Mcclical Historg

A” information is confidential and shall not

be shared without your written consent.

Namc Today’s Datc

Date of Birt!ﬁ Flace of Birth Age
Address

Work H‘lonc Homc H‘lone

Ce” Fhone Email

Can ] contact you at work? Can ] email gou?
Emcrgcncg Contact (namc and Phonc #)

How did you hear about this clinic?

Do you or have you ever been diagﬂosed with H]\//A]DS, Hepatitis B, Hepatitis C?

chcnt tests: (Pleasc indicate test results and date bclow)

a Flﬁgsical Q Cholesterol Q Prostate 0 Blood (which?)
aHV/STD a FaP smear a Mammography Q Other:
Test Kesults and Date:

Check any you have had in the past:

Q Diabetes Q Allergies Q Glaucoma O Rheumatic [Tever
Q Heart Discase O C VA (stroke) Q Vein condition 4 Thyroicl disorder

Q Asthma Q Preumonia Q T uberculosis a Emphgsema

O Jaundice Q (Gonorrhea d Mumps d B]eec{ing tenc{ency
a Sgphilis O Measles Q Chicken pox QO Nervous disorder

Q Meningitis a HlvV Q FPolio 0 Mononucleosis

Qa E_Pi]epsg Q High fever Q Hepatitis Q Multiple Sclerosis
Q Faralysis O Cancer QO Migraines Q High blood pressure

d otherlung illhesses O otherliverillnesses O other heartillnesses O other kidneg illhesses

Q other:

lmmunizations:

Surgcrics:

History of )Crcqucnt antibiotic use? O Yes QNo



Major ComPIaint(s), in order of signhcicancc to you: [Next to each comPIaint Proviclc the Fo"owing
information: 1. [ow Iong you have been 5u1CFcring with this condition? 2. [ow often does this comPIaint
bother you? 3. Atit's worst, describe cxactly what haPPcns or how it feels. 4. How Iong does it last
when it is at its worst?]

Comelaint(s):
(1).

2.
3.
4.
(2).
i.
2.
3,
4.
(3).
i.
2.
3.
4.
(4).
i.
2.
3.
4.
(5).
i.
2.
3.
4.

Have you been given a diagnosis for any of these conditions?

Wl‘rat kind of treatments have you tried, and to what extent have tl'rcg helpccl you?




GRID

NOUMB  coo  BURN  +++
ACHE XX PINS [

SHARF AAA  DULL e
MOVING 777 TIXED 000

OTHER 888

Do the Fo"owing imProvc the Pain?
Q Pressure O Cold 0 [Jeat
O [ xercise Q Other

e (/lsing the grid in the upper rig}'nt hand Por’cion of this page, draw the sgmbols on the boclg exac’c]y

where you are exPeriencinggour Paiﬂ***

Pain (check all that aPPIq)

d Mg Pain is unbearable and not!ﬁing helps it

d Mg Pain is worse at night

a Mg Pain is worse in the morning

d ] take Prescribed medication or over the counter
medication to control the Pain

Q | have onig minor aches and Pains

d ] rarelﬂj if ever exPerience Pain

:5trcss

d Mg stress levels are high
4 My rc!ationship with my Par’mcr/
spouse causes me great stress
d Work is stressful & ] dislike myjob
a Mang of my health complaiﬂts
imProvc when | go on vacation

a ] currentlg am unemp[oged

Hcasc list quantity and Frcciucncg of use for the Fo"owing items:

Tobacco per.
Cogee per.
A!coho] per
Sugar per

List any recreational or street drugs you use and tlﬂcirxcrcqucncg

Are you in recovery from a chemical addiction? [f so, what type?




