
Green Acupuncture

 Patient Health History
Name: ____________________________________________________

Date: ______/______/______



(first)

       (middle)


(last)





 Gender:   M  F   Marital status:    S    M    D   W    Occupation: ____________________
Employer: ___________________​
Level of education completed:     High School     Bachelors     Masters     Doctorate     Other
Successful health care and preventative medicine are only possible when the practitioner has a complete understanding of the patient physically, mentally and emotionally.  Please complete our questionnaire as thoroughly as possible. Thank you.

1. Please identify the health concerns that have brought you to the Clinic below:


Condition




Past Treatment

a. ____________________________

________________________________________________________



How does this condition affect you? ____________________________________________________________


b. ____________________________

________________________________________________________



How does this condition affect you? ____________________________________________________________

2. If applicable, please list any foods, drugs, or medications you are hypersensitive or allergic to (please include reaction):

___________________________________________________________________________________________________

3. Please list any medications (prescribed and over-the-counter), vitamins, and supplements you are currently taking:

___________________________________________________________________________________________________

___________________________________________________________________________________________________

4. Do you have a pacemaker?           Y          N               
5. Do you have any reason to believe you may be pregnant?

Y
N

6. Do you have any infectious diseases?
Y
N
If yes, please identify: ______________________________________

7. Hospitalizations and Surgeries:

Reason



When


Reason



When


_______________________________________

________________________________________

8. X-Rays/CAT Scans/MRI’s/NMR’s/Special Studies:
Reason



When


Reason



When


_______________________________________

________________________________________


r
How did you hear about us?  Please circle the correct option and specify if applicable.


Patient:______________________	Internet:_______________	Health Fair/Event:___________________


WOM/Friend:_________________	Site Sign/Drive By:_______	Chamber of Commerce:________________


Physician/Medical Office:_______________________________	Other:____________________________


Would you like to receive our email newsletter? Y/N Email Address:__________________________________
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