

Date: _________________


                         PROPOINTS ACUPUNCTURE HEALTH HISTORY  
	Last ____________________________________ First ___________  MI _____  

Birth Date _____________   Spouse/Partner Name _______________________  

Address ___________________ City _______________   State ____  Zip __________

Home Phone ______________________
Current Occupation ______________________  Employer ________________________

Who referred you to this office? ______________________________
Person we may contact regarding your healthcare ________________
Your Primary Physician________________

Address___________________________ Phone______________

Are you currently under the care of this physician? If yes, please explain: ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

If the need arises, may I consult with this physician?   Yes  No



	CURRENT CONCERN

What is the reason for your visit today? ​​​​​​​​​​​​​​​​​____________________________ 

Has your condition been previously diagnosed by your physician? Yes  No

Date of last physical exam ______________________________
What treatment have you already received for this condition?  
    Medications, Surgery, Physical Therapy, Chiropractic, None, Other

If yes, please explain: __________________________________________

____________________________________________________________
Are you now taking any prescription medications?

If yes, please list: ______________________________________________

_____________________________________________________________

Have you ever had an allergic reaction to any drug?  Explain
_____________________________________________________________

_____________________________________________________________
Any other allergies?  (e.g., pets, foods, environmental)

_____________________________________________________________
Are you taking any vitamins, herbs, minerals or other supplements?  
If so please list: ________________________________________________

______________________________________________________________
______________________________________________________________

______________________________________________________________
PHONE NUMBERS

Home___________________   Work_____________________   ext._____        

 Cell____________________    FAX______________________
Spouse/Partner  Home__________________   Work____________________   

 Cell____________________    FAX______________________
Best time of day to reach you________________________
IN CASE OF EMERGENCY, CONTACT

Name_______________________   Relationship_______________________
Home_______________________   Work_________________   Cell_____________________


	ACCIDENT INFORMATION
Is condition due to an accident?    Yes     No       Date___________________

Type of accident: Auto___   Work___  Home____  Other______________________

To whom have you made a report of your accident?

   Auto Insurance___ Employer___ Workman’s Compensation ___Other___


	HABITS

Smoking   yes   no
     packs/day? __________
Alcohol   yes   no
     drinks/week? __________
Coffee/Caffeine Drinks yes  no
     cups/day______________
High Stress Level   yes   no
     reason?________________
Recreational Drug Use  yes  no
     type/frequency?____________
Over the counter Drugs:

    Tylenol, Advil, Aspirin, cold
     formulas, other____________
	WORK ACTIVITY

Sitting__________
Estimate daily %______


Standing___________
Estimate daily %______

Lifting______________
Estimate daily %______

Heavy Labor_____________
Estimate daily %_____


	EXERCISE

None___________
Moderate ____________
Daily ________________
Heavy _______________

How much cardio do you include?_______________

Check which ones you do the most:

Bike___ Walk___

Run___ Swim___

Surf___ Yoga___

Dance___ Weights___

	FAMILY HEALTH HISTORY:  i.e. Cancer, Diabetes, Cardiovascular, etc.

Father__________________________________________________
Mother__________________________________________________

Siblings__________________________________________________
Grandparents_____________________________________________


	MEN


Prostate Screening _______  

PSA Level _______

Premature ejaculation _____

E.D./Difficulty Maintaining Erection ________

Fertility_______________

Vasectomy_____________

Colonoscopy____________

Discharge______________

	WOMEN


Age of 1st period__________

Is your cycle regular_________

Length of cycle_____________

Duration of flow____________

Any spotting_____________

Any clotting_____________

PMS_____________________

Vaginal Discharge___________


Cramps____________________

Birth Control method___________

Pregnancies_________________

Births______________________

Miscarriages___________________

Last PAP_____________________

Last Mammogram______________

Bone Density Test______________

Colonoscopy___________________

	VITAL HISTORY

     Chemo/Radiation________________
     Diabetes_____________________
     Hemophilia___________________
     Hepatitis A, B, C,D,E_____________________
     HIV/AIDS______________________________
     Hypertension____________________________
     Pacemaker______________________________
     Pregnancy_______________________________
     Seizures_______________________________
     TB____________________________
     Bleeding Problems__________________________________


	HEALTH HISTORY

Circle "Yes" or "No" to indicate if you have had any of the following:



	 Acid Reflux   Yes   No
 AIDS/HIV   Yes   No
 Alcoholism   Yes   No
 Allergies   Yes   No
 Anemia   Yes   No
 Anorexia   Yes   No
 Appendicitis   Yes   No
 Arthritis, Osteo   Yes   No
 Arthritis, Rheumatoid   Yes   No
 Arrhythmia   Yes   No

 Asthma   Yes   No
 Bleeding Disorders   Yes   No
 Breast Lump   Yes   No
 Bronchitis   Yes   No
 Bulimia   Yes   No
 Cancer   Yes   No
 Candidiasis   Yes   No
 Cataracts   Yes   No
 Chemical Dependency   Yes   No
 Chicken Pox   Yes   No
 Chlamydia   Yes   No
 Diabetes   Yes   No
 Depression   Yes   No
 Eczema   Yes   No
 Emphysema   Yes   No
 Epilepsy   Yes   No

 Fibroids   Yes   No
	 Fractures   Yes   No
 Glaucoma   Yes   No
 Goiter   Yes   No
 Gonorrhea   Yes   No
 Gout   Yes   No
 HPV/Warts   Yes   No
 Headaches, Migraine   Yes   No
 Headaches, Tension   Yes   No
 Heart Disease   Yes   No
 Hernia   Yes   No
 Herniated Disc   Yes   No
 Herpes   Yes   No
 Hemorrhoids   Yes   No
 High Cholesterol   Yes   No
 Kidney Disease   Yes   No
 Liver Disease   Yes   No
 Measles   Yes   No
 Miscarriage   Yes   No
 Mononucleosis   Yes   No
 Multiple Sclerosis   Yes   No
 Mumps   Yes   No
 Osteoporosis   Yes   No
 Osteopenia   Yes   No
 Parkinson's Disease   Yes   No
 Pinched Nerve   Yes   No
 Pneumonia   Yes   No
 Polio   Yes   No
 Prostate Problems   Yes   No
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