Sol Acupuncture
Sarah Taylor, L.Ac., MTCM
PATIENT HEALTH HISTORY

Name: Date:

Please identify the health concerns that brought you to the Clinic in order of importance below:

Condition For how long? Past treatment that helped this condition
1.
2.
3.

List any foods, drugs, or medications you are hypersensitive or allergic to:

List any medications (prescribed and over-the-counter), herbs, vitamins, and supplements you are currently taking and for

what condition they are being taken:

Height: Current weight:

Childhood & adulthood major illnesses, accidents, hospitalizations, surgeries:

Event Date Event Date

Family Medical History
(immediate blood relatives)

o Allergies o Diabetes o Alcoholism
o Arteriosclerosis o Seizures o High Blood Pressure
o Cancer o Asthma o Autoimmune disease
o Heart Disease o Stroke o Emotional/Psychological Disorder
o Other
Lifestyle: Which of the following is/ are a part of your daily life?
o Exercise o Coffee o Dieting
o Relaxation/meditation o Alcohol Stress

o
o Tobacco smoking/chewing 0 Recreational drugs o Occupational hazards
o Other










