| otus on the Nile Wellness Center CONFIDENTIAL

Acupuncture ¢ Herbal Medicine « Massage ® Yoga and so much more!
Kali Sampson-Alexander, LAc, MTOM

4307 S. Crenshaw Blvd.

Los Angeles, CA 90008

323.295.6887 or 323.29-LOTUS

HEALTH HISTORY FORM

Patient Name: Date: Date of Birth:

By providing complete and detailed information of your health history, you help to significantly increase positive outcomes in your treatment. Answer all
questions even if you have encountered the same or similar questions in this or previous forms. In holistic medicine we treat the root and the branch—the
underlying cause of disease as well as the symptoms or expression. Therefore, a complete health history is required to uncover your constitutional disposi-
tion. From here we create a treatment plan designed specifically for you. Print all information and indicate areas that you are unclear about with a ques-
tion mark.

Address:

Phone: Primary Secondary Email Address

Emergency Contact & Number:

Age: Gender: M F Marital Status: S M D W

Describe your primary health concerns:
1.  Condition and duration

Have you been given a diagnosis for this problem? oYes oNo Diagnosis

Previous treatments and outcomes?

2.  Condition and duration

Have you been given a diagnosis for this problem? oYes oNo Diagnosis

Previous treatments and outcomes?

3. Condition and duration

Have you been given a diagnosis for this problem? oYes oNo Diagnosis

Previous treatments and outcomes?

Famlly Medical History Check all boxes next to conditions which members of your blood siblings, parents, or grandparents have or had.

o Cancer oDiabetes oHigh Blood Pressure oOverweight or Obesity oOSeizures or Epilepsy
DAsthma oEczema oStroke OHeart Disease DAlcoholism
oDrug Abuse oMental lliness oDepression oKidney Disease

Other conditions:

Your Medical History Check all boxes next to conditions which you currently or previously had.

oODiabetes DAllergies oGlaucoma oRheumatic Fever OHeart Disease
oStroke OVein Condition aoThyroid Disorder DAsthma oPneumonia
oTuberculosis oSickle Cell oEmphysema oCancer oSarcoidosis
oJaundice OHerpes oGonorrhea oMumps OMeasles
OChicken Pox oNervous Disorder or An- ODepression OMeningitis oHIV

xiety
oOSeizures or Epilepsy OEczema OHepatitis oOMultiple Sclerosis oMyasthenia Gravis
oMigraines OHigh Blood Pressure oSnoring oOSleep Apnea

Other conditions:

Head o Eye o Ear e Nose @ Throat check all boxes next to conditions you’ve had over the past 6 months.

oOEye strain oDiminished vision oEye pain oODry eyes oltchy eyes oOBlurred Vision

oORed Eyes oVisual disturbances oCataracts oGum Problems oDry mouth oTeeth problems

oTMJ olLip, tongue, mouth 0Grinding teeth DExcessive Saliva oEnlarged Thyroid oSwollen glands

oLump in throat sores oSinus problems oHay fever/Allergies ONosebleeds ORinging in ears
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oORinging in ears (low) oORecurrent Sore Throat oEaraches
oPoor hearing

Other head, eye, ear, nose, throat conditions:

Respiratory

o Cold/flu 3+ times per year  oDry cough oCough with phlegm oYellow phlegm

oClear Phlegm OBlood Streaked phlegm oScanty phlegm oCopious phlegm

oDifficult exhalation Dasthma/wheezing oShortness of breath OChest tightness

Other respiratory conditions:

Cardiovascular check all boxes next to conditions you’ve had over the past 6 months.

oOPalpitations
olrregular heartbeat

oOHigh blood pressure oChest pain oORapid heartbeat

oEasy bruising OHeart murmurs oVaricose veins
oSwelling oAbnormal bleeding

Other cardiovascular conditions:

