Mclissa Murl:l-la, LA::, MA

Acupursctl.:rjst at Byraun C_]'.iro[:eract:;, FC

This is a CONFIDENTIAL questionnaire to help me determine the best treatment plan for you. If you have
questions, please ask. Thank you.

Name Date

Home Address o
City State Zip

Home Phone Email Work Phone

Occupation Person responsible for your account

Emergency Contact: Mame Phone

Who should we thank for referring you to this office? o

sex [ |Male [ |Female [ |Trans [ IMTE[ ]FTM Height Weight Birthdate Age
Marital Status: (QMamied () Single (ODivorced (OWidowed (DPartnered  Number of children

Have you received acupunciure therapy before? (OQiYes QNo
Whean'? With whom?_
Please indicate any significant illness you or a blood relative (grandparent, parent, or sibling) have had-

lliness You Your Approx. iliness You Your Approx
Relative Date Relative Date

Cancer L] ] Diabetes ] ]

Hepatitis ] [ Heart Disease 1 ]

High Blood Pressure L] ] Seizures ] | . A

Rheumatic Fever ] | Emotional Disorders O Cl

infectious Diseases (I [ Tuberculosis O O

Sexually Transmitted Diseases: [ |Gonorhea [ |Syphiis [ JHIV [“|Chiamydia [ |Herpes Date
List any medications and supplements you are currently taking: (Continue on back if necessary.)
Medicine Dosage Feason Ficwn long Prescribed by Date of lgst checkup

Check the bax if any of the following statements are true:

[ 1 have known allergies []1 am taking Coumadin/Warfarin
]| have a pacemaker (11 am taking lithium (Eskalith, Lithobid, Lithonate, Lithotabs)

What are the main health problems for which you are seeking treatment?

¥What other forms of treatrment have you sought?

List any other health problems you now have.

List any accidants, surgenies, or hosplitalizations finclude daie),

List any allergies, food sensitivities, or food cravings you have, -




Please indicate the use and frequency of the following:

Yes No How
much

Yes No How
much

Coffee/black tea Tobacco Q Q

Q O
Q O

Age of 17 period (menarche) Are you pregnant? QYes Q No #of pregnancies______
Age of last period (menopause) # of live births: #ofabortions = #ofmiscamiages
Number of days between periods Date of last Gynecologic Exam ____Pap Smear

Number of days of flow Mammeogram ___ _BoneDenstySecan
Color of flow ___ ___ FResults

ciats? QYes QMo Color

Average number of pads you use perday: 1"day_ 2 day = 3" day 4" day + days

Have you been diagnosed with: [JFibroids CIFibrocystic Breasts OEndomatricsis|_Jovarian Cysts[_|PID Other
Location of Pain: [_] Lower Abdomen [ ] Lower Back [ ] Thighs (O Other
Mature of Pain (Please indicate before, during, or after menses) Other symptoms related 10 Menses:

Cramping Stabbing [ Discharge [Jvaginat dryness [ Headache
Buming — Aching [ Nausea [ constipation [ piarhea

Dl Blosting [ swotten breasts [ mood swings [ Ravenous appetite
ey e it [JPoorappette [ Hot flashes [ night sweats

Bearing down sensation -

[Date of last prostate check wp
Lab resubts

Dlnmamdlmuu szemdm Dinmnﬂ

Jmmmms

Ersquency of Urination: daytme nighttime Calor of urine() clear O murky odor
Symptoms related to prostate
[Jerostate problems [Joetayed stream [C] Post-void dribbling [ Incontinence [] retention of urine
[] Erectile dystunction (ED) [ |Increased libide [(Decreased ivido [ | Premature ejacuistion [ impatence
[]Back pain [ Groin pain [ Testicutar pain [IDecreased force of stream [_| BPH/Entarged prostate
Cother x

Theﬂﬂmwxsa.‘uufsymmcms that you may or may nol ever expenence. Flease indicate az folfows:

no mark __ = never expenence, check mark =" = sometimes experience, plus sign _+ = frequently experience
___lack of appetite | ___angina pans ____&ye problems —__urinary problems
__ excessive appefite | __ abdominal pain | __jaundice (yellowish ___fatigue
___loos=a stoal or diarrhea | ___chest pain ayes or skin) ___edema
___digestive problems, ___ sciatic pain | __difficulty digesting oily foods | __ biood in stool ’
indigestion _ headaches galistones ___black tarmy stool
___vomiting ___pain or cold in —_light colored sioal __easily bruised
___beiching. burping i the genitsl area ___soft or britle nails ___difficult to stop bleading
___heartbumyrediux —_o@sity angered o agitated ___asthma
___feeling retention of —_cough —_difficulty in making — tendency o catch
food in the stomach shortness of breath | plans or decisions colds easily
___tendency to becoms —decreased sense of smeill _—__spasms or twitching — miolerance to
obsessive in work, ___nasal problems of muscles weather changes
relationships | __skin problems o __allergies ,
__feeling of claustrophobia ___low back pain ___hay fever
—insomnia, difficulty sleeping | __bronchitis ___knee problems __ dizziness
___haart palpiations __colitis or diverticulits ___hearing impairment —_tendency to faint easily
___cold hands and fest __ constipation ___&ar ringing __high cholestera] levels
___ nightmares _—_hemorhoids ___kidney stones ____sudden weight koss
__mentally restiess __ recent use of antibiotics __ decreased sex drive |
hair loss |
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