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[image: image1.emf]HEALTH HISTORY QUESTIONNAIRE
Name:__________________________________________________  Date: _______________

Address:______________________________________________________________________

Phone: (H): ________________  (W):_______________  ( Cell ): _________________  
Email _______________________________


Emergency Contact & Number: ____________________________________________________________








Date of Birth: _____/_____/_____  Age:______ Gender:   M     F   Marital Status:  S    M    D    W

How did you hear about us? ______________________________________________

Please identify your health concerns in order of importance below:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any foods, medications or environmental substances you are hypersensitive / allergic to and their reactions:

___________________________________________________________________________

_____________________________________________________________________________

Please list any medications (prescribed or over the counter), vitamins, herbs or supplements you are currently taking:

_____________________________________________________________________________

Do you have any reason to believe you might be pregnant?

Y
N

If so, how far along are you? ___________________________________________
Do you have any infectious diseases?  
Y   N   If yes, please identify: ____________________

Family History: Circle those applicable:

Cancer

Diabetes


Heart Disease

High Blood Pressure

Stroke

Mental Illness

Obesity

Osteoporosis

Celiac disease

Autoimmune disease

Blood Pressure: What is your most recent reading: ______/______ 
When was this reading? __________

Your height: __________
Your current weight:  ________________

List any hospitalizations and surgeries: 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
In this section please circle any symptoms/conditions you experience now and underline any you have experienced in the past:

Emotional:

Mood Swings
 Nervousness
  Mental Tension      Depression
       Anxiety     Excessive Stress   

Energy and Immunity:

Fatigue       Slow Wound Healing     Chronic Infections      Chronic Fatigue Syndrome

Head, Eyes, Ears, Nose and Throat:
 

 Impaired Vision
      Eye Pain/Strain
  Glaucoma
 Glasses/Contacts

Tearing/Dryness      Impaired Hearing
   Ear Ringing
  Headaches
Sinus Problems

Nose Bleeds       Frequent Sore Throats    Teeth Grinding   TMJ/Jaw Problems    Allergies
Respiratory:
Pneumonia     Frequent Colds
  Difficulty Breathing    Persistent Cough
  Shortness of Breath         
Other Respiratory Problems: _________________________________

Cardiovascular :

Heart Disease
   Chest pain         Swelling of Hands or Feet          High Blood Pressure

Palpitations/ Flutter
Stroke
    Heart Murmurs   Varicose Veins          Rheumatic Fever


Other cardiovascular problems: ____________________________________________________

Gastrointestinal:

Ulcers
     Changes in Appetite
    Nausea/Vomiting
Epigastric Pain
     Excess Gas

Heartburn
Gallbladder Disease 
 Liver Disease
    Hepatitis           Hemorrhoids

Abdominal Pain
     Bloating
Constipation
   Diarrhea
  Rectal Bleeding

Urinary: 

Kidney Stones
   Kidney Disease          Painful Urination
        Frequent Urination

Blood in Urine       Frequent Urinary Infections       Frequent Urination at Night

Menstrual/Birthing History: 

Irregular Cycle
     Breast Lumps/Tenderness
      Heavy Periods           Vaginal Discharge

Menopausal Symptoms
     Premenstrual Problems       Bleeding between Cycles
          Clotting

Painful Periods
  Infertility       
When was last Pap smear? _________   Results:_____________

Female Reproductive:      
 Age of First Menses?​​​_______      # Days of Menses: _________  

Length of Cycle: ______    Birth Control Type: ________   # of Pregnancies: ________

# of Miscarriages: ______     # of Live Births: ______       # of Abortions: ________

Male Reproductive: 

Sexual Difficulties       Prostate Problems    Testicular Pain/Swelling     Penile Discharge

Musculoskeletal: 

Neck/ Shoulder Pain
Upper Extremity Pain
Lower Extremity Pain       Muscle Weakness

Back Pain:  Upper    Mid    Lower        Joint Pain : Where:________________________________

Neurologic: 

Vertigo/Dizziness       Paralysis
 Numbness/ Tingling
   Loss of Balance               Seizures
Endocrine: 
Hypothyroid     
      Hyperthyroid     Hypoglycemia    Diabetes   Night Sweats    Feeling Hot/Cold

Skin:    

 Eczema/Hives
        Rashes        Psoriasis        Acne
Is there anything else we should know? _______________________________________________

_____________________________________________________________________________

Lifestyle: 

Do you typically eat at least three meals a day?    Y     N     If no, how many? ________________

Do you exercise?  Y     N       If yes, how long/ how many days per week? _______ /___________

How many hours per night do you sleep? _____    Do you wake up during the night?  Y    N   

Do you go back to sleep with no problem?    Y   N          Do you wake up rested?   Y    N

Occupation ___________________________  How many hours per week do you work? _______

Do you enjoy work?  Y   N     Why/ Why not? _________________________________________

Nicotine/Alcohol/Caffeine Use: _____________________________________________________

Have you experienced any major trauma?  Y   N     Explain: _____________________________

_____________________________________________________________________________

How many glasses of non-caffeinated, non- carbonated beverages do you drink a day? ________
Interests/hobbies:_____________________________________________________________
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Mandatory Disclosure Statement, Informed Consent, and Cancelation Policy

This disclosure statement is in compliance with the State of Colorado, Department of Regulatory Agencies, Colorado Statute Title 12 Article 29.5. All rules and regulations set forth by the Department of Health are strictly adhered to including proper cleaning, sterilization, and sanitation of equipment and office. 

