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Absolute Health Science

HEALTH HISTORY Date: / /

Narme, st and ast (a5 you woukd ke (0 be caled) [Gender (dentity | Age:
‘Address: Gy ‘Postal Code:

Home Phone #: OtherPhane # Work _Call _Oher | Emat

Date of Bt Emergency contact Contact#: Relationshi:
Bestform of contact Wan 1 jon our maing Ist? | fyour legal name i diferer from ycur prefered name and you want us fo have f, puthere:

What pronouns woukd you Ike 1o bo address ed by (her,him, i, they, elc)

‘Occupation

Physidan

Prysicans Phone #

Fow did you hear of our cinic? Who can we thank for he referral?

T you been Veated by acupunciuee before?

O No Oyes / /

MAIN CONCERNS

i complains 1 concoms in
he fems that make t beter

condition (1=no symptoms, 10=worst ever)

HEALTH HISTORY
i and noto the yoear it stated.
history of the condition.

YOU Yeur FMLY

Cancer  tpe(s)? *'“‘ Yo ‘m“ Osteoporosis + "
ey | KicheyDisease 1 "
E:::ﬁ: 4T g | AutimmuneDiseasd
Wihen i this strt? — 4 | Anemia [
Heat makes & beter ion Bood Pressure | —n | RheumatcFever
g o
Exercise / Actiy: ber nochenge  worse SezureDisorder ! rles  testl
‘Thyroid Disease ' " Forms
1 10| Asthma ' "
Pacemaker te..m
Would you like support cuting back on any  po you exercise regularly? 1 Yes 1 No
‘addictive habits?_ Ifso0, whatand how ofien:
When didthis stat? a0 Are you nrecouery?.
Heatmakes it better nochange worse Any recent majorlfe change?.
Cold makes it. better nochange worse
Domp weskrer " peter ::zmg: s DIET 0o you have a special dict now or I the past? (e, e, v A,
1 10
MEDICATIONS
Piesse note wht e or s atyou ke requialy orcmrte)
‘When did tis start? ago —
Heat makes it: beter nochange worse
Coldmakesit  beter nochange worse SURGERIES
Gamp ot betw nochare  wom Plese note what happencd o whatbody aes snd when t ccured (nl. dental
Brerise/ Ackity betlr nochange  worse
1 10

On the following page, please check the appropriate boxes and indicate where you fall on the continuums.
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TEMPERATURE

How warm/cold do you feel (not in degrees) relative to other people? (do you wear more or less layers, etc.)

con HOT
O Cold hands or feet O Thirst with no desire to drink (1 Night sweats O Hot hands  feet, chest
O chills O Absence of thirst O Unusual sweats O Hot flashes
O Cold “inthebones’ [ Excessive thirst When______am/pm [ Hot in the afternoon
O_Areas of numbness [0 Thirst for cold / hot drinks ___ Where on body O_Hot at night
MoisTure
Your overall body moisture (hair, skin, mouth, bowels, etc.)
DRY oIy
O Dry skin/hair/nails O Drylips O Edema/sSwelling ___where onbody? [ Oily skin/hair
O Dryeyes O Orythroat O Rashes O Pimples
O_Drynose/nosebleeds [ Drymouth 00 itching O_Weight gain / loss
DIGESTION
DIARRHEA CONSTIPATION
BM: How often? __x/every__days [ Gas/Bloating [ Nausea/Vomiting O Dry stools
Stools keep shape? 1Y [N O Belching O Bad breath O Difficult to pass
O Alternating diarrhea/constipation 1 Poor appetite [ Heartburn O Tired after BM
O_indigestion 0 18s O_Excessive hunger O_Foul smelling stools
ENERGY
Low HIGH
O suddenenergydrop [ Dependence on caffeine [ Shortness of Breath O Hard to concentrate
Timeofday:______ [ Wired/ungrounded feeling [J Heart palpitations O Poor memory
O Energy drop after eating [ Body/Limbs feelheawy [ Blood pressure high/low [ Dizziness / lightheaded
O _Fatigue O_Body / Limbs feel weak O_Bleed / Bruise easily O_Headaches Jwk
Steep EmoTIONS Eves, EARs, NOSE THROAT
# Hours pernight ______ O Anger O Grief O Poor vision O Poor hearing
O Difficulty falling asleep O Irritability 0 Depression | Night blindness O Ringing in ears
O wake ___xnight @ __am/pm | Anxiety O Joy O Redeyes O Excess earwax
O Wake to urinate How often?__ |0 Worry [ Fear O Itchy eyes O Sore throat
O Disturbing dreams O Obsessive [ Timid/shy | Spotsinfrontofeyes [ Dental problems
O Restless sleep thinking I Indecision | O Sinus congestion O Mouth sores
O Not rested on waking O sadness O Phlegm (color___) O Cough

HORMONAL | HORMONAL _Age at last menses: O Hot flashes ___x/day ) Vaginaldryness | 0 Other
BALANCE | CHANGes  Yearchangesbegan:____ [ Nightsweats___x/wk [ Lossof sexdrive
Age at first mens O Heavy periods O Cramps T Mood changes
Length of full cycle O Light periods OBefore bleeding [ Fatigue with menses
Length of menses: ___days [ Painful periods Olfirst day O Digestive changes w/menses
Last menses startdate ___/___ (1 Irregular periods Oouringperiod ' Mideycle spotting
# of pregnancies ___ O Changes in O Clots O VYeast infections
#of births___ premature ___ body/psyche priorto [ Breast tenderness
#of abortions/miscarriages ___ menstruation (pms)

URINARY OmHER
Fluidin=flidout OY ON O Urgenturination O Change insexdrive: i § O Prostate disease
O Decrease in flow/dribbling O Frequent urination O Erectile dysfunction O Genital pain
O Difficulty starting/stopping 0 Pain/burning sensation | [ Premature ejaculation O Fibroids/cysts
O Incontinence O Cloudy urine O Infertility O Hernia
O Kidney stones O Blood in urine O Discharge O Hemorrhoids

1S THERE ANYTHING ELSE YOU WOULD LIKE US TOKNOW? PLEASE DESCRIBE ON THE BACK OF THIS FORM OR ASEPARATE SHEET OF PAPER. THANKS!
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