Date:
Date:
Date:
Date:
Date:
Date:
Date:

hermal Perception/QOverall T emperature

DFrequentb feel warm or cxPericnce hot bocl9 temperature (sensation)
D]:rcqucntlg feel cool or expcriencc cold bodg temPcrature (sensation)
QO cel warm at night

DFersPirc at nig]ﬁt

D]:ce! cold at nig]wt

Q [Hot Hashes any time of the day

DFeel hot in my Face, chest, or hands

0 Sweaty hands and or feet

Q Cold feet and or toes

Q Cold hands and or fingers

DHavc a strong thirst for cold }Jevcrages

QfTave a strong thirst for hot/warm beverages

Overall energy

Q Feel worse after exercise

DDhq:icultg keeping eyes open in the clagtime
QOeneral weakness

Q| ow energy or tired Frequcntly

DExPerience an energy clroP in the afternoon

Qj rel\lj on caffeine to getme started in the morning
D] never feel rested

D]’m a “m’ght owl”

Sleep

| Di)cmcicu|t3 Fa”ing aslccP

| Awaken Frcqucntlg c{uring the night (times of nightz )
DFain prevents me from s|cePing

DWakc earlier than ] would norma“y (timc of nig]'wt: )
DSICCP c{eprived (slcep # hours each m’ght)



Date:

Date:

Date:

Date:

Date:

Date:

Date:

Kidneg & Urinarg Blaclclcr

Q] ow back Pain/weakness
O5ore knees/weak knees

Qf ow Pitchcc’ ringing in the ears
QFoor hcaring

D]:cel afraid casilg
DConscrvativc/sting}j

O |ncreased libido

DFOOI" lonchcrm mcmory

a Decreasecl libido

DHavc health Problcms that worsen in the winter
Q7 xcessive hairloss

Q Premature graying of hair

O requent cavities

DI:rcqucnt urination

D\Nake during the niglﬁt twice or more to urinate
DLaclc of bladder control

DI:rcqucnt bladder infections

DHistorg of kidchg stones or Kiclncg stones are a current condition (P|case circlc)

[Heart & Sma“ Intestine

a Hcart Palpitations

a 5hort~tcrm memory loss

DMental confusion

DC]’]est Pain traveling to shoulder
DDhq:icuItg speal(ing/speech difficulties
QFoor balance/bump into oltjects Frequentlg
QQOverly sarcastic/bitter

O5adness

8 Do you seem low in spirit or lack vitality
ORestlessness or Anxiety

QO ver indulge in over excitement activities (eg. extreme sports>
DRCCCHtIB cxPericnced “broken-heartedness”

QOfHave symptoms that worsen in mid-summer
ymp



Date:

Date:

Date:

Date:

Date:

Date:

Date:

| iver& C]a" Bladdcr

O Alternating diarrhea and constipation
EIHiP pain

DAnger casilg or tend to have a “short fuse”
Qf rustration

DDePression

Q Jrritability

Q7 imid

DLacl( of self-esteem or self-worth
ADifficulty making decisions

QDifficulty implementing decisions
QfHeadaches that occur at the base of your skull
QOfeadaches elc{:ecting your eyes or tcmples
Qfdeadache on the top of the head

DNcck tension

DShouIC{er tension

O5ensation of having a |umP stuck in your throat
DH:’gHPitchcc{ ringing in the ears

DBIurrg vision

D“l:loaters” “seeing sPotsy” or othervisual disturbances
DDr9 eyes

DTingling sensation or numbness

OMuscle spasms, twitching, or cramPing
D]mqexible muscles or tight tendons
QSeizures or convulsions

Qfave a sour or bitter taste in mouth

QC rave sour or bitter flavors

QfHave issues that worsen in the spring
DGrinding teethor T M_J diagnosis
Dbritﬂe nails

DTight sensation in the chest

DFain beneath the ribs

DRight sided Pain or discomfort



Date:

Date:

Date:

Date:

Date:

Date:

Date:

5P|ccn & Stomach

OBruise easily

D]ﬁistorg of signhcicant blood loss (trauma/childbirth) or donate blood rcgu!arlg
Dbritﬂe and c{rg hair

