
Mental Heaviness


 

 FORMCHECKBOX 

Mental Sluggishness

 

 FORMCHECKBOX 

Mental fogginess




 FORMCHECKBOX 

Swollen Hands


 

 FORMCHECKBOX 

Swollen Feet




 FORMCHECKBOX 

Swollen Joints


 

 FORMCHECKBOX 

Chest Congestion


 

 FORMCHECKBOX 

Nausea



 

 FORMCHECKBOX 

Snoring




11. Liver, Gall Bladder Function
 FORMCHECKBOX 
 
Alternating Diarrhea & Constipation


 FORMCHECKBOX 
 
Chest Pain





 FORMCHECKBOX 

Tight Sensation in the Chest

 

 FORMCHECKBOX 

Bitter Taste in the Mouth

 

 FORMCHECKBOX 

Anger Easily


 

 FORMCHECKBOX 
 
Anxiety





 FORMCHECKBOX 

Depression



 

 FORMCHECKBOX 

Frustration





 FORMCHECKBOX 

Irritability



 

 FORMCHECKBOX 

Skin Rash



 

 FORMCHECKBOX 

Headache at the Top of the Head
 

 FORMCHECKBOX 

Tingling Sensation




 FORMCHECKBOX 

Numbness



 

 FORMCHECKBOX 
 
Cold Hands





 FORMCHECKBOX 
 
Cold Fingers




 FORMCHECKBOX 

Cold Feet



 

 FORMCHECKBOX 

Dizziness



 

 FORMCHECKBOX 

See Floating Black Spots

 

 FORMCHECKBOX 

Muscle Twitching


 

 FORMCHECKBOX 

Muscle Cramping


 

 FORMCHECKBOX 

Muscle Spasms




 FORMCHECKBOX 

Seizures



 

 FORMCHECKBOX 

Convulsions




 FORMCHECKBOX 

Lump in Throat


 

 FORMCHECKBOX 

Neck Tension


 

 FORMCHECKBOX 

Shoulder Tension


 

 FORMCHECKBOX 

Limited Range-of-Motions (Neck)
 

 FORMCHECKBOX 

Limited Range-of-Motions (Shoulder) 

 FORMCHECKBOX 

How much Alcohol? ____/________
 FORMCHECKBOX 

Recreational Drugs?

 

 FORMCHECKBOX 

High Pitched Ringing in Ears
 

 FORMCHECKBOX 

Gallstones



 

 FORMCHECKBOX 

STD’s (Which? ________)



 FORMCHECKBOX 

Unable to Adapt to Stress


12. Liver Function (eyes)






 

 FORMCHECKBOX 
 
Itching





 FORMCHECKBOX 
 
Bloodshot



 

 FORMCHECKBOX 

Hot






 FORMCHECKBOX 

Dry






 FORMCHECKBOX 

Watery





 FORMCHECKBOX 

Gritty



 

 FORMCHECKBOX 

Blurry Vision


 

 FORMCHECKBOX 

Decreased Night Vision

 

 FORMCHECKBOX 

Near - Sighted


 

 FORMCHECKBOX 

Far - Sighte
 

13. Kidney, Urinary Bladder Function

 FORMCHECKBOX 
 
Frequent Cavities, Teeth Problems
 

 FORMCHECKBOX 
 
Easily Broken Bones

 

 FORMCHECKBOX 

Sore Knees



 

 FORMCHECKBOX 

Weak Knees


 

 FORMCHECKBOX 

Cold Sensation in the Knees
 

 FORMCHECKBOX 

Low Back Pain


 

 FORMCHECKBOX 

Memory Problems




 FORMCHECKBOX 

Excessive Hair Loss

 

 FORMCHECKBOX 

Low-Pitched Ringing in the Ears


 FORMCHECKBOX 

Kidney Stones


 

 FORMCHECKBOX 

Bladder Infections


 

 FORMCHECKBOX 

Lack of Bladder Control

 

 FORMCHECKBOX 

Wake to Urinate 2 or More Times
 

 FORMCHECKBOX 

Fear



 

 FORMCHECKBOX 

Easily Startled


 

 FORMCHECKBOX 

Low Libido





14. Urination (Bladder Function)




 

 FORMCHECKBOX 
 
Yellow





 FORMCHECKBOX 
 
Reddish



 

 FORMCHECKBOX 

Cloudy



 

 FORMCHECKBOX 

Scanty



 

 FORMCHECKBOX 

Profuse





 FORMCHECKBOX 

Strong Odor


 

 FORMCHECKBOX 

Burning



 

 FORMCHECKBOX 

Painful



 

 FORMCHECKBOX 

Discharge



 

 FORMCHECKBOX 

Difficult



 

 FORMCHECKBOX 

Urgent



 

 FORMCHECKBOX 

Frequent





Men Only
 

 FORMCHECKBOX 
 
Swollen Testes




 FORMCHECKBOX 
 
Testicular Pain


 

 FORMCHECKBOX 

Impotence



 

 FORMCHECKBOX 

Premature Ejaculation



 FORMCHECKBOX 

Feeling of Coldness in Genitalia
 

 FORMCHECKBOX 

Other?  ________


Women Only

 FORMCHECKBOX 
 
Nausea





 FORMCHECKBOX 
 
Vomiting





 FORMCHECKBOX 

Food Cravings




 FORMCHECKBOX 

Water Retention




 FORMCHECKBOX 

Breast Swelling




 FORMCHECKBOX 

Breast Tenderness




 FORMCHECKBOX 

Headaches





 FORMCHECKBOX 

Migraines





 FORMCHECKBOX 

Dull Pain (Where?  ________)


 FORMCHECKBOX 

Sharp Pain 
(Where?  ________)


 FORMCHECKBOX 

Depression





 FORMCHECKBOX 

Irritability





 FORMCHECKBOX 

Anxiety





 FORMCHECKBOX 

Heavy Menstrual Flow



 FORMCHECKBOX 

Blood Clots





 FORMCHECKBOX 

Pale Blood





 FORMCHECKBOX 

Purple Blood




 FORMCHECKBOX 

Other  (Explain: ________)



Do you have a regular menstrual cycle?  
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Are you pregnant?  
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

Do you have bleeding between periods?
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

Do you have vaginal discharge?  
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Please Fill In The Menstrual Chart:


________ Age of first menstruation

________ Average number of days of menstrual flow



________ Number of days in entire cycle (1st day to 1st day)
________ Number of children


________ Number of pregnancies


________ Age of menopause (if applicable)

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

	Color:
	
	
	
	
	
	
	

	 Amount Of Flow:
	
	
	
	
	
	
	

	 Pain/Cramps:
	
	
	
	
	
	
	

	 Location of Cramps:
	
	
	
	
	
	
	

	 Vomiting (Check If Yes):
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 Nausea (Check If Yes):
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
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