Kara Romanl(o, DAOM, L. Ac.,
Health History

Patient’s Name Toc]ay’s Date

DObB

Age

What is the reason Forgour visits toclay?

ngptoms

Check any sngtoms you currcnt]y have or have had in the Past year

General Gastrointestinal Eye, Ear, Nose, Throat
0O Chills O APPetite poor O B[eeding Gums
O DePression O B[oating 0O Blurred Vision

O Dizziness

0O Bowel Changcs

O Crossed Eyes

O Fainting O ConstiPation O Digicultg Swallowing
O Fever O Diarrhea O Pouble Vision

O ForgetFu[ness 0O Excessive Hunger O Earache

O Headache O Excessive Thirst 0O Ear discharge

O Loss of S[eeP
O Loss of weight
O Nervousness
O Sweats

Muscle/Joint/Bone

O Gas

O Hemorrhoids

(m} |rxc]igestion/ReHux
O Nausea

O Rectal B[eeding

O Stomach Pain

0O Hay Fever

O Hoarseness

O Loss of Hearing
O Nosebleeds

O Persistent Cough
O Ringingin ears

Pain, weakness, numbness in: 0O Vomiting O Sinus Problems
OArms 0O HiPS 0O Vomiting Blood O vision-Flashes
Okack O Legs O Vision-Halos
OFeet DONeck Cardiovascular
O Hands O Shoulders OChest Pain skin

il High Blood Pressure [ Bruise Easi[ﬂ
Gcnito-Urinary 0 |rregu[ar Heart beat [0 Hives
[ Blood in Urine [ Low Blood Pressure il Itching
il l:requent Urination [] Poor Circulation 0 Change inMoles
0 Lack of bladder control il RaPic] heart beat [ Rash
[ Painful urination il Swe[[ing of ankles [0 Scars

Conditions

Past Present

[0 Varicose Veins

Past Present

[ Sores that won’t heal

Past Present

0 OADS 0 0OcChemical DePenc]encg o 0 High Cholesterol
0 0OAlcoholism 0 0O Chicken Pox O 0OHIV Positive

O [OAnemia 0 [ Diabetes o 0 Kic]neﬂ Disease

0 [OAnorexia o 0 Emphgsema 0 OLiver Disease

o 0O APPendicitis o 0 EPi[epsg 0 [OMeasles

0 [Arthritis 0 [OGlaucoma 0 [OMigraine Headaches
0 [OAsthma O 0OGoiter 0 [OMiscarriage

o 0O B[eeding Disorders 0 [ Gonorrhea 0 [ Mononucleosis

O [breast LumP O 0OGout o 0 Mu[tiP[e Sclerosis
0 [Bronchitis 0 [OHeartDisease o 0 Mumps

0 [OBulimia o 0 HePatitis 0 [ Pacemaker

O [OCancer O OHernia O 0OPneumonia

0 [Cataracts o 0 HerPes 0 0OPolio

Medications List any medications you are current[g taking

Pharmacy Name

Phone

Men Onlg

O Breast LumP

O Erectile dgsFunction
O LumP in testicles

0O Penis c]ischarge

O Sore on Penis

O Other

Gynccologg
O Abnormal Pap Smear
m} B[cccling between Pcriods
O Breast Lump
O Extreme menstrual Pain O
Hot flashes
O NiPPlc disclﬁarge
O Painful intercourse
O Vagina[ clischarge
O Other
Date of Last
menstrual Pcriod
Date of Last
PaP Smear.
Have you had
amammogram?¥Y N Are you
Prcgnant?Y N Number of
children

Mcr\oPausc

Past Present
[ Prostate Problem

il Psgchiatric Care
[ Rheumatic Fever
[ Scarlet Fever

[ Stroke

[ Suicide AttemPt
il Thgroic] AttemPts
[ Tonsillitis

0 Tuberculosis

il Typhoid Fever

0 ulcers

il Vaginal Infections

OoOoooOooooooOooOoOoOod

[ Venereal Disease

A”crgics



kararomanko
Line


Family History

Relation Age | State Age Cause of Death Check if your blood relatives have had any G,F tl-ne' following:
of Health | at Death . Discase Reliij;’rp
Father Arthritis, Gout
Mother Asthma, Hay Fever
Brother(s) Cancer
Chemical DcPcnclcncg
Diabetes
Heart Disease
Sister(s) High Blood Pressure
Kic]r\cg Disease
Tuberculosis
Other
Hospitalizations Pregnancies

Year Hospital Reason for Hospitalization and Year of Birth | Sex of Birth Complications if any
Qutcome
Health Habits
Tobacco OYON # c]ag
Caffeine YN # c]ag
Alcohol OYON# dag/wcek/month (circle one)
Other Drugs [IY N SPcciFy
llnesses
Mness Date Qutcome

Li{:cstglc/OccuPational
Stress [IY[ON

Heavy Ll'Ftl'ng OyON

Hazardous Substances OyON

OtherIY N

| ccrtiFg that the above information is correct to the best of my lcr\owlcclgc‘ I will not hold Kara Romanko, L.Ac. or any members of her staff rcsPonsib[c

for any errors or omissions that | may have made in the comP[ction of this form.

Signaturc

Date





