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Health History Questionnaire

Information for your Acupuncturist.

Please complete this document as thoroughly as possible. Some of the questions that follow may seem unrelated to
your condition; however, they may play a major role in diagnosis and treatment, All information is strictly confidential

General Patient Information

Date: / /
Name:

Address:
Cify: State: le Code:

Home Phone: Work Phone: Cell Phone:
Would you like to receive our e-mail newslettery [J YES [ NO

Email:
Age: Date of Birth: / / Place of Birth:
Marital Status: [1 Married [ Single [ Divorced [0 Widowed [ Domestic Partnership [0 Other

Name of Spouse/Partner/Other:
Guardian (if under 18):

Cender: [J MALE [J FEMALE Height: Weight:
Social Security Number: = - Drivers License Number:
Occupation: Employer:

Employer Address:

State: Zip Code:

City:

Goal from acupuncture or other services we offer:

Is there anything limiting you from care> (0 NO [ YES (explain)

Name of primary physician/practitioner:

How did you hear about our office?

Other physicians/therapists seen for this:

Medications you are currently taking: 1) 2) 3)
4) 5) 6) 7)
Prescribed by:

For treatment of:

Results:
Supplements/Vitamins/Herbs:
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