GENERAL SYMPTOMS
™ Tremors

" Headache

™ Fever

" Sweating

I Fainting

" Dizziness

" Convulsions

" Insomnia

" Fatigue

" Anxiety, nervousness
" Depression

" Unexplained weight loss
I Forgetfulness

" Numbness or pain in limbs
I Confusion

" Paralysis

" Loss of taste

I Dental decay

" Gum troubles

I Feeling cold
I Feeling hot

EYES, EARS, NOSE & THROAT
I Failing vision

I Blurred vision

" Eye pain

" Eye strain

I Floaters

I Eye inflammation
" Glaucoma

" Earache

I Loss of hearing

" Ear discharge

I Ear noises, tinnitus
" Nose bleeds

I Nasal obstruction
" Nasal drainage

" Loss of smell

I Sinus infection

" Hay fever

I Allergies

I Sore throat

" Hoarseness

I Difficult speech

I" Difficult swallowing
I Tonsillitis

" Enlarged thyroid
" Swollen glands

I Frequent colds

SKIN

I Skin eruptions
[ Eczema

" Dry skin

I Bruises easily
™ Psoriasis

" Rashes

" Sensitive skin
" Hives

RESPIRATORY

" Cough

" Asthma

I Frequent colds
[ Chest pain

I Difficult breathing
" Wheezing

CARDIOVASCULAR

I Rapid heart beat

I Slow heart beat

I Irregular heart beat
I High blood pressure
I Low blood pressure
I Pain over heart

I Previous heart attack
" Hardening of arteries
I Swelling of ankles

I Poor circulation
" Heart palpitations

™ Varicose veins
MUSCLE & JOINT
[ stiff neck

" Pain between shoulders

" Backache

™ Painful tail bone

™ Foot trouble

" Hernia

I Spinal curvature

I Swollen joints

[ stiff or painful joints
I Arthritis

" Sore muscles

™ Weak muscles

I Walking problems
I Sciatica

GENITOURINARY
I Frequent urination
I Scanty urination
[ Painful urination
" Blood in urine

" Pus in urine

Date

Check current conditions. State duration and frequency next to condition. Underline and date former conditions.

I Kidney infection or stones

" Bedwetting
I Inability to control urine

™ Prostate trouble
I Foul smelling urine
I Discolored urine

GASTROINTESTINAL
I Intestinal pain

I Mouth / tongue ulcers
I Difficult chewing

I Belching

" Nausea

" Gas

I Vomiting

I Vomiting of blood

" Pain over stomach

I Distention of abdomen, bloating
I Constipation

" Diarrhea

" Loose stools

I Blood in stool

I Colon trouble

" Hemorrhoids

" Intestinal parasites

I Liver trouble

" Gall bladder trouble
™ Colitis

I Difficult weight loss

FEMALE

I Painful menstrual periods
I Excessive flow
I Hot flashes

I Irregular cycle

"' Cramps or backache

I Previous miscarriage
I vaginal discharge

I vaginal pain

I Infertility

I Breast lumps

"' Menopausal symptoms
"' Abnormal bleeding

" Reduced sexual energy
" Pregnancy

I Pregnancy complications

MALE
I Genital pain
" Reduced sexual energy
" Premature ejaculation
" Seminal emission
" Impotence
I Discharges



Three Treasures Community Acupuncture, LLC

Health History

Often minor symptoms are clues to energetic imbalances. Please complete the forms as carefully as
possible. This is a confidential record of your medical history and it will be kept in this office. Informa-
tion contained here will not be released to any person except when you have authorized us to do so.

Name Date
Address City Zip
Home Phone Cell Phone Work Phone
Birthdate Email address

Occupation Employer Referred by

Single __ Married/Partnered ___~ Divorced __ Widowed

State your chief complaint here.

Date of onset Cause of chief complain

Rate today’s severity of chief complaint. 0L 2 3 4 5 6 7 &® 10

No symptom Moderate trouble Severe trouble with complaint
What makes chief complaint better?
What makes chief complaint worse?
Is chief complaint getting worse? Yes No Unsure
Does chief complaint interfere with  Work Sleep Daily routine Other

Who have you previously consulted about this comf?a

Secondary complaints

Please indicate all surgeries, type and year:

Have you ever been advised to have surgery thahatagone? Yes  No___ If so, explain

Hospitalizations for anything other than surgery?

Please list supplements and/or medications

Please list any childhood illnesses

Please list and date any physical and or emotinaamas

Family History: Has your mother or father ever had:

" cancer " Heart disease " Mental disorder

I Stroke I High blood pressure Fg'COhogsm

" Di ™ Asthma rug abuse
Diabetes F othar

I Arthritis I Allergies



Name:

Please indicate areas of pain or other discomfort using the symbols
below.

1t moderate
1t severe
Pulsing
. slight
o moderate
[TY) strong
Temperature
i colder
normal
1 hotter
Physical
0 sores
11 rashes
—+— | spasms




Name:

Do you have or have you ever had any of the follong?

[ Cancer " Heart disease " Mental disorder
[ Pacemaker I™ High blood pressure I Alcoholism
I Diabetes I Hepatitis I Drug abuse
I Bleeding disorder " HIVIAIDS I Other
In general, how would you describe your energy leve
0 1 2 3 4 5 6 7 8 9 10
exhausted often fatigued moderate good exdellen

How would you describe your appetite?
0 1 2 3 4 5 6 7 8 9 10
absent weak moderate good too hungry

How would you describe your typical diet?

Do you crave any of the following flavors?
sweet salty sour bitter spicy _other

On average, how many hours do you sleep each night?

Do you ever experience any of the following? If yestate the number of times per month
in the blank.

Hard to fall asleep Restless sleep
Wake too early in the morning Easy wadgerhard to fall back to sleep
Do not feel rested in the morning Insammth indigestion
Nightmares Excessive dreaming
Feel hot or sweat at night Restless legs
Other
Do you currently smoke cigarettes? no yes
If you have smoked in the past and quit, how manyears smoking? How many
years since you have smoked?
Do you currently drink alcohol? no yes, average # of ___ drinks weekly
Do you currently drink caffeinated drinks? no yes, per week
If female: Any chance you are pregnant now? no, yes

Number of pregnancies: Number of obild Number of miscarriages/abortions:






