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Health Record

ALL INFORMATION IS STRICTLY CONFIDENTIAL

NAME: AGE: DATEOFBIRTH: __ (M)/ __ (©)/ ____(Y)
ADDRESS: HEIGHT: WEIGHT:

cITY: PROV: POSTAL CODE:

OCCUPATION: EMAL:

TEL (CEL): TEL (HOME): TEL (WORK):

EMERGENCY CONTACT: FAMILY PHYSICIAN:

REFERRED BY: [T sineLe [ parTNER [T mARRIED
HAVE YOU RECEIVED ACUPUNCTURE: OR CHINESE HERBS BEFORE? [ wioowep [ separaren [ pivorcen

MAIN REASON(S) YOU ARE SEEKING TREATMENT:

WHEN DID THIS CONDITION BEGIN?

HAVE YOU BEEN GIVEN A DIAGNOSIS BY ADOCTOR? IF SO, WHAT?

Health History
SIGNIFICANT ILLNESSES:

[] cANCER, TYPE [C]HeART DISEASE
[JoiaBetes [JrHEUMATIC FEVER
[C]HepaTiTis [JmHYRrOID DISEASE
[C]HiGH BLOOD PRESSURE []seizures

SURGERIES (YEAR):

[C] ALLERGIES /ASTHMA [] anemia
[CJaps/Hiv+ ] MENTAL ILLNESS
[ ARTHRITIS OTHER ILLNESSES:
[] HerPES

SIGNIFICANT TRAUMAS (ACCIDENTS, FALLS, ETC.) OR ILLNESSES (YEAR):

ALLERGIES (FOODS, DRUGS, ETC.):

MEDICATIONS - PLEASE LIST ALL SUPPLEMENTS, PRESCRIPTION AND NON-PRESCRIPTION DRUGS YOU ARE CURRENTLY TAKING. PLEASE INCLUDE TYPE (PILLS, TABLETS, LIQUIDS, SPRAYS, SUPPOSITORIES, ETC.) AND SPECIFY DOSAGE:

OCCUPATIONAL STRESSES (CHEMICAL, PHYSICAL, PSYCHOLOGICAL):

DO YOU EXERCISE REGULARLY? DESCRIBE:

HABITS / FREQUENCY

CIGARETTES / DAY RECREATIONAL DRUGS / WEEK

ALCOHOL / WEEK GLASSES WATER / DAY

CAFFEINE / DAY OTHER(S):

WHAT RELIEVES THE PAIN (HEAT / COLD / MASSAGES / REST / EXERCISES, ETC.)?

WHAT AGGRAVATES THE PAIN (WEATHER / HEAT / COLD, ETC.)?

ARE YOU PAIN FREE?

(NO PAIN) 1 2 3 4 5 (SEVERE PAIN)

ON THE FIGURES BELOW, PLEASE MARK THE AREAS OF PAIN / CONCERN:

,

SENSATIONS / PAIN:
[ sHare 1 surning [ moves [ sHooting
I mneune [Jou [] severe [ numBNESS
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CURRENTLY SEEING THE FOLLOWING PROFESSIONAL:

[ PHYSIOTHERAPIST [C] MASSAGE THERAPIST

[ otHER:

] cHiroPrACTOR

[ naturoPaTH

CARDIOVASCULAR:
D HIGH BLOOD PRESSURE D LOW BLOOD PRESSURE D CHEST PAIN OR TIGHTNESS D IRREGULAR HEARTBEAT
D HIGH CHOLESTEROL D FAINTING D COLD HANDS / FEET D SWELLING IN HANDS / ANKLES / FEET
D HEART PALPITATIONS D NECK STIFFNESS D DIFFICULTY BREATHING D POOR CIRCULATION
D OTHER:

'RésﬁwiAio'R{(: ..........................................................................
D CHRONIC COUGH D COUGHING BLOOD D ASTHMA D BRONCHITIS

D PNEUMONIA
D PRODUCTION OF PHLEGM

D OTHER:

WHAT COLOR?

D HAY FEVER /ALLERGIES

D SINUS PROBLEMS

D DIFFICULTY BREATHING WHEN LYING DOWN

D TIGHT CHEST

GASTROINTESTINAL:

D NAUSEA
D GAS
D VOMITING

D PAIN OR CRAMPS

D BELCHING
D HICCUPS
D OTHER:

D SENSITIVE ABDOMEN
D BAD BREATH

D HEMMORROIDS
D RECTAL PAIN

D ITCHY ANUS

[ srack stooL

[ eLoooy stoot

[ oiarrrea

[ constieation

[ ALTERNATING LOOSE / CONSTIPATION
Coaxarveuse — weex

TYPE:

BOWEL MOVEMENTS:

