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TODAY’S DATE:  ____________________
Personal Information (please print clearly)

Health History Questionnaire (Please take the time to fill this out thoroughly)

Have you received acupuncture before? If yes, when and for what conditions? __________________________________

_________________________________________________________________________________________________

Chief Complaint
What primary health issues are you looking to have treated? When did they begin? ______________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

What are your current goals for treatment? ______________________________________________________________

_________________________________________________________________________________________________

Have you been given a diagnosis? What and by whom? ____________________________________________________

What other treatments or therapies have you tried or are you currently using to manage your primary health issue(s)? If 

using any medications, herbs, or supplements please give names and dosages _________________________________

_________________________________________________________________________________________________

What worsens or improves your symptoms? _____________________________________________________________

Do you have any implants, joint replacements, heart pacemaker, or other devices? If yes, please describe ____________ 

_________________________________________________________________________________________________  

Name: ________________________________________________________________ Date of Birth: ______________

Address: _______________________________________________________________________________________

Email: ____________________________________________ How you found us: _____________________________ 

Cell#: _______________________  Other#: ____________________ Is it ok to leave voicemails?    ❑ Yes    ❑ No

Gender:  ❑ M  ❑ F   ❑ Other: _________________ Relationship: ❑ Married ❑ Single ❑ Other: ____________________

Emergency Contact:_________________________________ Phone Number for Contact:_______________________

Occupation: _______________________ Employer (if student, list school): ___________________________________

Primary Treating Physician: ____________________________ Physician’s Phone #: ___________________________

Date of Last Visit to Physician: ______________ Reason for Visit: __________________________________________

Is your condition a result of a work related injury?    ❑ Yes   ❑ No     If yes, date of injury: ________________________

Is your condition a result of a car accident?    ❑ Yes   ❑ No          If yes, date of accident: ________________________
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Shawna Seth, L.Ac., Dipl. Ac.       TODAY’S DATE:  _________________________

Medical History  Please check all that apply and circle if current:

For any of the above checked conditions, dates, additional detail, etc: _________________________________________

_________________________________________________________________________________________________

Please list any allergies or sensitivities to drugs, foods, environmental irritants, or other substances: _________________ 

_________________________________________________________________________________________________

Please list other current medications/supplements, when you started taking them, and the reason for taking them: ______ 

_________________________________________________________________________________________________

Please indicate if you use or have used any of the following substances:

❑ Tobacco ❑ Alcohol ❑ Coffee ❑ Cannabis/ THC ❑ Other or describe use per day or week ________________________ 

_______________________________________________________________________________________________

Do you have or think you may have any addictions? ❑  Yes   ❑  No 

Would you describe your life or job as particularly stressful? _________________________________________________

Do you exercise regularly?  ❑  Yes    ❑  No   If yes, what kinds and how often? __________________________________

_________________________________________________________________________________________________

Do you have or have you had any of the following conditions?  Please check all that apply and circle if current:

Are there any other conditions you would like to discuss not mentioned on this questionnaire? If so, please elaborate:

_________________________________________________________________________________________________

Name: __________________________________________  Date of Birth: _____________________________

❑  Arthritis ❑  Diabetes ❑  Heart Disease ❑  Kidney Disease ❑  Seizures

❑  Asthma ❑  Drug/Alcohol Abuse ❑  Hepatitis ❑  Liver Disease ❑  Surgeries

❑  Blood Disorder ❑  Fibroids (Uterine) ❑  HIV/AIDS ❑  Lung Disease ❑  Thyroid Disorder

❑  Cancer ❑  Gall Bladder Disease ❑  Hypertension ❑  Stroke ❑  Other

❑  Catch cold easily ❑  Dry skin/scalp/hair ❑  Vision problems ❑  Asthma/wheezing ❑  Frequent urination

❑  Night or day sweats ❑  Itching ❑  Facial pain ❑  Pneumonia ❑  Incontinence

❑  Fatigue/Low energy ❑  Eczema ❑  Nosebleeds ❑  High blood pressure ❑  Wake to urinate

❑  Difficult fall asleep ❑  Acne ❑  TMJ ❑  Low blood pressure ❑  Urinary tract infection

❑  Wake easily at night ❑  Headaches ❑  Teeth/gum problems ❑  Heart palpitations ❑  Yeast infections

❑  Wake too early ❑  Dizziness/vertigo ❑  Breathing difficulty ❑  Cold hands or feet ❑  Kidney stones

❑  Nightmares ❑  Ringing in ears ❑  Phlegm production ❑  Fainting ❑  Painful menstruation

❑  Sleep Apnea ❑  Eye pain or itching ❑  Chronic cough ❑  Pain urinating ❑  Changes in sex drive

❑ Constipation ❑  Diarrhea ❑  Painful bowel mvt ❑  Abdominal pain ❑  Painful intercourse
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Pain Diagram  Circle the areas where you feel pain and/or discomfort. Feel free to annotate and draw as needed. 
If you have no pain or discomfort, you can leave this page blank.

Please check all that apply. 

The pain is: ❑ Aching ❑ Dull ❑ Numb ❑ Sharp ❑ Deep ❑ Superficial

With Pressure With Cold With Heat In AM In PM 
Better ❑ ❑ ❑ ❑ ❑ 
Worse ❑ ❑ ❑ ❑ ❑

I have been diagnosed with (check all that apply and provide approximate date of diagnosis):

Arthritis ❑ ______________ Muscle Cramping ❑ ____________  
Bone Pain ❑ ______________ Muscle Pain ❑ ____________  
Fractured Bone ❑ ______________ Repetitive Strain ❑ ____________  
Herniated Disc ❑ ______________ Swollen Joints ❑ ____________  
Joint Pain ❑ ______________ Other: ___________________ ❑ ____________  

On a scale of 1 to 10, 10 being the worst, please rate your pain level (use a scale that makes sense to you)

Worst: _________ Least: _________ Average: _________ Now: _________

Additional notes: _________________________________________________________________________________

_________________________________________________________________________________________________

Name: __________________________________________  Date of Birth: _____________________________

_______________________________________________________________________________________________ �3


