


How many times do you wake to urinate at night? ____   Are you able to fall back to sleep easily afterward?   �Yes �No    
 

Do you have a regular exercise routine? �Yes �No   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.)       I received     �the standard �more than the standard �less 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?   �1-10    �11-20    �21-50    �More than 50. 
 

Have you taken hypertension medications at any point in your life? �Yes �No   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) �Heavy �Scanty �Dark blood �Thin blood �Bright red blood �Tiny clots �Large clots �Cramps        
   �Bloating �Irritable �Sad �Weepy  �Other 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 ___________ 
   �Vaginal discharge   �Uterine fibroids   �Ovarian cysts  �PCOS   �Breast lumps    �Other female concerns?_______________ 
 

* This section is for men only… 
   �Recurrent jock itch    �Issues with getting/maintaining an erection    �pm ejaculation separate from sex     �Painful ejaculation                       
   �Symptoms (dizziness, back weakness, etc.) after ejaculation ______ Other male concerns?______________________________ 
-  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  - 
 

Diet (Check) �Vegetarian, �Gluten-free, �Lactose-free, �Paleo, �Other_____________ 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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