
ACUPUNCTURE

ConfidentiaI Patient History

Name:　　　　　　　　　　　　　　　　　　　　　　　Date:

Ci出

Postai Code:

Ce= Number:

Work Number:

Marital Status (Circle) S M W D

Referred bv:

Address :

Province :

Phone Number:

EmaiI:

Occupation:

Birth Date:

HSN:

What is your reason for consulting our clinic today?‥

List any other heaIth probiems or concems you are experIenClng:

Piease Iist activites you do on a daiiy basis (Iifting, tyPing, PrOIonged sitting/standing)



CircIe any of the fo=owing conditions that you are PRESEN丁い/ experiencing,

ResDi ratory: GastrointestinaI :　　　　Cardiovascular:

Chronic Cough Nausea

Chest Pain Vomiting

Difficulty Breathing Diarrhea

NeuroioaicaI :

VisuaI Disturbances

Co-Ordination D軸Culties

Dizziness

Slurred Speech

Foot巾Ouble

FaciaI Numbness

D珊cuity Swallowing

Muscle & Joint:

High BIood Pressure

Hardening of the Arte「ies

Swe冊ng of AnkIes

Stiff Neck Arthritis

Back Ache Neck Pain

Swolen Joints

Headache

Pain in Shoulders

Spinai Curvature

FauIty Posture

Please mark anv areas of Dain on the figu「es bele辿


