Yong Kang Chinese Medicine Clinic
Health History Form

Date:




	Name
	Age
	Sex
	Height 

	Weight

	Address
	Date of Birth

	
	Place of Birth



	Home phone
	Work phone
	Cell phone


	Which is the best number to reach you?
	Email
Would you like to receive our monthly newsletter? Yes ☐   No ☐

	Occupation
	How did you hear about us?


	Emergency contact name/number



	Have you been treated by acupuncture or Oriental Medicine before?    Yes o No o

Have you been treated by chiropractic, osteopathic or other types of manipulation? Yes o No o

	Allergies (drug, chemical, food/ results of exposure) 




Main problem(s) you would like help with: 


How long ago did this problem begin (please be specific) 


To what extent does this problem interfere with your daily activities (work, sleep, eating)?
How you would like this problem to change?


Have you been given a diagnosis for this problem? If so, what?


What kinds of treatment have you tried?

Herbs taken in past 2 months:


Vitamins and supplements taken in past 2 months:


Occupational Stress (chemical, physical, psychological, etc)


Do you have a regular exercise program? Yes o No o    Please describe:


Please describe your average daily diet:

Morning:


Afternoon:


Evening:


How many packs of cigarettes do you smoke per day?


How much coffee, tea or cola do you drink per day?


How much alcohol do you drink per week?


	Previous diagnoses – 

Please put a checkmark in the next column if you have ever been diagnosed with:
	
	Previous diagnoses – 

Please put a checkmark in the next column if you have ever been diagnosed with:
	

	Asthma/Emphysema/Bronchitis
	
	Depression/other mental illness
	

	Thyroid problems
	
	Heart problems
	

	Hemophilia
	
	Tuberculosis
	

	HIV/AIDS
	
	Stroke
	

	Sexually Transmitted Disease
	
	Kidney disease
	

	Multiple Sclerosis
	
	Anemia
	

	Hepatitis or other liver disease
	
	Epilepsy
	

	Eating Disorder
	
	Cancer
	

	High Blood Pressure
	
	Chemical dependency (alcohol, drugs)
	

	Rheumatoid arthritis
	
	Diabetes
	

	Other arthritis
	
	Other (please describe):
	

	
	
	
	

	Please list below any prescription medications you are currently taking:
	Start date:
	The reason they were prescribed:
	Side effects

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



