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Western Medical● HEALTH HISTORY INTAKE
_______________________________________________________________________________
Welcome to LIV acupuncture. To provide you with the best, most comprehensive care possible, we request that you provide the following information. All information is held strictly confidential and is released only with your written permission.

	Last Name:                                          First:                                   Age:             M/F
	Practitioner Notes
Please do not write in this area

	Primary Presenting Problem (or Proposed Surgery) with Date of Onset:

	

	Secondary Issue with Date of Onset:

	

	Do you have a history of:
	Yes
	No
	Treatment Sought/Used
	Year
	

	AIDS/HIV
	
	
	
	
	

	Anemia
	
	
	
	
	

	Alcoholism
	
	
	
	
	

	Allergies (food or seasonal)
	
	
	
	
	

	Bleeding problems/disorders 
	
	
	
	
	

	Birth defects or  Birth trauma
	
	
	
	
	

	Cancer, Tumors, Lipoma 
	
	
	
	
	

	Chemical Dependency
	
	
	
	
	

	Depression, Mental Illness
	
	
	
	
	

	Diabetes  Juv./Type I or II
	
	
	
	
	

	Epilepsy or Seizure Disorder
	
	
	
	
	

	Heart Trouble, Disease 
	
	
	
	
	

	Hepatitis
	
	
	
	
	

	Low Blood Pressure
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	

	Mental illness (you or family)
	
	
	
	
	

	Mononucleosis
	
	
	
	
	

	Prosthesis
	
	
	
	
	

	Rheumatic fever 
	
	
	
	
	

	Stroke 
	
	
	
	
	

	Suicide Attempt
	
	
	
	
	

	Thyroid disease
	
	
	
	
	

	Tuberculosis 
	
	
	
	
	

	Venereal disease 
	
	
	
	
	

	
Names of other Physicians, Practitioners
	
    Treatment Sought
	
  Year
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
ALLERGIES: Please list type and reaction                                                  NONE
	

	Name of Drug/Item/Food
	Reaction
	Name of Drug/Item
	Reaction
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	MEDICATIONS ( The more information you can provide the better)
	Practitioner Notes
Please do not write in this area

	 EVER TAKEN / ARE TAKING?
	Yes
	No
	Year
	How Long?
	Brand/Descr/Dose
	






















You Must Tell Your Acupuncturist if the Answers in this Section Change at any Time during your Treatment Course.

	   Blood pressure pills
	
	
	
	
	
	

	   Cortisone/steroids
	
	
	
	
	
	

	   Diet pills
	
	
	
	
	
	

	   Diabetes pills
	
	
	
	
	
	

	   Thyroid pills
	
	
	
	
	
	

	   Tranquilizers
	
	
	
	
	
	

	   Water pills/Diuretics
	
	
	
	
	
	

	   Antacids
	
	
	
	
	
	

	   Aspirin
	
	
	
	
	
	

	   Antibiotics
	 
	
	
	
	
	

	   Birth control pills
	
	
	
	
	
	

	   Blood thinner pills
	
	
	
	
	
	

	   Laxatives
	
	
	
	
	
	

	   Pain pills
	
	
	
	
	
	

	   Sleeping pills
	
	
	
	
	
	

	  ● Vitamins/Herbal Meds.
	
	
	
	
	
	

	   
	
	
	
	
	
	

	
	
	
	
	
	
	

	   OTHER:
	

	
IMPORTANT
Have you ever had bleeding problems?           Yes               No
Have you ever had a blood transfusion?          Yes               No   Date:_______
Do you wear a pacemaker or medical device?      Yes     No
Are you on Blood Pressure Medication?                Yes     No
Do you Faint or become Nauseous easily?            Yes     No

Are You Currently Pregnant?    Yes   No   Possibly - Days Late_____
Trying to Become Pregnant?     Yes      No   
	

	
Major Surgeries or Hospitalizations: (Reason and Date) _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	



	
PERSONAL HABITS/RISK FACTORS
	Practitioner Notes
 Please do not write in this area

	
	Yes
	No
	Answers
	







































If there are any special concerns you would like to discuss with the Acupuncturist please continue on the reverse of this sheet. Thank you for providing us with this important information.

