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acupuncturist & chinese herbalist




Sydney Acupuncturist 

Patient Questionnaire






Date:        /       /       .
YOUR DETAILS
Name:           Mr/Mrs/Mstr/Miss/Ms/Dr








 First
MI
Surname

Gender:
 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

Date of birth:            /            /                 .

Address:








Street #
Street Name

Suburb

Post Code
Contact details:



Preferred method of contact number:

Home PH:

                      


 FORMCHECKBOX 
 home

Mobile PH:




 FORMCHECKBOX 
 mobile  FORMCHECKBOX 
 SMS reminder
Work PH:




 FORMCHECKBOX 
 work

E-mail:


@


Are you a member of a private health fund?


 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes - Fund Name:

Policy Number:


Occupation:







How did you find out about our clinic?

 FORMCHECKBOX 
 Friend or Acquaintance

 FORMCHECKBOX 
 Family member
 FORMCHECKBOX 
 Another Health Professional


Please specify: 






 FORMCHECKBOX 
 Yellow Pages

 FORMCHECKBOX 
 Our Signage


 FORMCHECKBOX 
 Other (please specify):





Have you received acupuncture care before?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes


If yes, when was your last visit?





Were you pleased with the service provided?



YOUR HEALTH OBJECTIVES

People consult this clinic with one or more of the following health objectives please indicate which apply to you:
 FORMCHECKBOX 
 For relief of my symptoms only

 FORMCHECKBOX 
 For correction of the underlying causes of my symptoms and health problems

 FORMCHECKBOX 
 To prevent the development of symptoms, health problems and degeneration

 FORMCHECKBOX 
 To achieve an optimal level of health and well-being

PRESENT STATE OF HEALTH

It surprises many people when they discover acupuncture does not treat symptoms, instead find the underlying cause(s) of your ache, pain or condition, and help your body to heal. Acupuncturists understand that symptoms may indicate that there is something not functioning properly in the body, or they may just be healthy warning signs from an optimally functioning body that is being overstressed. 

People present to this clinic in various stages of health or health decline. If you are experiencing symptoms then please describe these as fully and informatively as you can by answering the following:

Major symptom/problem
1: 






2: 






3: 




Pain / Problem started on

    triggered by




Have you had previous episodes of this problem?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes: No. times:



Pains are:
 FORMCHECKBOX 
 Sharp
 FORMCHECKBOX 
 Dull
 FORMCHECKBOX 
 Constant
 FORMCHECKBOX 
 Intermittent 

Is the pain referring to other areas of your body? 
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes: Where?


Is condition getting worse? 

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes

What aggravates or brings on your condition or makes it worse?



What lessens or relieves your condition or makes it feel better?




Is this symptom/condition interfering with:
 FORMCHECKBOX 
 Work
 FORMCHECKBOX 
 Sleep
 FORMCHECKBOX 
 Routine





 FORMCHECKBOX 
 Other (please specify)



Have you seen other Doctors/Practitioners seen for this condition?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes 

      If yes, please indicate type of practitioner:
 FORMCHECKBOX 
 GP
 FORMCHECKBOX 
 Chiro
 FORMCHECKBOX 
 Physio
 FORMCHECKBOX 
 Other

Are you trying to:
 FORMCHECKBOX 
 Gain weight
 FORMCHECKBOX 
 Lose weight
 FORMCHECKBOX 
 Neither

Do you exercise?
 FORMCHECKBOX 
 Daily to weekly
 FORMCHECKBOX 
 Occasionally
 FORMCHECKBOX 
 Never

Do you smoke?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes:
 per day

Do you sleep well?
 FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes: approx. hours of sleep per night


Do you use Meds ?
 FORMCHECKBOX 
 Never
 FORMCHECKBOX 
 Occasionally
 FORMCHECKBOX 
 Often 

(Prescriptive or Non-prescriptive)

With regard to any drugs you currently or have recently used, please list:

	Drug/medication Names
	Dosage
	Reasons for use

	
	
	

	
	
	

	
	
	


Have you ever suffered from any of the following? 

 FORMCHECKBOX 
 Asthma     FORMCHECKBOX 
 Angina     FORMCHECKBOX 
 High blood pressure    FORMCHECKBOX 
 Hepatitis     FORMCHECKBOX 
 HIV     

 FORMCHECKBOX 
 Fainting    FORMCHECKBOX 
 Diabetes   FORMCHECKBOX 
 Low blood Pressure     FORMCHECKBOX 
 Dizziness    FORMCHECKBOX 
 Epilepsy






