9 BLISS HEALING
Health History Questionnaire
Name DOB Age yIS. Date

Height Weight Ibs. How did you learn of BLiss HEALING? First acupuncture? YONQO

* Please help me to help you by taking time to complete this form thoroughly and accurately. All of your answers will remain
confidential. It is best if you return it a few days before our visit so that I may read it in advance and begin considering your case.

Address City, State, Zip

Email Phone #(s)

Emergency contact: Relation to you? Phone #s
Primary Care Provider’s (PCP) Name and Contact Info.

Occupation? (or student or retired) Where?

Are you OPartnered/married OSingle OSeparated/divorced OWidowed. Are you OMale OFemale OTrans OOther
Are you a veteran? QYes ONo Are you on disability? OYes ONo. If yes, for how long?
Main Health Concern - Briefly state your main health concern(s) that you’d like me to address.

1 When & how did it start?

Have you been given a diagnosis for this complaint? If so, by whom?

2 When & how did it start?

Have you been given a diagnosis for this complaint? If so, by whom?

What have you done for it/them? (Check all that apply) OMD CNaturopath (ND), OChiropractic(DC) [JAcupuncture (JPhysical
Therapy(PT) CJHomeopathy CINutritionist (IMassage CIReiki [(1Other?

*Metal and/or latex allergy? YONOOther Allergies (Please list)
Medical History Check/complete all that apply. If it is within the last 4 months, please add a star next to it.

OBleeding disorders (Check)dHemophilia, Ovon Willebrand’s, O Blood thinning meds., O Other OHepatitis

OGI Concerns OExcessive appetite or cravings ~ ODiabetes OWeight gain
OWeight Loss-Intended? Unintended? OWeekly laxative use OAcid reflex/GERD OHemorrhoids
OLyme or other tick-borne illness OAnxiety ODrug or Alcohol Over-use OCold Sores

OLoose Stools, more than 3/day ORed Blood in stools OBlack, “tar-like” stools OEating Disorder(s)
ODental Concerns OIBS/Crohn’s/Ulcerative colitis O Bleeding gums OJaw pain

OHeart Concerns OPalpitations/Heart flutters OPacemaker OChest pain

OEasy bleeding or bruising OSpontaneous nosebleeds OHigh Blood pressure OLow Blood pressure
OStroke, When? Olrregular heartbeat OVaricose / spider veins OFatigue
OConcussion/Brain Injury, year? ODizziness or Fainting OHeadaches / OMigraines OADD/ADHD
OMental Health Concerns OWorsening or Blurred vision OSuicidal thoughts OSeizures OTremor
OTrouble falling asleep OTrouble staying asleep ONight sweats ODepression
OHyperthyroid / OHypothyroid OHearing Loss ORinging in ears OTuberculosis (TB)
ORespiratory Issues OFrequent colds OAsthma OMarfan’s Disease
OPhlegm... Color OUnexplained Shortness of breath OSweating easily/spontancously OCold feet or hands
OAuto-immune Disorder ODecreased Urine Flow/Dribbling OKidney/ Urinary Disorder OBlood in urine
OCancer, where? OSkin problems OSwollen feet or hands OlIncontinence
OSexually transmitted infection OImpotence OHigh Libido OLow Libido
OCarpal Tunnel Syndrome ONumbness in 1 or more limbs ~ OMuscle weakness OTendonitis
OArthritis Where? OReduced Coordination/balance  OKnee Problems OAnkle concerns
OReplaced joint(s) Which? OShoulder concerns OHip problems OSciatica OBack Pain ONeck Pain

Other health concerns that were not listed?

Which health concerns, if any, tend to occur in your family of origin?

Are you sexually active? OYes ONo
Could you be pregnant? OLikely OMaybe OUnlikely Do you want to have kids soon? OYes ONo

Hospitalizations / Surgeries / Significant Traumas (Include dates)




How many times do you wake to urinate at night? Are you able to fall back to sleep easily afterward? OYes ONo

Do you have a regular exercise routine? ©Yes ONo If yes, describe

Do you engage in repetitive motions (typing, etc.) regularly? If so, please describe.

Medications Data

Medication, Supplement, Herb Dosage Recommended by | Reason for Taking Length of Usage

(Check which is true for you.) Ireceived Othe standard Omore than the standard Oless than the standard number of
vaccinations at the recommended schedule when I was young.

Approximately how many times have you taken antibiotics in your life? O1-10 O11-20 021-50 OMore than 50.

Have you taken hypertension medications at any point in your life? OYes ONo If so, from when to when?

Comments on other medication use and/or your medication use in general:

If you smoke (including vaping), how many per day?  Which? Recreational drug use? Which?

* This section is for women only... (Please answer menstrual questions even if you are post-menopausal. Thanks)
Age of first period Typical # of days of bleeding Typical number of days between cycles
(Check which apply) OHeavy OScanty COIDark blood OThin blood CIBright red blood OTiny clots OLarge clots OCramps
OBloating Olrritable dSad OWeepy OOther cycle-related symptoms?
Number of pregnancies _ Live births __ Premature births ___ Date of last PAP
Which birth control do you use For how long? Previous birth control types
OVaginal discharge OUterine fibroids OOvarian cysts OPCOS OBreast lumps [OOther female concerns?

* This section is for men only...
ORecurrent jock itch Olssues with getting/maintaining an erection pm ejaculation separate from sex ~ OPainful ejaculation
OSymptoms (dizziness, back weakness, etc.) after ejaculation Other male concerns?

Diet (Check) OVegetarian, OGluten-free, OLactose-free, OPaleo, OOther For how long?
Foods/flavors you crave?

How many 8oz. servings of per day - caffeinated beverages?  , carbonated drinks?  , water/clear unsweetened tea?
How many alcoholic beverages do you drink each week?

Typical Food Choices Describe a typical day (or blend of days) of dietary intake including foods and beverages.
Morning

Afternoon

Evening
Night

Is there anything else that I should know or you’d like to discuss that wasn’t touched upon in this form?

Thank you. I look forward to working with you to regain and maintain your optimal health and vitality.
- Suzanna Bliss, MEd, MAc, LAc, DiplAc, Japanese & Orthopedic Acupuncturist, Western Herbalist, Nutritionist
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