AcuPuncture

1102 Chicago Ave FOI N l 4 ) Licensed Acupuncturist

Oak Park IL 60302 IL #198-000085
708.445.2000 Your Way to Health  yosef Pollack

PATIENT HEALTH APPRAISAL

~ Strictly confidential ~

Name Age_ Dateofbith_ / /  Relationshipstatus __
Address Birthplace Number of Children __
City State Zip Referred to us by

Phone: (mobile) (work) (home)

e-mail; Occupation #work hrs/wk
Emergency Contact: Relationship Phone

Physicians name: Phone:

May | contact your physician to discuss your condition? ___Yes _ No  Your Health Ins Co?

Note: All patients pay as they go. Refer to our INSURANCE” page for reimbursement and other options to help defray out of pocket expenses.

HEIGHT: __ ft. _ in. WEIGHT: ___ pounds BLOOD PRESSURE: __high __low _ normal WTP_
Why have you come for acupuncture treatment?

New/Acute problems:

Old/Chronic problems:

Treatments to date:

Current medications (taken within last 2 months):

Current “natural” remedies/supplements:

What do you do for exercise?

Major Stresses in life:

PERSONAL HEALTH HISTORY

Hospitalizations: Medicinal allergies:
Surgeries: Environmental allergies:
Injuries//traumas: Food allergies:
Broken bones: Catch cold or virus easily?
Scars/stitches: Frequent sore throat?
Childhood lliness Immunizations Exposures Implants/Prostheses
__ Chicken Pox __ DPT __ Hepatitis __Breastimplant (s)
__Measles __Tetanus Booster __Tuberculosis __Pace Maker
__ Mumps __Measles/Mumps/Rubella __Herpes __other (describe)
__German Measles __Hepatitis B __HIV exposure
. Scarlet Fever . Influenza __tested positive __tested negative
USE OF FAMILY HEALTH AND GENETIC HISTORY
U alcohol [ cocaine i.e. Diabetes, Cancer, Parkinson’s...
[ toba(?co O marjuana Mother: Maternal Grandparents:
[ caffeine [ Heroin Father: Paternal Grandparents:
[ sugar [] valium Sisters/Brothers: Children:
other drugs (describe)
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”GENERAL BobYy CHECK”

DO YOU HAVE PROBLEMS WITH ANY OF THESE?

PAIN (WHERE)

0 sharp/stabbing:
O dull/aches:

O localized:

O crampish:

[0 moving/tingling:

CIRCULATION:

O numbness

] cold areas

0 Reynaud's disease
O hot areas

O bruise easily

HEADACHES (DESRIBE)

[0 Migraine
O Cluster headaches w/Allergies

O Headaches with nausea
0 Frontal O Temples
0 Occipital - base of skull

O varicosity
O phlebitis
[0 postural hypotension
(feel faint if you stand
quickly or too long)

