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HEALTH HISTORY QUESTIONNAIRE 
PLEASE PROVIDE US WITH YOUR COMPLETE HEALTH HISTORY. ALL INFORMATION WILL BE HELD CONFIDENTIAL. 

    

Name:                                                                                                                                                                                    

 

Date: 

Street Address: 

City: State: Zip: 

Home #: Date of Birth: Age: 

Cell #:                                                                  Email:                                                                                                             

Occupation:                                                                                                                Work #: 

Emergency Contact: Phone: 

Family Physician: Phone: 

Referred By: Is this your first acupuncture treatment?   Y / N 

 

Reason for Seeking Treatment? 

 

Onset of this condition (date/event)? 

 

What aggravates this condition? 

 

What alleviates this condition? 

 

Have you been given a diagnosis for this issue? If so, what? 

 

What treatment have you received for this issue? 

Please rate the degree of severity of your problem right now (mark an X): 

                 0 ----10 

             None                                                              Manageable Worst Imaginable 

 

Describe any pain you are experiencing  (location/duration/quality): 

 

 

Please list medications you are currently taking (drugs, herbs, supplements, vitamins, etc): 

 

 

 

Please list any allergies that you have (pollen, food, lotion, etc.) 
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Significant Trauma (auto accidents, falls, etc./dates): 

 

Past Medical Problems (type and date): 

 

 

Surgeries (type of and date): 

 

Date that you last visited a medical doctor? Reason for visit: 

 

Comments: (please describe any other issue(s) you would like to discuss): 

 

 

 

General: (Please check all that are or have been applicable to you – if past, indicate age or date.) 

  Fevers  Swollen glands  Rashes 

  Localized weakness  Bleed or bruise easily  HIV/AIDS 

  Poor sleep  Tremors  Dizziness 

  Poor balance  Unusual Fatigue  Night sweats 

  Weight loss  Weight gain  High blood pressure 

  Blood clots  Swelling of the feet/legs  Phlebitis/varicose veins  

  Chest pain or discomfort  Fainting  Swelling of the hands/arms  

  Shortness of breath  Seizures  Areas of numbness  

  Concussion/brain injury  Bad temper/easily angered  Dizziness  

  Poor concentration  Depression  Stressed easily  

  Loss of balance  Poor memory  Anxiety  

  Neck pain  Back pain  Hand/wrist pain 

  Muscle pain  Muscle weakness  Shoulder pain 

  Knee pain  Foot/ankle pain  Hip pain 

  Recurrent sprains/injuries  Wound/injury 

Other: _______________________________________________________________________________________________  

 

 

I, _________________________________________, hereby authorize my licensed massage therapist at Queen Anne Natural Health to 
provide me with massage therapy. I voluntarily consent to receiving therapeutic massage, realizing that no guarantees have been given to 
me by my practitioner regarding cure or improvement of my condition. I understand that I am free to withdraw my consent and to 
discontinue participation in these procedures at any time.  
 
I have clearly stated all of my known health issues, and agree to keep my practitioner updated and informed about any health changes 
that may occur. *If you are pregnant, have a bleeding disorder, pacemaker or any active infections you must make that information 
known to your practitioner prior to treatment. 
  
I agree to give 24-hour cancellation notice for any appointment or pay the full treatment fee.   Please Initial ____________________ 
 
 
__________________________________________________________________       ___________________________ 
Signature of Patient, Representative, or Guardian                          Date 
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Insurance Registration Form 

 
Name:______________________________________________ Date: ______________________ 

Email Address:_______________________________________ Cell #: ______________________   

Address: _____________________________________________________Zip:_______________ 

Home Phone #: ___________________Work #: ________________ Employer: _________________ 

Social Security #____________________________ Date of Birth_______________________ 

Insurance Group: _______________________________ Member ID#: _______________________ 

Group ID #: __________________________________  Contact #: _________________________ 

Relationship to insured_________________ Sex: M/F______Single___ Married____ Other____ 

  Insured’s Name & Date of Birth (if other than self)________________________________________ 

Referring Physician: _____________________________  Dx. Code: _________________________ 

Emergency Contact: ____________________________  Cell #: ____________________________ 

 

I agree to the release of any medical information my health insurance may need in order to process 

payment. I assign such benefits to be paid to the provider listed below. In the event that my insurance 

coverage expires or denies payment, I understand that I am personally responsible for all fees 

incurred unless other arrangements have been made. 

 

Signature: ____________________________________  Date:____________________ 

 

 

 


