MEDICAL HISTORY QUESTIONNAIRE

FAMILY PHYSICIAN:




REFERRED BY:

PATIENT NAME:





ADDRESS:






 E-MAIL:
CITY:





STATE:

ZIP:

PHONE CELL:




HOME:
PHONE WORK:



OCCUPATION:
NAME OF EMERGENCY CONTACT:

PHONE:
DATE OF BIRTH:



TIME OF BIRTH (OPTIONAL):

PLACE OF BIRTH (OPTIONAL):

SS# OR INSURANCE ID# (OPTIONAL):

PRESENT ILLNESS:

What is your chief complaint?

When did this condition begin?

What treatment have you already received?

Has this problem occurred in the past?

Is your present complaint due to work injury?……………………………………………...Yes
No


Is your present complaint due to an auto accident?…………………………………………Yes
No

PAST MEDICAL HISTORY:

Blood Born Disease

Yes
No

Anemia



Yes
No

Bleeding Disorders

Yes
No

Cardiovascular disease

Yes 
No

High Blood Pressure

Yes
No

Stroke



Yes
No

Epilepsy or Convulsions
Yes
No

Kidney or Bladder problems
Yes
No

Diabetes


Yes
No

Tumor or Cancer

Yes 
No

Asthma



Yes
No

Other Respiratory Disease
Yes
No

Digestive Disorders

Yes
No

Liver Dysfunction

Yes 
No

Low Energy


Yes
No

Jaundice


Yes 
No

Hernia



Yes
No

Thyroid Disorder

Yes
No

Venereal/GYN Disorders
Yes
No

Any Surgical Implants?

Yes
No

Skin Disorders


Yes
No

Sores that do not heal

Yes
No

Sleep Disorders


Yes
No
Psychiatric Disorders

Yes
No

PREGNANCY

Are you now pregnant? 

Date of last menstrual cycle?

ALCOHOL/ TOBACCO/ SUPPLEMENTS /MEDICATION CURRENTLY TAKING
Please list all you can.

KNOWN ALLERGIES

Please list all known environmental, food and medication allergies.

DIET
Please list describe your typical diet, cravings, and dislikes.

Height:

 

Weight:

INSURANCE

Insurance billing paperwork for patient reimbursement is only generated for patient’s paying a standard fee. Paperwork is available at the fifth visit upon request.

24-HOUR CANCELLATION POLICY

A minimum of 24 hours advance notice is required for cancellation of appointments. Failure to provide 24-hour notice, or failure to show for an appointment will result in your account being charged a standard treatment fee. 

RELEASE OF INFORMATION

The above named patient or patients representative authorizes Robert Simmons L.Ac. to furnish, from the patient’s record, necessary information to other primary care physicians, referring physicians, and  insurance companies requiring additional documentation to reimburse expenses. 

X________________________________________________________________


Signature of Patient





Date