Education and Experience: 

Christy Kennedy completed her Master of Science in Traditional Chinese Medicine from the Colorado School of Traditional Chinese Medicine. This four-year program consists of 2,850 hours of education including 990 hours of clinical practice. Christy’s training included acupuncture, herbal therapy, internal medicine, moxibustion, tui na, cupping, electrical stimulation, eastern and western nutrition, auriculotherapy, and energetic exercise. Christy completed additional training in Esoteric Acupuncture, Auricular Medicine, Cosmetic acupuncture, Low level laser therapy, Acutonics, Trigger point dry needling (Levels 1 and 2), Reiki, Five Element Acupuncture and a clinical internship at The Chengdu University of Traditional Chinese Medicine in China.  Christy has a background in massage therapy and is currently certified in CPR/First Aid. In addition, she has a Bachleor’s Degree in Medical Anthropology with a Minor in Health.   

The National Certification Commission for Acupuncture and Oriental Medicine (NCCAOM) certified Christy as a Diplomat of Oriental Medicine and Acupuncture in September of 2009. Christy is a licensed acupuncturist and is licensed as a Diplomat of Oriental Medicine through the State of Colorado. Christy is certified in Clean Needle Technique and is a member of the American Association of Acupuncture and Oriental Medicine (AAAOM) and Acupuncture Association of Colorado (AAC).  Her license, certificates, or registrations have never been suspended or revoked.

Integrated Acupuncture Associates complies with the rules and regulations set forth by the Colorado Department of Health, including the use of single-use, disposable, factory-sterilized needles. Also this includes the proper cleaning and sanitation of Integrated Acupuncture Associates’s clinic locations and proper disposal of used needles. 

Fee Schedule: 

Initial Intake and Treatment (1st time visit) $100* for 45 minutes + the cost of herbal medicine 

Follow-up Treatments $70* for 30 minutes + the cost of herbal medicine 

Herbal Consultation Only $45* for 30 minutes + the cost of herbal medicine 

* Coupons or other special discounts may apply. 

Insurance is billed by code; payment varies by plan. 

Cancellation Policy: 

Integrated Acupuncture Associates requests that patients give 24 hours notice if they are unable to keep an appointment. 

If a patient provides less than 24 hours notice, half the price of service will be charged to the client for a late cancellation fee. 

Patient’s Rights: 

· In a professional relationship, sexual intimacy is never appropriate and should be reported to the Director of the Division of Registration in the Department of Regulatory Agencies (DORA). 

· The patient is entitled to receive information about the methods of therapy, the techniques used, and the duration of the therapy (if known). 

· The patient may seek a second opinion from another healthcare professional or may terminate therapy at any time. 

The practice of acupuncture is regulated by the Colorado Department of Regulatory Agencies (DORA). The Director’s address and telephone number is: 

Director, Division of Registrations 

Acupuncturists Licensure 

1560 Broadway, Suite 1350 

Denver, CO 80202 

(303) 894-7800 

Integrated Acupuncture Associates, LLC

720.317.3022 / www.integratedacupunctureassoc.com
Informed Consent: 

I hereby request and consent to the performance of acupuncture, lOW LEVEL LASER THERAPY and/OR OTHER Traditional Chinese Medicine procedures by Christy Kennedy, M.S., L.Ac., Dipl. O.M.  Initial:_____
I have been informed that acupuncture is a safe method of treatment but that it may have side effects including pain, bruising and numbness at the needle site, discomfort and dizziness/fainting. Extremely rare risks include nerve damage, organ puncture, possibility of miscarriage, burns from moxibustion, LOW LEVEL LASER THERAPY OR heating lamps and infection.  Initial:_____

Other side effects and risks, not herin listed may occur.  initial:_____     

If I suspect I HAVE CAncer or am pregnanT I will immediately inform Christy Kennedy, M.S., L.Ac., Dipl. O.M.  initial:_____
I understand that there are no guarantees regarding the improvement of my condition. Initial:_____

I understand there may be limitations to the care provided and that, in my best interest, I may be referred to another acupuncture practitioner or other healthcare provider who may be more qualified to treat my condition.  initial:_____
I understand that it is not possible for Christy Kennedy, M.S., L.Ac., Dipl. O.M.  to explain or anticipate all risks or complications prior to or during my course of treatment. I permit Christy Kennedy, M.S., L.Ac., Dipl. O.M.  to determine and/or alter the course of treatment,  based upon the known facts. I understand that I have the right to accept or reject treatment at any time. I have read and understand the above consent. Also, I have had the opportunity to ask questions regarding this consent.  initial:_____
By signing below, I am agreeing to all terms and conditions stipulated by this document. I intend this document to cover the entire course of treatment for my condition and for any future condition(s) for which I seek treatment.  

_________________________________                                                                     ____________

Patient’s or Guardian’s Signature                                                                                         Date

Christy Kennedy, M.S., L.Ac., Dipl. O.M.     720-317-3022     integratedacupuncture@gmail.com


