|_otus on the Nile Wellness Center CONFIDENTIAL

Acupuncture B Herbal Medicine I 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 disposition. From here we create a
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’ ' ! ‘.\ ' p i

driss ‘ : N

' [
Phon =~ f‘! 1 sg@—QF! EmaTiadarese™ ) A ! - \ ‘ﬂ Ere :
Emer ency ntact NumHer I ‘ } I/ 3 2 \ \ : L ] (\k 9

e

\_J' VY O
Ddte!)meth-_-‘l / Age:

‘.-‘v—— ——

Describe your primary health concerns:
1.  Condition and duration

Have you been given a diagnosis for this problem?

Previous treatments and outcomes?

2. Condition and duration

Have you been given a diagnosis for this problem? o

Previous treatments and outcomes?

3. Condition and duration

Have you been given a diagnosis for this problem? oYes O

Previous treatments and outcomes?

Famlly Medical History Check all boxes next to conditions which m

oHigh Blood
oStroke

your blood siblings, parents, or grandparents have or had.

o Cancer oODiabetes
OAsthma oEczema
oDrug Abuse

Other conditions:

oOverweight or Obesity oOSeizures or Epilepsy
DAlcoholism

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

oODiabetes u m] atj r Disease
OStroke w ldltlorl N yrSos CI:I a I E onia
C

oTuberculosis oSickle Ce OEmphysema oCancer oSarcoidosis
oJaundice OHerpes oGonorrhea oMumps OMeasles

oChicken Pox oNervous Disorder or Anxiety oDepression oMeningitis oHIV

oOSeizures or Epilepsy oEczema OHepatitis oOMultiple Sclerosis OMyasthenia Gravis
oMigraines oOHigh Blood Pressure oSnoring oSleep Apnea

Other conditions:

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

oOEye strain oDiminished vision oOEye pain oODry eyes oltchy eyes oBlurred Vision

ORed Eyes oVisual disturbances oCataracts oGum Problems oDry mouth oTeeth problems
oTMJ olLip, tongue, mouth sores oOGrinding teeth OExcessive Saliva oEnlarged Thyroid oSwollen glands
oLump in throat oORecurrent Sore Throat oSinus problems OHay fever/Allergies oONosebleeds oORinging in ears (high)
oORinging in ears (low) oPoor hearing OEaraches OHeadaches/Migraines  OExcessive ear wax oConcussions

Other head, eye, ear, nose, throat conditions:
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Respiratory
o Cold/flu 3+ times per year oDry cough oCough with phlegm oYellow phlegm oOWhite phlegm
oClear Phlegm oOBlood Streaked phlegm oScanty phlegm oCopious phlegm oDifficult inhalation
oDifficult exhalation Dasthma/wheezing oShortness of breath oOChest tightness . requent sn e ing
Other respiratory conditions; | \ ‘ , )

. f ' \

. o f - i N
Cardiov. Check all box Qnext( conditi ou’ve @ the pa 6m0ntt !
CPalpitatio !: g0 gh bloo pre{j “mChest pain rtbeat \ rtb
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olrregular heartbeat oEas rui§|’ng oHeart mirmurs oVaricose veins y od pressure

C

oSwelling oAbnormal bleeding
Other cardiovascular conditions:

Gastrointestinal check all boxes next to conditions yo

oOBloating oNausea/vomiting Mucus in Stool oBlood in stools

olLoose stools oConstipation oOFrequent belching oFrequent hiccups

o Stiffness in ribcage oAbdominal pain oHemorrhoids oOBlack or tarry stools
oORectal pain oOBurning anus oDry mouth DExcessive saliva

Bowel Movements: Frequency: Form:

Other gastrointestinal conditions:

Musculoskeletal check all boxes next to conditions you’ve had over

oNeck Pain oShoulder pain oLow back oUpper back pain oLimited range of motion
oOMuscular pain oKnee pain OHip pain oOther joint pain OMuscle spasms/cramps

oWeak or brittle bones OBone defi

Other musculoskeletal

Skin @ Nails ® Hair check all boxes next to conditions you’ve had

o Dry Skin o Dry Hair oODry Scalp oDandruff oDry lips

DEczema

WELLNESS CENTER...

oOHair loss oFungal infections ORashes OHerpes oChange in skin/hair texture

oPremature gray hair
Other skin, nails, or hair conditions:

Neurologic
oTingling oOPins and needles sensation oParalysis oLoss of balance oOSeizures/epilepsy
oTics oNumbness oStroke

Other neurologic conditions:

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

oAnxiety oAnger olack of joy/humor olrritability oDepression
oSadness oOverthinking oFear oOMood swings o Short temper
oOBrain fog oPoor memory
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Other psychological conditions:

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

[u] air#ul urination oOFrequent urination oDribbling urination ~ oOUrinary inconti enc‘a‘ I:I wettmg v :
oUnable to hold urine (1 oKidney stones oDecreased libido oWake to urinatF \ \ |:| ea d lib do
o rlriary tract infection \\
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DfPreﬁTEture-ejaCGTation oNocturnal emissions ejao.‘ﬂ‘fation T:l‘TestlcuIar pain
oTesticular swelling oOPenile discharge j e condition
Other male reproductive conditions:
Gynecology Check all boxes next to conditions you’ve ha quested information for appropriate questions.
Are you currently pregnant? o Yes o No Ifyes, h
olrregular periods oOPre-menstrual tension oOBleeding between cycles oClotting
oinfertility oPainful periods oVaginal odor o0 Menopausal symptoms
Length of period: Birth control type: #Live births: #Miscarriages:
#Abortions: Age at 1% period: #Days in cycle (day1 to dayl): 1% day of last period:

Other gynecological conditions:

Lifestyle

How many meals per day do you eat?
List what you had for breakfa

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 watery E
Do you follow a particu of ? Explai

Do you exercise regularly? o0 Yes 0 No What is your exercise routine?

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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