THREE TREASURES ACUPUNCTURE





(630) 664-1089

MEDICAL HISTORY RECORD

All information is treated as confidential unless you grant permission to release it. Please print and complete all information.

Today’s Date ______________ Date of Birth___________________  Male__________      Female ____        _  

Last name_____________________ First________________ Middle_______ Daytime Phone _____________                Home Phone________________  Cell __________________Email ___________________________________
Do you want to have a health newsletter sent monthly?      Yes __________        No_____________

Address _____________________City _______________State_____ Zip _______Marital Status_________ Occupation_________________
Person to notify in emergency _________________     Daytime Phone ______     _______ Relationship_________________
Last physical exam _______        _ By doctor__________________ Family Doctor_________________
Phone Number __________________
May I contact these doctors for your past health records?    Yes   ⁯        No     ⁯

What are your present medical symptoms? _______________________________________________________________________________

IF LIVING
IF DECEASED

Family History
Age
HEALTH                   

Good, Fair, Poor
Death Age
Death Cause

Father





Mother





Brother (circle

Sister    sex)





1. M    F





2. M    F





3. M    F





4. M    F





5. M    F





Husband    ⁯

Wife          ⁯





Sons      (Circle

Daughters sex)





1. M    F





2. M    F





3. M    F





4. M    F





5. M    F





Any blood relatives who have or had any of the listed conditions

                               Yes   No   Relationship                                    Yes   No   Relationship

Asthma



Hay Fever




Arthritis



Insanity




Allergies



Kidney Disease




Anemia



Leukemia




Alcoholism



Migraine




Bleeding Tend.



Nervous Break’n




Cancer



Obesity




Colitis



Rheumatism




Congenital Heart



Rheumatic Fever




Any blood relatives who have had any of the following: 


Y
N
Relation

Y
N
Relation

Diabetes



Stroke




Epilepsy



Suicide




Goiter



Stomach Ulcers




High Bl. Press.



Tuberculosis




Heart Disease








HABITS



                               Operations you have had/Year

Do you                       Yes     No    Daily Consumption                                                                              .               

Smoke

           ⁯        ⁯       ______Pkgs                                                                                         .

Drink Coffee              ⁯        ⁯       ______cups                Diseases you have had requiring hospitalization/Year      

Drink Alcohol            ⁯        ⁯      __ ____oz                                                                                             .     

Drink Beer                 ⁯        ⁯      ____ __oz                                                                                              .

Fall Asleep Easily      ⁯        ⁯                                           Serious illness not requiring hospitalization/ Year                        

Awaken Early
           ⁯        ⁯                                                                                                                    .

                                                                                                                                                                     .

Medications

Antacids
                 ⁯  
Blood Thinning Pills  ⁯
Iron or poor Blood Med ⁯
Vitamins                          ⁯

Antibiotics
                 ⁯ 
Cortisone
           ⁯
Laxatives

   ⁯
Water pills                       ⁯

Aspirin, Bufferin, Anacin⁯   
Cough Medicine         ⁯
Phenobarbital

   ⁯
Weight Reducing Pills     ⁯

Barbiturates

     ⁯ 
Digitalis                      ⁯
Shot


   ⁯
Others (list)                        .

Birth Control Pills
     ⁯
Hormones
           ⁯
Thyroid Med.

   ⁯
                                           .

Blood Pressure Pills
     ⁯
Insulin, Diabetic Pills ⁯
Tranquilizers                  ⁯

Drugs you are allergic to:                                                            Describe any serious injuries or accidents you have had:

_______________________________                                       _________________________________________  _______________________________

                 _________________________________________

Describe briefly you present medical symptoms and anything else we should know about your health.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

