
	Name: ________________________
	Date: _______________________



HEALTH HISTORY
________________________________________________________________________

PATTERNS OF ESSENTIAL CARE, PLLC
 (
(281)610-6008
Page 
3
)
	
1. Chief complaint: _________________________________________________________________________________________________________________________________________________________________________________________________________
2. Major symptoms: _________________________________________________________________________________________________________________________________________________________________________________________________________
3. [bookmark: Check1][bookmark: Check2]Have you ever received any treatment for this condition? |_| Yes |_| No
a. If yes, when did you receive treatment? _____________________________ 
b. What was the diagnosis? ________________________________________
c. Where did you receive treatment?
d. Was the result satisfactory? ______________________________________
4. [bookmark: Check3][bookmark: Check4]Have you ever tried acupuncture before? |_| Yes |_| No
5. If you are experiencing pain / discomfort with this condition, please indicate the location using the following illustration. Indicate the feeling and pain level using the following scales:

	Feeling or quality of pain
	Pain scale

	XXX – sharp / stabbing
	0 – no pain

	PPP – pins & needles
	2 – 3 slight pain

	DDD – dull / aching
	5 – 7 moderate pain

	NNN – numbness
	10 – severe
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1. 
2. 
3. 
4. 
5. 
6. List medications you are currently taking and approximate start date (MM/YY):
___________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. List substances to which you are allergic (medications, chemicals, food, etc.)
____________________________________________________________________________________________________________________________________________________________________________________________________________	 
8. List any major surgeries and / or hospitalizations and approximate date (MM/YY):
____________________________________________________________________________________________________________________________________________________________________________________________________________ 
9. Health habits:
a. Select the statement that best describes your current level of  physical exercise:
 Never or rarely engage in exercise
 Engage in some exercise but less than regular
 Engage in at least thirty minutes of exercise three or more times per week. 
[bookmark: Check7][bookmark: Check8][bookmark: Check9][bookmark: Check10]   Approximate intensity level: |_| light |_| moderate |_| heavy |_| combination
b. Select the statement that best describes your smoking status:
 Current smoker
 Former smoker
 Never smoked
c. Select the statement that best describes your alcohol drinking status:
 Current infrequent or light drinker
 Current moderate or heavier drinker
 Former drinker
 Lifetime abstainer
d. [bookmark: Check5][bookmark: Check6]Average number of hours sleep per night: _______. Do you feel rested upon waking? |_| Yes |_| No
e. Average number of fruit and vegetable servings consumed per day? __________
f. Number of times per week red meat consumed? _____________
g. Number of times per week chicken consumed? ______________
h. Number of times per week fish or seafood consumed? ________
10. Please check if you or a family member have (or had) the following conditions:
	Condition
	Self
	Mother
	Father
	Grandparent
(indicate maternal / paternal)

	Heart disease
	
	
	
	

	Hypertension
	
	
	
	

	Stroke
	
	
	
	

	Cancer
	
	
	
	

	Diabetes
	
	
	
	

	Depression 
	
	
	
	

	Other mental illness
	
	
	
	

	Substance abuse
	
	
	
	



1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. Please check all conditions that you currently have and / or experienced in the past year:
	Body System
	Past
	Current
	Condition

	GENERAL
	
	
	

	
	[bookmark: Check11]|_|
	[bookmark: Check12]|_|
	Insomnia

	
	|_|
	|_|
	Fatigue

	
	|_|
	|_|
	Chills / Fevers

	
	|_|
	|_|
	Night sweats

	
	|_|
	|_|
	Sweat easily

	
	|_|
	|_|
	Significant  weight change

	
	|_|
	|_|
	Localized weakness

	
	|_|
	|_|
	Poor coordination

	
	|_|
	|_|
	Catch cold easily

	
	|_|
	|_|
	Strong thirst

	
	|_|
	|_|
	Forgetfulness

	
	|_|
	|_|
	Poor memory

	
	|_|
	|_|
	Enlarged lymph nodes

	SKIN & HAIR
	
	
	

	
	|_|
	|_|
	Rashes

	
	|_|
	|_|
	Hives

	
	|_|
	|_|
	Itching

	
	|_|
	|_|
	Eczema

	
	|_|
	|_|
	Psoriasis

	
	|_|
	|_|
	Pimples or acne

	
	|_|
	|_|
	Bleed or bruise easily

	
	|_|
	|_|
	Dryness 

	
	
	
	Other: 