FREQUENCY

COLOR

ODOR

TEXTURE / FORM

MUSCLE AND JOINTS:
D NECK PAIN
D SPINAL CURVATURE
D WEAKNESS
D OTHER:

D MUSCLE PAIN
D DIFFICULTY WALKING

D JOINT PAINS (WHERE):

[ eack ean (WHERE):

D BODY HEAVINESS

NEUROPSYCHOLOGICAL / EMOTIONS:
[ seizures
[ consiperen /ATTempTED Suicioe
[ TReATED FOR EMOTIONAL PROBLEMS

[ retaxen/caim

[] saoness
[ orer

[ renreu
[ anxiery

[J oepression
] ANGRY / FRUSTRATED

D IRRITABLE OFTEN / EASILY

D OTHER:

[] poor memorY
[ ean Temper

[J over tHinkinG

[T wanc
[ imarient

[ concussion
[ Arens oF NumeNESS

[ easiy stressep

[ anxious

GENITO-URINARY:
D PAIN ON URINATION
D UNABLE TO HOLD URINE
D URGENCY TO URINATE

D FREQUENT URINATION

D OTHER:

[ sLooo murme
[ Excessive Or SCANTY URINATION

[ seowermne

D WAKE UP TO URINATE: HOW OFTEN?

[ kioney sones
[ venereac oisease
[ eam merinG cenmauia

I NIGHT; TIME:

D GENITAL LESIONS / DISCHARGE
D IMPOTENCY

D DECREASED LIBIDO
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EARS:
D RINGING IN EARS

D OTHER:

D POOR HEARING

D EARACHES

EYES:

D EYE STRAIN

D COLOR BLINDNESS

D SPOTS / FLOATERS

D OTHER:

NOSE, THROAT, MOUTH, HEAD:
D TEETH PROBLEMS

D GUM PROBLEMS
D SWOLLEN GLANDS

D COPIOUS SALIVA

L everan [ poor vision [ sk sunoness
L camracrs [ sLurry vision

[ otasses [ repsurninG imery eves

[ nose sLeeos [ sinus ProsLEMS [Jory MoutH ) THIRST
[ orv moutH ] orv HROAT

[ crinoiNG TEETH [ sirrer TasTE INMoUTH

[ Faciac pai [CImucus

[ envarcED LyPH GLANDS ] RecURRENT SORE THROATS: / MONTH

D SORES ON LIPS OR TONGUE

D DIZZINESS
D OTHER:

D MIGRAINES

SKIN AND HAIR:
D ITCHING / DRYNESS
D ECZEMA/PSORIASIS

D ACNE

[ sruise easiy

D OTHER:

D HIVES
D RASHES

D CHANGES IN HAIR / SKIN TEXTURE

[ uLcerations

D HOT FLASHES
D ACNE
D NIGHT SWEATS

D LOSS OF HARR

D EASILY / SPONTANEOUS SWEATING
D DANDRUFF

D NAILS BREAK EASILY

HOW WELL DO YOU SLEEP?

[ sounn /resTruL

D INSOMNIA

D HOURS OF SLEEP PER NIGHT:

[ orricucry FaLLNG AsLEep

D VIVID DREAMS / NIGHTMARES

[] wake up EsiLY /EARLY

[ ehsteer

ARE YOU STRESSED OR RELAXED?

WHAT IS YOUR ENERGY LEVEL?

[] oream pisturseD
|:| HEAVY SLEEP

(RELAXED) 1 2 3
(LOWENERGY) 1 2 3

5 (STRESSED)

5 (HIGH ENERGY)

APPETITE?

D NORMAL / HEALTHY

D HUNGRY, BUT NO DESIRE TO EAT

D RAVISHING HUNGRY

D ANY TASTE IN MOUTH?

[ roor appeire

D NEED TO EAT SEVERAL MEALS

PREFERRED FLAVOUR: [ Jemrer [ Jsweer [Jspicy [Jsav  [Isour

FOR WOMEN - PREGNANCY AND GYNECOLOGY

[ NuMmBER OF PREGNANCIES:
[] AGE AT FIRST MeENSES:
[] rLow (pescrisey:

[] &R conTROL TYPE:

[ sIRTH conTROL DURATION:

[] wumeer oF BiRTHS:
[ vastmenses:
[ ctots

[ vacinaL sores

[ vaciNaL DIscHARGE

PREFERRED DRINKS: [_Jwarm [ _Jcoo []omer:

[] PremaTuRE BIRTHS:
[] venses buraTiON:
[T Lastpap smear:
[ sreastLumes

[ menorausE:

[] miscarriaces:
[] rrecuLAR PERIODS
[ currentLY PREGNANT

[ currenTLY NURSING



