To The Point Healthcare

PATIENT INFORMATION

Name Date

Home Address

City State Zip Phone

E-mail Address Cell Phone:

Business Address

City State Zip Phone

Occupation

Place of Birth

Date of Birth Age Height Weight
Soc. Sec. # #H##H-##- (last 4 #)
Sex Marital Status (Single, Married, Life Partner, Divorced, Widowed)

In Case of Emergency Notify

Family Physician Contact #

Are you presently undera Dr's Care ? Yes No Who and for What

Any other therapies which you are involved in?

How did you hear of this office?
Have you ever tried Acupuncture or Oriental Medicine before? Yes No

Insurance Information —( only needed if billing Insurance for treatment )

Insurance Company Contact #
Policy, Plan or Group # Soc. Sec. #
Co-Pay$ Referral Yes No Covered %
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CHIEF COMPLAINT
What are the main health problems for which you are seeking treatment?

Please rate the extent to which your current complaint affects your daily life
(1 = minor; 10 = major)
Please rate your commitment to resolving this problem (1 = minor; 10 = major)
What other forms of treatment have you sought?

PAST MEDICAL HISTORY (check all which apply)
COAllergies [OCancer [Diabetes
CHepatitis  OHigh Blood Pressure Heart Disease

OSeizures  ORheumatic Fever O Surgeries

OVenereal Disease OThyroid Disease OBirth Trauma

O Vaccinations Childhood llinesses JAccidents

O Significant Trauma CMedications 1 Other (please specify)
FAMILY MEDICAL HISTORY (check all which apply and specify which blood relative)

O Cancer OHigh Blood Pressure CHepatitis

CORheumatic Fever OlInfectious Disease O Diabetes

CHeart Disease CSeizures [ Emotional Disorder

O Tuberculosis O Other (please specify)

LIFESTYLE (please indicate the use and frequency of the following)

O Coffee MBlack Tea O Tobacco
OJAlcohol O Caffeinated Beverages ORecreational Drug

C1Exercise (please specify type

MEDICATIONS
Please list any medications and/or supplements you are currently taking.

GENERAL HEALTH (please check all that apply)

OPoor Appetite  [ODisturbed Sleep OInsomnia

OFatigue OPoor Coordination  OWeight Gain

OCold Hands and Feet COONight Sweats JCold Abdomen
OTremors CLarge Appetite CLocalized Weakness
O Strong Thirst OWeight Loss Fevers
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O Poor Balance OBruise/Bleed Easily [ Sweat Easily
OCravings OChills OSudden Energy Drop
O Soft/Brittle Nails Catch Colds Easily  [Other (please specify)

SKIN AND HAIR

ORashes [QOltching CODandruff

COUlcerations [Redness [Eczema
COPsoriasis [Hair Loss CHives

COPimples  [Recent Moles [Other (please specify)

HEAD, EYES, EARS, NOSE, THROAT

ODizziness [Eye Pain OBlurred Vision

OFloaters  [OSpots in Eyes CONight Blindness

ORinging in Ears [OPoor Hearing [Earaches

COHeadaches [Migraines [Recurrent Sore Throats

OSores on Lips/Tongue [ODry Mouth/Throat [Bleeding Gums
CONosebleeds OFacial Pain  [3Jaw Clicking

OToothaches [Other (please specify)

CARDIOVASCULAR

ODizziness [—Low Blood Pressure  [High Blood Pressure
Olrregular Heart Beat [JFainting O Cold Hands/Feet
OChest Pain OSwelling of Hands/Feet  [Blood Clots

O Difficulty Breathing [Palpitations 1 Other (please specify)

RESPIRATORY

OCough [—OCoughing Blood [—Asthma

COBronchitis [Pneumonia O Coughing Phlegm

O Pain with deep breath OShortness of Breath [Nasal Congestion
O Difficulty breathing when lying down  [Other (please specify)

GASTROINTESTINAL

CONausea [Vomiting [ODiarrhea

O Constipation OGas OBloating

OBelching OAbdominal Pain/Cramps  [lIndigestion

O Heartburn/Reflux ORetention of Food in Stomach  [Lack of Appetite
COExcessive Appetite  [Rectal Pain Black Stools

OBlood in Stool COHemorrhoids  [Bad Breath

OSensitive Abdomen  [Chronic Laxative Use [Other (please specify)

GENITO-URINARY

CJPain on Urination O Frequent Urination OBlood in Urine
OUrgency to Urinate [Unable to Hold Urine  OKidney Stones
ODecrease in Urine Flow COlmpotence Sores on Genitals

COWaking at Night to Urinate [ Other (please specify)
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REPRODUCTIVE/GYNECOLOGICAL

Age of 1st Period Age at menopause # Pregnancies
# Live Births # Premature Births #
Miscarriages/Abortions

# days between periods # days of flow

Color of blood

OClots (Color ) OPainful Menses Olrregular Menses
O Premenstrual Symptoms O Strong Menstrual Odor  [Vaginal Discharge
OVaginal Odor OVaginal Dryness O Fibroids

OBreast Lumps/Swellings O Endometriosis O Ovarian Cysts

OSexually Transmitted Disease ~ OUrinary Tract Infection OHot Flashes

O Decreased Sex Drive O Positive Mammogram/Pap Smear

O Other (please specify)

MUSCULO-SKELETAL

CONeck Pain OBack Pain COKnee Pain

COMuscle Pain O Foot/Ankle Pain O Shoulder Pain

OHip Pain COHand/Wrist Pain O Sciatica

COMuscle Weakness Other Joint/Bone Problems (please specify)
NEURO-PSYCHOLOGICAL

O Seizures ODizziness JLoss of Balance

CJAreas of Numbness JPoor Memory COLack of Coordination

O Concussion O Depression CJANxiety

OBad Temper O Easily Stressed OAttempted Suicide

O Treated for Emotional Problems 1 Other (please specify)
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