
Date:

HEALTH HISTORY QUESTIONNAIRE
FUNCTIONAL WELLNESS &. ACUPUNCTURE

All questions contained in this questionnaire are strictly confidential
and will becomepart of your medical record. Pleasebring this questionnaire along with any recent medical tests to your initial appointment.

Name (tsst; First,M.L): o M 0 F DOB:

Marital status: 0 Single 0 Partnered 0 Married 0 Separated 0 Divorced 0 Widowed

Address:

Home Phone:

Email:

Guardian Bt Phone (if under 18):

Weight: BloodType:

Employer:

Emergency Contact:

Emergency Contact Cell Phone:

How were you referred to FWC?

Primary Care Physician:

Address:

Prescription Medications Taken with Name of Prescribing Physician

Phone:

OTC Medications Bt Dietary Supplements Used

Other Health Care Providers Regularly Seen

Name Bt Type Reason For Visits

o YON

o YON

o YON

o YON
--~-------------------4 _

o YON

o YON

-- --- -- --------------



Further Details of Major Health Issues (How Long, Past Treatment Approaches, How Life is Impacted, What Makes Better/Worse)

Please describe your childhood health:

Check Any of the Following that You have Had or Currently Have



Exercise

ALL QUESTIONS CONTAINED IN THIS SEmON ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL.

Sedentary (No exercise)

o Mild exercise (i.e., climb stairs, walk 3 blocks, golf)

Diet

Alcohol

Tobacco

Dental

Environmental Haveyou had any known exposuresto chemicals,molds, radiation, heavy
Exposures

Time Arise # of Wake Ups

Computer&' you believe that you are hypersensitiveto computers or WiFi?
WiFi DYes o No

CheckAny of the Following Vaccinations that You have Had

o Hepatitis B

o Tetanus 0 Smallpox
o Pertussis 0 Rubella

o Diphtheria

Which vaccinations have you had in the past year?
------- ----- ----

Where have you traveled outside of the USA?



AGE/AGE
UVEDTO

···-··1···················

SIGNIFICANT HEALTH PROBLEMS

Check If Any of the Following have OcculTed In Your Blood Relatives
o Allergies o Kidney Disease

o Heart Disease o o/A (stroke) o Stomach Ulcers

o Alcoholism

Have you ever been treated for anxiety, depression or other emotional issues?

Have you had any recent stressful experiences (divorce, death of a loved one, loss of job, illness, injury, finances etc.)?
.....................•.......................................

--------- _.-



Pain

o Often Thirsty
.. _ __ ._.

o Anemia

o RecentWeight Gain............................._+--
o RecentWeight Loss

o

0 Tinnitus (Ear Ringing)

0 Difficulty Hearing

0 Deafness

0 Lump or Pit in Throat

Dentures SoreThroat

Dizziness,Vertigo, Lossof Balance 0 NoseBleeds Strep Throat

0 Sneezing

0 allergies

Watery Eyes

o Blurred Vision Itchy Eyes

o Sensitivity to Light

o Floating Spots Red Eyes

- - - - - - --- ---- ------



Respiratory

BloodTinged Phlegm 0 Wheezing
0 LooseCough 0 Bronchitis 0 Asthma: more difficult exhale
0 Thick, Sticky Phlegm 0 Pneumonia Asthma: more difficult
0 Thin, Watery Phlegm 0 Painwith Deep Breath

cardiovascular

Swelling of Hands

0 Arrhythmia (Irregular Heart Beat) 0 Phlebitis
0 Heart Valve Issue, Murmur 0 VaricoseVeins
0 Tachycardia, Palpitations 0 BruiseEasily
0 Angina or Chest Pain 0

0

Gastrointestinal

o Frequent Urination

o Soreson the Genitals

Strong Smelling Urine



Skin and Hair

0 Rashes 0 Acne

0 Hives 0 Ulcerationsor Sores

0 Itching 0 Moles

0 Eczema 0 RecentChangesin Moles

0 Psoriasis 0 Warts Weak or Brittle Nails
HerpesZoster (Shingles) 0 Dry Skin Lossof Hair

Dry or Brittle Hair

Anxiety or Fear

Number of pregnancies__ Number of live births __

Are you pregnant or breastfeeding? Yes 0 No

Haveyou had a D&C,hysterectomy, oophorectomy, difficult delivery or cesarean? Yes 0 No
Pleaseprovide details:



Please provide details:

No

Are you trying to becomepregnant?

Do you suspect that you have fertility issues?

Haveyou ever suffered a miscaniage?

Any urinary tract, bladder, or kidney infections within the last year?

Any blood in your urine?

Any problemswith control of urination?

Any hot flashesor sweating at night?

Doyou have menstrual tension, pain, at or around time of period?
Experiencedany recent breast tendemess, lumps, or nipple discharge?

Date of last pap and rectal exam?

Haveyou had any kidney, bladder, or prostate infections within the last 12 months?

Do you have any problems emptying your bladder completely?

Any difficulty with erection or ejaculation?
---------------------------------------

Any testicle pain or swelling?

Date of last prostate and rectal exam?

Do you have a low sperm count?

I The information provided in this Health History is true to the best of my knowledge.--.---,,--.--..-.- ..-----.-.-- "---.---.-~--- --""..~---.-.---.--- ..- -------.-----.---.---.-,-- - ----..--, -..--..-.---~------------.., --,..__.,----- -~-.--.-..---.---.~+--., -,.,-..------..--- -_,..;
, I understand and accept that I am responsible for full payment of my account and that payment is due at the time that service is prqvided.
I also understand and accept that I am expected to notify FWA24 hours prior to any cancellation of or changes to my appointment ~me and that if I
do not I am responsiblefor a $50 cancellation fee. __ _ _ .

, Signed _ Date -+__
Parent/Guardian (if applicable) _