Gastrointestinal check all boxes next to conditions you’ve had over the past 6 months.
OBloating oNausea/vomiting oUlcers

olLoose stools oConstipation OHeartburn

oOBad breath

oPebble-like stool

OMucus in Stool
oFrequent belching
oHemorrhoids

o Stiffness in ribcage oAbdominal pain

oORectal pain OBurning anus oDry mouth

Bowel Movements: Frequency: Color: Form:

CONFIDENTIAL

Date of Birth:

OHeadaches/Migraines  OExcessive ear wax (high)

oConcussions

OWhite phlegm
oDifficult inhalation
OFrequent sneezing

oSlow heartbeat
olLow blood pressure

oOBlood in stools
oFrequent hiccups
oOBlack or tarry stools
DExcessive saliva

Other gastrointestinal conditions:

Musculoskeletal check all boxes next to conditions you’ve had over the past 6 months.

oNeck Pain oShoulder pain olow back pain
oOMuscular pain oKnee pain OHip pain
oOWeak or brittle bones OBone deformity

Other musculoskeletal conditions:

oUpper back pain
oOther joint pain

Skin ¢ Nails ® Hair check all boxes next to conditions you’ve had over the past 6 months.

o Dry Skin o Dry Hair ODry Scalp oDandruff
OEczema oPsoriasis oltchy skin OHives
DAcne DRosacea oBoils/Abscesses oDry nails
oOHair loss oFungal infections oORashes OHerpes

oPremature gray hair
Other skin, nails, or hair conditions:
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oLimited range of motion
oMuscle spasms/cramps

oDry lips

oOWelts

ORidges in nails
oChange in skin/hair tex-
ture
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Neurologic

oTingling oOPins and needles sensa- oParalysis oLoss of balance
tion

oTics ONumbness oStroke

Other neurologic conditions:

Psychological Check all boxes next to conditions you’ve had over the past 6 months.

DAnxiety DAnger olack of joy/humor olrritability
oSadness oOverthinking/Worry oFear oMood swings
OBrain fog oPoor memory

Other psychological conditions:

Urology and Sexual Health check all boxes next to conditions you've had over the past 6 months.

oPainful urination oOFrequent urination oODribbling urination oUrinary incontinence

OUnable to hold urine oKidney stones oDecreased libido oWake to urinate
oUrinary tract infection

Other genitourinary conditions:

Male Reprod uctive Health check all boxes next to conditions you’ve had over the past 6 months.

Date of Birth:

oOSeizures/epilepsy

oDepression
o Short temper

oBedwetting
olncreased libido

O Premature ejaculation oNocturnal emissions olmpotence oPremature ejaculation oTesticular pain

oTesticular swelling oPenile discharge oPain with ejaculation oOProstate condition

Other male reproductive conditions:

Gynecology Check all boxes next to conditions you’ve had over the past 6 months and provide requested information for appropriate questions.

Are you currently pregnant? o Yes 0 No If yes, how many weeks?

olrregular periods oOPre-menstrual tension oVaginal discharge oOBleeding between cycles oClotting

oinfertility oPainful periods oVaginal sores oVaginal odor 0 Menopausal symptoms

Length of period: Birth control type: #Pregnancies: #Live births: #Miscarriages:

#Abortions: Age at 1% period: #Still births: #Days in cycle (dayl to 1% day of last period:
dayl):

Other gynecological conditions:

Lifestyle

How many meals per day do you eat?
List what you had for breakfast yesterday:

List what you had for lunch yesterday:

List what you had for dinner yesterday:

List what snacks you had yesterday:

List what beverages you had yesterday:

List how much water you had yesterday:

Do you follow a particular type of nutrition plan or restrict certain things from your diet? Explain

Do you exercise 3 or more times per week? 0 Yes 0 No What is your exercise routine?
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Spiritual practice:

Do you consume any of the following?

Substance How often? How much?

Caffeine

Marijuana

High Fructose Cornsyrup (HFC)

Alcohol

Soda

Television and Movies

Dairy

Drugs What type?
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