HEALTH PROBLEM INQUIRY[image: image1.wmf] 


Due to holistic approach of Traditional Chinese Medicine, local medical disorder is considered as result of general imbalance. That is why comprehensive  physical assessment is necessary forchoosing of  appropriate acupuncture protocol. Your responses will heplphysician to make objective evaluation of medical problem.
Thank you.
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GENERAL INFO.

Name__________________________________Date of birth____________  Age______

Address_________________________________________________________________
Height______Weight______  Gender_____  Occupation____________ Position___________

Tel.:________________________  e-mail_____________________  

Marital status_____________________________________  Date ________________

HEALTH PROBLEM.

Complains (starting with main)__________________________________________________

___________________________________________________________________________

___________________________________________________________________________

How long and how often the main complain disturbs your daily activity (work, exercise, sleep, etc)?__________________________________________________________________

___________________________________________________________________________
___________________________________________________________________________

___________________________________________________________________________    

__________________________________________________________________________ 

__________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________________Did you treat it? If “yes”, by which means and how effective__________________________ __________________________________________________________________________
___________________________________________________________________________

______________________________________________________________________________________________________________________________________________________
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PAST PROBLEMS, REQUIRED MEDICAL ATTENTION including dates.
Heart __________
Hypertension___________     Thyroid_____________________
Diabetes__________
Joint ________     Liver________ Cholesterol_______________ 

Mental___________
Skin________ Other____________________________________
Surgical operation (when and what)__________________________________________ 

_______________________________________________________________________ 

Allergy (provide with details) _______________________________________________
_______________________________________________________________________

Workplace stress (provide with details)________________________________________

_______________________________________________________________________

MEDICAL PROBLEM IN FAMILY
________________________________________________________________________
________________________________________________________________________

PRESCRIBED MEDICATIONS___________ _________________________________

ANY MEDICATIONS, USE FOR A LONG TIME IN THE PAST (provide with details)
________________________________________________________________________
EXERCISE (details)_______________________________________________________
________________________________________________________________________
DIET (details)____________________________________________________________

SLEEP (details) __________________________________________________________

INDICATE DAILY/WEEKLY USE OF BELOWMENTIONED SUBSTANCES
Smoking___________
Alcohol__________
Medicine_________
Other__________ Coffe____________
Tea___________
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     0 – No problem







     10-Severe problem
INDICATE THE REGION OF PAIN OR OTHER PROBLEM (give details, if appropriate) 
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WHITH OF THE FOLLOWING CAUSES THE PROBLEM?

	1. Pain
	5. Tiredness
	9. Sleep problems
	13. Emotions*

	2. Taste & eating
	6. Head* & trunk*
	10. Sweating problems
	14. Sexual disorders

	3. Voiding/defecation
	7. Rib cage & abdomen 
	11. Eye & ear problems*
	15. Women problem*

	4. Thirst & drinking
	8. Arms & legs*
	12. Cold/hot preferences
	16. Children problem*


No6: Head covers issues of headache, dizziness, facial pain, nasal obstruction, mouth ulcer, bleeding gums and so on. Trunk relates to joints, back ache, numbness, insomnia, etc. 
No8:  Numbness, feeling of hot/cold, pain or heaviness, joint problems.
No11: Tinnitus, deafness, ear-eye problems ve blurreed vision.

No13: Depression, anxiety, panic attack, etc.

No15: Menstruation, infertility.
No16: Deals with medical problems in children.  

NOTES:_________________________________________________________________

_________________________________________________________________________



Signature _______________________
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