	HEAD & NECK
	
	
	

	
	|_|
	|_|
	Headaches

	
	|_|
	|_|
	Migraine

	
	|_|
	|_|
	Fainting

	
	|_|
	|_|
	Neck stiffness

	
	|_|
	|_|
	Other: 

	NEUROLOGIC
	
	
	

	
	|_|
	|_|
	Dizziness

	
	|_|
	|_|
	Vertigo

	
	|_|
	|_|
	Seizures

	
	|_|
	|_|
	Tremors

	
	|_|
	|_|
	Numbness / tingling 

	
	|_|
	|_|
	Paralysis 

	
	|_|
	|_|
	Other: 

	ENDOCRINE DISORDERS
	
	
	

	
	|_|
	|_|
	Thyroid disease

	
	|_|
	|_|
	Nutritional disorders

	
	|_|
	|_|
	Metabolic disorders

	
	|_|
	|_|
	Other:  

	EARS
	
	
	

	
	|_|
	|_|
	Infection

	
	|_|
	|_|
	Earache

	
	|_|
	|_|
	Ringing

	
	|_|
	|_|
	Hearing loss

	
	|_|
	|_|
	Other: 

	EYES
	
	
	

	
	|_|
	|_|
	Blurred vision

	
	|_|
	|_|
	Visual changes

	
	|_|
	|_|
	Poor night vision

	
	|_|
	|_|
	Spots

	
	|_|
	|_|
	Glaucoma

	
	|_|
	|_|
	Cataracts

	
	|_|
	|_|
	Double vision

	
	|_|
	|_|
	Eye strain or pain

	
	|_|
	|_|
	Eye inflammation

	
	|_|
	|_|
	Other:

	NOSE, MOUTH, &THROAT 
	
	
	

	
	|_|
	|_|
	Nosebleeds

	
	|_|
	|_|
	Sinus problems

	
	|_|
	|_|
	Allergies / Hay fever

	
	|_|
	|_|
	Recurring sore throat

	
	|_|
	|_|
	Hoarseness

	
	|_|
	|_|
	Grinding teeth

	
	|_|
	|_|
	Difficult swallowing

	
	|_|
	|_|
	Bleeding /sore gums

	
	|_|
	|_|
	Toothache

	
	|_|
	|_|
	Mouth /tongue sores

	
	|_|
	|_|
	Other:

	RESPIRATORY
	
	
	

	
	|_|
	|_|
	Asthma

	
	|_|
	|_|
	Bronchitis

	
	|_|
	|_|
	Frequent colds

	
	|_|
	|_|
	Chronic obstructive

	
	|_|
	|_|
	Pulmonary disease

	
	|_|
	|_|
	Pneumonia

	
	|_|
	|_|
	Cough, persistent

	
	|_|
	|_|
	Coughing blood

	
	|_|
	|_|
	Phlegm production 

	
	|_|
	|_|
	Other:

	CARDIO-VASCULAR
	
	
	

	
	|_|
	|_|
	Hypotension (low)

	
	|_|
	|_|
	Rheumatic fever

	
	|_|
	|_|
	Coagulation disorder

	
	|_|
	|_|
	Blood clots

	
	|_|
	|_|
	Hyperlipidemia (high cholesterol)

	
	|_|
	|_|
	Shortness of breath

	
	|_|
	|_|
	Palpitations

	
	|_|
	|_|
	Angina (chest pain)

	
	|_|
	|_|
	Irregular heartbeat

	
	|_|
	|_|
	Cough, positional

	
	|_|
	|_|
	Edema (swelling of hands / feet / ankles)

	
	|_|
	|_|
	Varicose veins

	
	|_|
	|_|
	Phlebitis

	
	|_|
	|_|
	Poor circulation

	
	|_|
	|_|
	Cold hands / feet

	
	|_|
	|_|
	Raynaud’s Syndrome

	
	|_|
	|_|
	Other:

	GASTRO-INTESTINAL
	
	
	

	
	|_|
	|_|
	Nausea

	
	|_|
	|_|
	Vomiting

	
	|_|
	|_|
	Vomiting blood

	
	|_|
	|_|
	Heartburn / reflux

	
	|_|
	|_|
	Indigestion

	
	|_|
	|_|
	Gas / bloating

	
	|_|
	|_|
	Diarrhea

	
	|_|
	|_|
	Black stools (blood)

	
	|_|
	|_|
	Constipation

	
	|_|
	|_|
	Hemorrhoids

	
	|_|
	|_|
	Rectal pain 

	
	|_|
	|_|
	Abdominal pain

	
	|_|
	|_|
	Bad breath

	
	|_|
	|_|
	Poor appetite

	
	|_|
	|_|
	Other:

