


Spring Mountains Acupuncture

Patient Information

All information is kept strictly confidential 


Patient Name: 			                        	   		                                         	.       
               
Address:                                                                                                                                             . 


Best contact number:                                                                                                                          .
 

Occupation:                                                                                                                                        . 


Marital Status? Spouse/Partner name?                                                                                               .                                                                                                                           

Email address:                                                                                                                                    .

Current Health Care Provider(s) and specialty; phone number. 

                                                                                                                                                            .
 
                                                                                                                                                            .

Have you ever been diagnosed with any blood-born illness? Please give a brief explanation. 

                                                                                                                                               .

Current Medication(s) and condition(s) you are taking them for: 
                                                                                                                                               .
 
                                                                                                                                               .

                                                                                                                                               .

Vitamins/Supplements you take and dose: 

                                                                                                                                               .

                                                                                                                                               .
[bookmark: _GoBack]


What can I do to help you? Please briefly describe your chief complaint and any secondary issues. I’ll ask for lots of details during your appointment.

                                                                                                                                              . 

                                                                                                                                              . 

                                                                                                                                               .  

                                                                                                                                               .

Please list any past surgeries, broken bones, trauma (including car accidents/abuse), major illnesses or any medical diagnoses you have: 

                                                                                                                                               .

                                                                                                                                                .

                                                                                                                                                .


Do you have any scars anywhere? 

                                                                                                                                               .

                                                                                                                                               .


How much water do you drink every day? (Please be as accurate as possible)

                                                                                                                                               .

What kind of caffeinated beverages do you drink, and how much per day? 

                                                                                                                                               .


Is there any other information you would like me to know? 


                                                                                                                                               .


                                                                                                                                               .


Please answer the following questions as accurately as possible. If you are not sure, put a question mark by the question. Some of the questions are repeated (deliberately); please answer all of them. I know this is a long questionnaire. I appreciate the time you are investing in filling it out. It will help me help you!

Do you have: 
Lower back weakness, soreness, pain or knee problems? 		Y	N
Ringing in your ears or dizziness?				Y	N
Late afternoon or night sweats? 					Y	N
Hot flashes?							Y	N
Women: 
Vaginal dryness?						Y	N
Is your midcycle fertile cervical mucus scanty or missing?	Y	N
***
Sore or weak back?						Y	N
Cold feet, especially at night?					Y	N
Are you typically colder than those around you?			Y	N
Low libido?							Y	N
Wake up at night or early morning to urinate?			Y	N
Early morning loose, urgent stools?				Y	N
Swollen ankles or feet? 						Y	N
Women:
Profuse vaginal discharge?					Y	N
Lower back pain premenstrually	?				Y	N
Does your menstrual blood tend to be dull in color?		Y	N
Cramps during your period that respond to a heating pad? 	Y	N

****
Frequent fatigue?						Y	N
Poor appetite?							Y	N
Lower energy AFTER a meal?					Y	N
Bloating after eating?						Y	N
Cravings for sweets/sweet things (including fruit)?		Y	N
Loose stools, abdominal pain, or digestive problems?		Y	N
Cold hands and feet?						Y	N
Are you prone to feeling heavy and sluggish?			Y	N
Does your head feel heavy or groggy?				Y	N
Do you bruise easily?						Y	N
Do you think you have poor circulation?				Y	N
Varicose veins?							Y	N
Do you lack strength in your arms and legs?			Y	N
Worry a lot?							Y	N
Low blood pressure?						Y	N
Copious sweating even if you are not hot, without exertion?	Y	N
Hot flashes during the morning or early afternoon?		Y	N
Do you feel dizzy or light-headed, or have visual changes 
when you stand up quickly? 				Y	N
Frequent colds, or allergies?					Y	N
A diagnosis of hypothyroid or anemia?				Y	N
Have you gained or lost a lot of weight unintentionally 
in the last year? 					Y	N
Do you think you are hypoglycemic?				Y	N
Women: 
Have thin, watery or pinkish menstrual blood?			Y	N
More fatigue around ovulation or menstruation?			Y	N
Loose stools premenstrually?					Y	N
Spotting a few days or more before or after your period?		Y	N
Menstrual cramps accompanied by a bearing down sensation 
	in your uterus or vaginal area?				Y	N