	Do you smoke or chew tobacco?
	
	
	No. packs/day:
	

	Have you ever smoked in the past?
	
	
	Years:
	

	Have you ever tried to quit?
	
	
	# Times:
	

	Coffee, Cola or  Energy drinks Daily?
	
	
	                             /day
	

	Do you eat 3 meals/day?
	
	
	
	

	Do you eat snacks regularly?
	
	
	
	

	Do you have any eating problem?
	
	
	
	

	Restrictive Dietary habits?
	
	
	Frequency or No.:
	

	Low:      fat    cholesterol     salt
	
	
	Other:
	

	No. servings/day vegetables/fruits
	
	
	                
	

	No. servings/day grains
	
	
	               
	

	No. times/week you eat red meat
	
	
	
	

	No. servings/day dairy
	
	
	
	

	No. caffeine drinks/day
	
	
	
	

	No. alcoholic drinks     /day    or      /week
	
	
	Type:
	

	No. times “drunk”/year
	
	
	
	

	Ever had a drinking problem?
	
	
	When:
	

	Ever had a drug problem?
	
	
	When:
	

	Ever used intravenous drugs?
	
	
	Date last used:
	

	Any history of addiction to anything?
	
	
	What:
	

	Do you use sleep aids or relaxants?
	
	
	                /Week
	

	No. hours sleep per night on avg.?
	
	
	
	

	Any history of exposure to known Toxins?
	
	
	
	

	Medical Intervention history?  (Rehab) 
	
	
	
	

	    Do you Exercise regularly?
	
	
	
	

	    What exercise do you do?
	
	
	
	

	    How often/week?                   /week
	
	
	Duration:
	

	What do you do to relieve stress?
	
	
	
	

	When is the last time you felt Well?
	
	
	
	

	Any hobbies?
	
	
	
	

	Occupation:
	
	
	
	

	Do you enjoy your job?
	
	
	
	

	Is your job a risk to your health?
	
	
	   
	

	If yes (in any way), please explain:
	

	SOCIAL HISTORY
Are you:                  Married              Veteran 
      Divorced        Single          
      Widowed       Living with “signif. other”
	Do you have children?
          Yes           No
If yes, please list No. & age(s)

_____  _____ _____ ______
	

	
SEXUAL HISTORY                             Yes
	
No
	
No. of Cesarean Sections:


No. of Times Breastfeeding?

	

	 Are you sexually active?
	
	
	

	 Is sex unsatisfactory in any way?
	
	
	

	 Issues with Libido? (Chronic)
    Intermittent issues?
	
	
	

	 Pain on Intercourse?
	
	Infertility Issues?     Y  /   N

Miscarriages    # __________
	

	(Men) Erectile Dysfunction?
	
	
	

	 On Meds that affect sexual activity?
	
	
	



	
WORK ACTIVITY:    

Sitting              % of Time_______
Standing          % of Time_______
Light  Labor      % of Time_______
Heavy Labor    % of Time_______

	
 STRESS LEVEL:    Low      Moderate      High      Very High 
 REASON FOR STRESS:   PERSONAL      WORK     FINANCIAL    

 CONCURRENT STRATEGIES/THERAPIES                                  None  



	
PAIN:                                None 

 Sharp              Tingling
 Dull                 Cramps
 Throbbing       Stiffness
 Numbness      Swelling
 Aching             Burning
 Shooting          Worse in Day
 Heaviness       Worse at Night
	
 PAIN (Continued) OR OTHER ISSUE:

●Does it interfere with   Work   Sleep   Recreation   Daily Routine

●How often do you experience this?                /day              /week

●Is it (Circle One)           Constant?     Or does it       Come and Go?

What makes it better? ___________________________________________
What makes it worse? ___________________________________________
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