Wild Roots Acupuncture & Wellness Date:
Health History Questionnaire

Name: DOB: Pronouns:
Address: City: State: Zip:
Email: Phone #: Occupation:
Medical Doctor (Primary): Have You Had Acupuncture Previously? Yes No
How Did You Hear About Us?:
Main Complaint
Does this pain/issue interfere
e When did this start? with your work? (circle one)
®  What does this issue prevent you from doing/accomplishing? Yes No
Heat makes it better no change worse
Cold makes it better no change worse
Damp weather better no change worse
Exercise/Activity better no change worse

Please rate the intensity of this complaint 0 being none to 10 being the worst you can imagine.
Mark B for when intensity is at its BEST and W for when intensity is at its WORST.
0< 1 3 5 7 9 >10

Have you seen other specialists for this issue?

Secondary Complaint

2. Does this pain/issue interfere
e When did this start? with your work? (circle one)
What does this issue prevent you from doing/accomplishing? Yes No
Heat makes it better no change worse
Cold makes it better no change worse
Damp weather better no change worse
Exercise/Activity better no change worse

Please rate the intensity of this complaint 0 being none to 10 being the worst you can imagine.
Mark B for when intensity is at its BEST and W for when intensity is at its WORST.
0< 1 3 5 7 9 >10
e Have you seen other specialists for this issue?

Are there any other concerns you’d like to discuss?

Do you experience headaches/dizziness?

Do you have any trouble sleeping?

Do you have any trouble digesting your food? (pain, gas, bloating, belching, acid reflux, slow/fast)
How often do you have a bowel movement? With ease?

Do you have any issues with urination?

Do you feel like you have enough energy to get through the day?




How would you rate your stress level (0 — none, 10-unmanageable)?

Do you experience anxiety, depression, or any other mental health symptoms?

Have you ever been diagnosed with Lyme, Epstein Barr Virus, or had mold exposure?

Have you been diagnosed with any communicable disease (HIV, Hep C)?

Please list medications/supplements you take:

Please list any other medical diagnosis you have:

Is there anything else you’d like us to know about you?

Women: Please fill out all that apply:
Are your cycles regular (28-32 days)? Last period date:
How long does your period typically last? Do you ovulate?

Are you taking any type of BCP or other hormonal therapy?
Are there any PMS or period symptoms you’d like to discuss?

# Pregnancies: ___# Births Are you pregnant? Are you trying to conceive? If so, how long?

Are you exploring other methods of conception - IVF, IUl, medications, herbal supplements?

History of OB/GYN issues (PCOS, endometriosis, etc
), surgeries?

Are you experiencing any menopause type symptoms?

Men: Any male concerns you’d like to discuss?:







