
1

FIRST HEALTH ASSOCIATES - Medical History Form – TCM/OM

What is the main problem you would like help with:_______________________________________________

__________________________________________________________________________________________________

When did the problem begin (be specific): _________________________________________________________

Do you know or suspect something to be the cause of this problem: _______________________________

-_________________________________________________________________________________________________

To what extent does the problem interfere with your daily activity (work, exercise, sleep, sex, etc.)?

- ________________________________________________________________________________________________

-_________________________________________________________________________________________________

Have you been given a diagnosis for the problem? Yes No

If so, what? _______________________________________________________________________________

What kind of treatments have you tried? _________________________________________________________

-_________________________________________________________________________________________________

Other concurrent therapies:______________________________________________________________________

Have you been seen by a Traditional Chinese/Oriental Medicine Physician before? Yes No

Have you had acupuncture before: Yes No

Have you been given herbal treatments before: Yes No

Please note the severity of your problem right now:

|____________________________________________________________________________________________|

          No Problem Worst Imaginable

Please note the greatest degree of severity of your problem within the last week:

|_____________________________________________________________________________________________|

          No Problem Worst Imaginable

Please note the greatest degree of severity of the problem since it began:

|____________________________________________________________________________________________|

          No Problem Worst Imaginable

Patient signature:___________________________________________________________Date:______________
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Please indicate areas of pain or distress:

Comments:______________________________________________________________________________________

-_________________________________________________________________________________________________

-_________________________________________________________________________________________________

-_________________________________________________________________________________________________

-_________________________________________________________________________________________________

Patient Signature:___________________________________________________________Date:________________


