Please Write clearly                                       Initial Health Status—patient self-evaluation
Mclean center for complementary and alternative medicine, plc

for Traditional chinese medicine services
____________________________________________________________________________________________________________________________________________


Patient Name_________(last), ____________(first). Emergency Contact_______________,(phone)____________
Current illness/disorder (why you want to see the doctor today, when and how it began): _________________
______________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever had acupuncture/Chinese herbology before?  (Y/N), if Yes, How much help?______________
Circle your current problem/Pain area: Head, Neck Jaw, Shoulder, Arm, Elbow, Hand, Wrist, Upper Back, Low Back, Tailbone, Hip, Knee, Ankle, Foot, Chest, Abdomen, other:______________________,Left / Right 
No Uncomfortable / Pain 0     1     2      3     4     5      6      7    8    9    10 Unbearable Uncomfortable / Pain
How often are such symptoms present? ___Constantly, ____Frequently, _____Intermittently, ___Occasionally
Describe your current health condition:  ____Good, ____Fair,  ____Poor,  _____Chronically ill
Can you perform your daily activities? __Yes, all activities; __Some Activities; __Not at all. Or:____________

Are you currently under the care of a physician? __No, __Yes, please explain_________________________

What treatment have you been using for the above condition(s)?-surgery, medications, injections, physical therapy, chiropractic, etc._____________________________________________________________________
Medications_______________________________________________________________________________

Please check all of the following that apply to you: 
□ Alcohol/tobacco/drug dependence            □ Abnormal menstruation            □ Allergies                      □Angina                                    
□ Heartburn or indigestion                             □Arthritis/ Rheumatoid arthritis     □Artificial joints          □Asthma 
□ Blood disorder                                            □ Breast lumps                                □Cancer/ Tumor     □Convulsions/ seizures □ Diabetes                                                      □ Diarrhea/ constipation                 □ Excessive thirst   □ Fainting/ dizziness □ Fatigue                                                        □ Frequent urination                       □ Headache                 □ Heart attack 
□ HIV positive or hepatitis      □  Hypertension      □ Hospitalizations/ surgical procedure ________________________

□ Kidney disease                                            □ Liver problems                            □ Pacemaker         □ Painful menstruation □ Palpitation/ arrhythmia                               □ Peptic ulcer                                  □ PMS              □ Pregnancy, months____ □ Prostate problems                                       □ Rapid weight gain/loss                   □ Sinusitis                     □ Stroke
□ Thyroid Disease                                          Other Issue:______________________________________________________
Family illness history: □Cancer, □ Heart disease, □ hypertension, □ lupus, □ other________________________________
Comments:__________________________________________________________________________________________
____________________________________________________________________________________________________

I certify that the above information is complete and accurate to the best of my knowledge. 
Patient Signature_________________________________________ Date:_______________________________________