	GENITO-URINARY
	
	
	

	
	|_|
	|_|
	Kidney stones

	
	|_|
	|_|
	Painful urination

	
	|_|
	|_|
	Frequent urination

	
	|_|
	|_|
	Burning urination

	
	|_|
	|_|
	Blood or pus in urine

	
	|_|
	|_|
	Abnormal urine color

	
	|_|
	|_|
	Incontinence

	
	|_|
	|_|
	Urgency to urinate

	
	|_|
	|_|
	Other:

	MALE
	
	
	

	
	|_|
	|_|
	Breast lump

	
	|_|
	|_|
	Genital pain

	
	|_|
	|_|
	Penile discharge

	
	|_|
	|_|
	Impotence

	
	|_|
	|_|
	Weak urinary flow

	
	|_|
	|_|
	Lump in testicles

	
	|_|
	|_|
	Enlarged prostate

	
	|_|
	|_|
	High PSA 

	
	|_|
	|_|
	Prostate cancer

	
	|_|
	|_|
	Other: 

	PSYCHO-LOGICAL
	
	
	

	
	|_|
	|_|
	Depression

	
	|_|
	|_|
	Stress / anxiety

	
	|_|
	|_|
	Irritability

	
	|_|
	|_|
	Nervousness

	
	|_|
	|_|
	Easily angered

	
	|_|
	|_|
	Other:

	INFECTION
SCREENING
	
	
	

	
	|_|
	|_|
	HIV / AIDS

	
	|_|
	|_|
	TB

	
	|_|
	|_|
	Hepatitis

	
	|_|
	|_|
	Gonorrhea

	
	|_|
	|_|
	Chlamydia

	
	|_|
	|_|
	Syphilis

	
	|_|
	|_|
	Genital warts

	
	|_|
	|_|
	Herpes: oral

	
	|_|
	|_|
	Herpes: genital

	
	|_|
	|_|
	Other:

	MUSCULAR-SKELETAL / JOINTS & BONES
	
	

	
	|_|
	|_|
	Low back or sciatic pain

	
	|_|
	|_|
	Sore or weak knees

	
	|_|
	|_|
	Rheumatoid arthritis

	
	|_|
	|_|
	Osteoarthritis

	
	|_|
	|_|
	Osteoporosis

	
	|_|
	|_|
	Other joint pain

	
	|_|
	|_|
	Muscle spasm, cramps, twitching

	
	|_|
	|_|
	Fibromyalgia

	
	
	
	Pain or weakness in:

	
	|_|
	|_|
	Neck

	
	|_|
	|_|
	Shoulders

	
	|_|
	|_|
	Arms

	
	|_|
	|_|
	Hands

	
	|_|
	|_|
	Hips

	
	|_|
	|_|
	Legs

	
	|_|
	|_|
	Feet 

	
	|_|
	|_|
	Other:

	AUTOIMMUNE CONDITIONS
	
	
	

	
	|_|
	|_|
	Lupus (SLE)

	
	|_|
	|_|
	Other:

	FEMALE
	
	
	

	
	|_|
	|_|
	Frequent urinary tract infections

	
	|_|
	|_|
	Frequent vaginal infections

	
	|_|
	|_|
	Genital pain

	
	|_|
	|_|
	Genital lesions

	
	|_|
	|_|
	Vaginal discharge

	
	|_|
	|_|
	Pelvic inflammatory disease (PID)

	
	|_|
	|_|
	Irregular menses

	
	|_|
	|_|
	Painful menses

	
	|_|
	|_|
	Menstrual blood clots

	
	|_|
	|_|
	PMS (irritability, cramps, mood swings, etc.)

	
	|_|
	|_|
	Abnormal bleeding (heavy, between periods, etc.)

	
	|_|
	|_|
	Menopausal syndrome (insomnia, hot flashes, vaginal dryness, etc.)

	
	|_|
	|_|
	Breast lumps

	
	|_|
	|_|
	Contraceptive use

	
	|_|
	|_|
	Other: 



Additional questions (women only):

12. [bookmark: Check13][bookmark: Check14][bookmark: Check15]Are you pregnant? |_| Yes |_| No |_| Not sure
13. Last menses: __________________________
14. Days in normal cycle: ___________________
15. Last pap smear: ________________________
16. Last mammogram: ______________________

Notes:
Provide relevant details of conditions indicated if needed. For instance, if abnormal bleeding is checked, indicate how the abnormality manifests, such as in heavy bleeding, spotting in between periods, etc.
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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