DMusc|e weakncss/lack strcngth in arms and Iegs
Q [Frontal headaches

DHave sgmptoms that worsen in late summer
DAbruP’c weiglﬁt gainin past 6 months

DAbruP’c weiglﬁt loss in past 6 months

Q FPoor appetite

DCrave sweets

Q Jendto feel tired after eating

QAbdominal bloating and or gas

DHcmorrhoids

Q] xcessive thinking manhcesting as worry or obsessive
Df:ecl like you lack a sense of stabilitg/centcreclncss
QVaricose veins

QS5inus congestion or chest congestion

DLoose stools or tend towards diarrhea
DUncligestecl food in stools

DFro]aPsed organs/l—vcmias

Qeneral sensation of heaviness in the boclg
OMental heaviness, fogginess, sluggishness
ASwollen hands

DSwo”en feet

DSwo”enjoints

Dburning sensation after eating/hcartbum
DLargc aPPctite

DBacl breath

DMoutl’w (can‘(cr) sores

DBIecding, swo”en, PaimCul gums

QAcid regurgitation

DFrequent belclﬁing or hiccups

OStomach Pain

D\/omiting



Lung & Largc Intestine

Date
Date
Date
Date:
Date
Date
Date

DCougl‘w

ONose bleeds

DDrg mouth and or throat

DDrg nose

DDrg skin

DSOI’C throat

DSmo‘(e cigarettes (# of cigarettes per clag: )

DFronc to rcsPiratorg ailments/di#icultg breathing
DShor‘cncss of breath

DAsthma
DA”ergies (ang except for tree nut a”ergies and shellfish a”ergies)

DFrequentlg catch colds

Qfealth conditions that worsen in the fall

DHistorg of grie]c orloss that feels unresolved

DTcndcncg towards constipation

Qfoul smc”ing stools
DBIoocl in stools

MENONLY:

Mcn’s Hcalth

DSwo”en testes

Q7 esticular Pain

D]mpotencc

DFrematu re tjacu]ation

DFeelng of coldness or numbness in external ger\italia
DDark 3c||ow urine
DFale colored urine

DDribbhng urine




WOME N ONJ Y:

Lcngth oFgour cgcle in clags (ie. average 28-%0 c{ags) o

c{aﬂs

Average number of c{ags of xqow____

Age of first menstruation_
Bleec{ing or spotting between Periods? QVYes ONo
Fregnant’.’ OVYes QNo

Numbcr of Pregnancics
Uncxplainec{ ]mccrtilitg? Q VYes QNo

[nfertility due to structural or Physical origin? @VYes  QONo

Diagnosis of [~ ndometriosis? @ Yes  QNo

Ovarian cysts? AYes  ONo (terine [Tibroids? QVYes QONo
Hgsterectomg (Par‘tia| or complcte) Date:
Are you menopausa|? a Yes DNO

Do you have ear]g mcnoPausal sHmPtoms? a Yes DNO

Other conditions or Proce&ures you would like to mention

Do you exPerience any of the Fo”owing Pre~menstrual sgnclromes?

Q nausea Q vomiting Q water retention Q breast swelling

Q food cravings O headaches U migraines Q breast tenderness
a chression a irritabihtg a anxiety Q other emotions:

Q dull Pain, where? a sl’warP Pain, where?

Flease fill in the Fo“owing menstrual chart:

Dag | D33 2 Day b Dag 4+ Day 5

Day 6

Day 7

Color (normal, bright red, Pale,
brown, rust, dark, PurP|e, other)

Amount of flow (norma], heav\g,
liglwt)

Fain/cramps (location, dull,
sharp, other)

Clots (Iarge, sma”, black, PurPIe,
rec{, other)

\/omiting (check if 365)

Nausea (check ilC\LjCSJ

Othcr

Qf eel tired after your Pcriod Qf eel better during menses
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