****
Are you prone to getting chapped lips?				Y	N
Are your finger- or toenails brittle?				Y	N
Are you losing hair (all over your head, not in patches?)		Y	N
Diminished night time vision?					Y	N
Dizziness when you stand up?					Y	N
Women: 
Get dizzy or light-headed around your period?			Y	N
Scanty and/or late menstruation?				Y	N
Migraines? 							Y	N
****
Periodic numbness of your hands and feet (especially at night?)	Y	N
Varicose or spider veins?					Y	N
Red hemangiomas (cherry-red spots) on your skin?		Y	N
Chronic hemorrhoids?						Y	N
Is your lower abdomen tender to the touch?			Y	N
Women: 
Do you have brown or black menstrual flow?			Y	N
Do you feel midcycle pain around your ovaries?			Y	N
Do you have clots in your menstrual blood?			Y	N
Do you have painful, unmovable breast lumps?			Y	N
A diagnosis of endometriosis or uterine fibroids?			Y	N
Piercing or stabbing menstrual cramps? 				Y	N
****
Are you prone to depression?					Y	N
Are you prone to irritation, anger, rage?				Y	N
Heartburn or wake up with a bitter taste in your mouth?		Y	N
Get headaches on the sides of your head?			Y	N
Stomach pain or pain on the sides of your torso?			Y	N
Do you feel frustrated by life/job?				Y	N
Are you feeling stressed?					Y	N
Blurred vision?							Y	N
Burp a lot or are flatulent?					Y	N
Women: 
Do you get irritable premenstrually?				Y	N
Bloating or irritable around ovulation?				Y	N
Does ovulation feel like it lasts longer than it should?		Y	N
Breast tenderness/soreness around ovulation?			Y	N
Premenstrual breast distension or pain?				Y	N
Premenstrual bloating?						Y	N
Painful menstruation?						Y	N
Do you feel menstrual cramps in your outside genital area?	Y	N
Is your menstrual blood thick, dark, or purplish in color?		Y	N
****
Do you wake up early in the AM and have trouble 
getting back to sleep? 					Y	N
Heart palpitations (heart racing) especially when anxious?	Y	N
Nightmares?							Y	N
Low spirits or lack vitality?					Y	N
Agitation or extreme restlessness?				Y	N
Excessive sweating, especially on your chest?			Y	N
Feel overwhelmed easily?					Y	N
Trouble prioritizing things? 					Y	N
Do you get anxious in social situations?				Y	N
****
Are you thirsty for cold drinks most of the time?			Y	N
Do you feel hotter than those around you seem to?		Y	N
Do you wake up sweating or have night hot flashes?		Y	N
Do you break out with red acne?					Y	N
Are you prone to constipation? 					Y	N
Women: 	
Do you have a short menstrual cycle?				Y	N
****
Cystic or pustular acne?						Y	N
Urgent, bright or foul-smelling stools?				Y	N
Joints that ache, especially with movement or rain?		Y	N
Are you overweight?						Y	N
Women: 
Fibrocystic breasts?						Y	N
Menstrual blood with stringy tissue or mucus?			Y	N
Are you prone to yeast infections or vaginal discharge?		Y	N
Vaginal/and or rectal itching?					Y	N
****
Asthma, either chronic or exercise-induced?			Y	N
A tendency to get colds easily?					Y	N
Chronic dry cough? 						Y	N
Feeling of breathlessness?	  				Y	N
Difficulty inhaling?						Y	N
Difficulty exhaling?						Y	N
Experiencing grief or loss?					Y	N
	
 

Thank you for taking the time to fill out this questionnaire!
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