O easily get air sick
O easily get seasick

Oundigested food in stool

O strong odor

MENTAL/NEUROLOGIC ~ EMOTIONAL PROBLEMS ~ EYES EARs NosE
O slow thinking O depression O vision problems O hearing loss [ sinus infections
O fast thinking O anxiety-heart palpitations O blurry vision O tinnitus O sinusitis
O forgetful O panic attacks O photosensitivity O frequent O postnasal drip
O lack concentration O phobias O infections infections O deviated septum
O vertigo 0 mania stress E dl‘(}i’neSS O clogged O {)(iss é{f smell
i O irritable/an redness [0 poppin O bleeding
O seizures &y O pain behind eyes ¢ O allergy/sniffles
SKIN HAIR NAILS (FINGERS/TOES) TONGUE
acne - O dry O discolored O peeling areas
E itching O hives S gfgggcsisa O hélr loss O brittle O infected O sores/blisters
[0 eczema L rashes  premature graying O cracks/splits O ingrown [ sensitivity
MouTH THROAT BLooD TESTS wWiTH AuTtoNomiCc NERVOUS SYSTEM
Olips chapped Odry IRREGULAR RESULTS: O low blood pressure
Ocold sores Oitchy O high cholesterol O high blood pressure
Obleeding gums sore O hyperthyroid (high) O cold hands/feet
[ periodontitis ngzess mucus O hypothyroid (low) O night sweats
Olots of cavities Oswollon elands O diabetes O sweat easily
Osilver fillings Oltight & O high blood sugar O particular areas:
Oteeth loose Dlthyroid Ohypoglycemic [ never sweat
O te_et}lll hurt/agh_e Olow blood sugar O often hot
Owithout cavities [0 anemia O often cold
O Temporo-Mandibular VoicE O Candida/yeast o slow pulse (less than 60)
Joint (TMJ) problems EhtOEgSQneSS o fast pulse (more than 100)
stuttering
HEART & LUNGS DIGESTION CONTD. DIGESTION CONTD. “é'UhSCU'-Q'SKE'-ETA'-
[] asthma Obelching 0 blood in stool r te}??:?tlsm
0O shallow breathing O rumbling sounds O Irritable Bowel Syndrome O 2f)nrrlle§[ive tissue
O short of breath: Oheartburn O Hemorrhoids 1 itching El' ¢ di
O on exertion Oulcer ) o burning  Obleeding 1gament disease
O atrest Olack of stomach acid O flatulence Olupus erythyematosis
0 when lying down O can’t digest fats O hernia O upper back/spine
O press}tllre on chest Ohiccups O {nldtl)aack/.spme
O coug Uhiatal hernia (] lumbar spine
O chronic bronchitis Ostomach problems %IT(!EIATION O whiplash
0 phlegm/mucus Oliver problems é neyls O neck
O frequent colds Ospleen problems [Oadrena Oshoulders
0O mitral valve prolapse O gall bladder problems Obladder _ Darms
O palpitations O pancreas problems O frequent urge to urinate O wrists
Ularge intestine problems Oscanty urination [ hands
O'sm. intestines problems O urinary tract infections O fingers
O colitis o frequent Orib cage
DIGESTION ) OCrohn’s di 0 pain or distomfort O pelvis sacrum
O h ohn’s disease
ave no appetite Dappendix O color of urine: Ococecyx
L good appetite Oileocecal valve D golden yellow Ohips
O nausea diarrhea Opale O knpes
O vomiting ' [lconstipation O deep yellow/orange Oshins Ofeet
O easily get carsick O stones O ankles Otoes
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Ploase detail answers DIET & FOOD PREFERENCES DieT T DS BATEN:
BREAKFAST:
like dislike .
bitter [ . | drink ounces
i of liquid each da
g:ﬁ;agehiﬁpft'te salty ] ] a y LUNCH:
lack yf gt.}[/ sour ] [0 [ |feel thirsty and drink a lot
[Jlack ofappetites  gpicy [ 0  [7 | feel thirsty and don’t drink DINNER:
sweet [] U] | prefer [ hot [jcold drinks '
_ SLEEP
Quality: _ Dreams:
Amount [] deep [] trouble falllng asleep [] often
(hours per night) [] restless [0 trouble getting back to sleep [] average
[] insomnia [] not refreshed upon waking [] never
Please detail answers WOMEN
Number of pregnancies:
date of last menstruation: [ geliveries: [ premenstrual syndrome - [] abnormal pap smear
| [] caesareans: []dysmenorrhea [ cervical dysplasia
, S hea inal discharge
: . [] miscarriages: []amenorr [ vagina g
number of days in cycle: mag (infertility [] breast tenderness
amount of flow: L1 abortions: - .
color: _ _ [Jendometriosis [] breast discharge
odor: IBZIIrIt\lh control pills used? [ Pelvic Inflammatory [ Fibrocystic breast disease
cramping: YO how lona: Disease [] menopause
blood clots: yes  no__ O es, howlong: [ fibroids [ peri-menopause
date of last Pap Smear _/ L1 Diaphragm /1UD [Jovarian cysts
Sexual Energy (Qi) Interest: [JHigh []Average []Low Sexually active: [] Yes []No
MEN
[ Prostatitis O Infertility ] Impotent:
Sexual Energy (Qi) Interest: [JHigh [J Average [l Low Sexually active: [JYes [INo
SUPPLEMENTS

While we often recommend supplements and herbs to our patients, you are under no obligation to purchase from us. We offer
convenience, competitive prices and advice; however you may find better prices elsewhere. We encourage you to make the
best decisions for yourself.

HEALTH INSURANCE

We are often asked, “Do you accept insurance?” The simple answer is “no”. However, it may still be possible for you to be
reimbursed by your insurance carrier for treatment. Fortunately, more and more insurance companies are now covering acu-
puncture treatment, but we still have a long way to go.

We have found that insurance companies are much more responsive to patients rather than providers. We will do whatever we
can to help you receive reimbursement.

CANCELLATION PoLicy
While we do understand that sometimes it can’t be avoided, we reserve the right to a $50 charge for acupuncture appointments
cancelled or broken without 24 hours notice and the full fee for cancelled massage appointments without 24 hours notice.
Yes, | have read and fully comply with this Cancellation Policy
My Inititials:
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