 Date of visit: __________________________ 

Name: _____________________ Birthday: ______________ Age: ________Gender: ____________
New Patient Medical Form
Jody Hsu Steele, Dipl. O.M. L.Ac

Your answers on this form will help your provider understand your medical concerns and conditions better. If you are uncomfortable with any question, do not answer it. Best estimates are fine if you cannot remember specific details. Thank you! 
Circle one on below question, if not normal please explain:

Date last full physical exam: ___________ Normal vs. not normal_________________

Date last prostate exam (males):_________ Normal vs. Not normal_________________

Date last PAP and pelvic exam (females):________ Normal vs. Not normal_________________

Date last mammogram (females):_______ Normal vs. Not normal_________________

Date last DEXA or bone imaging (females):_______ Normal vs. Not normal_________________

Surgeries and Hospitalizations with Dates

____________________________________________________________________________________

____________________________________________________________________________________

Allergies (drugs, food, environmental) ____________________________________________________
PERSONAL MEDICAL HISTORY: 

Please check (√) if you have had any of the following medical problems

	
	Heart disease/ Heart attack
	
	Diabetes
	
	Depression/anxiety

	
	Bleeding/clotting problem
	
	High cholesterol
	
	Seizures

	
	Cancer (Malignancy)
	
	Thyroid problem
	
	OBGYN Problem

	
	High blood pressure
	
	Hepatitis
	
	Pacemaker


FAMILY HISTORY (Note: members of family affected) 

	
	Heart disease/ Heart attack
	
	Diabetes
	
	Depression/anxiety

	
	Bleeding/clotting problem
	
	High cholesterol
	
	Seizures

	
	Cancer (Malignancy)
	
	Thyroid problem
	
	Breast Cancer

	
	High blood pressure
	
	Hepatitis
	
	Allergies/Asthma


SOCIAL HISTORY Please check (√) if you have had any of the following

1. (     ) Nicotine/Smoke

How many pack a day? ______Since when______ 

2. (      ) Alcohol


How many glass a day/Week? _______________________

3. (      ) Caffeine


How many cup a day? _____________

4. (       ) Soda


How many cans a day? ________________

Need help for Quitting? ____________

Women only: For women: # regnancies: ____ # deliveries: ___ # abortions: ___ 

# Miscarriages: ____ Age at 1st period: _____ cycle of periods: _____day, Length of each: ____ 

Do you have any concerns about your periods or menopause?
___________________________________________________________________________

Birth control method _______________

REVIEW OF SYMPTOMS: Please check (√) any current problems you have on the list below:

	
	Fever/chills
	
	Excessive thirst or hunger
	
	Lose of balance/paralysis

	
	Cough/wheeze
	
	Dizziness/light-headedness
	
	Memory loss

	
	Headaches
	
	No energy/weakness/tired
	
	Numbness/Tingling

	
	Belching/ gassy
	
	Difficulty hearing/ringing in ears
	
	Cold limbs / hands / toes

	
	Nausea/vomiting/diarrhea
	
	Insomnia/sleep problem
	
	Change in vision/burry

	
	Constipation
	
	Difficulty breathing
	
	Palpitations

	
	Blood in stool
	
	Hay fever/allergies 
	
	Day /Night time sweating

	
	Epigastric/ Abdominal pain
	
	Chest pain/discomfort
	
	Muscle/joint pain

	
	Depression/Anger control
	
	Breast lump/nipple discharge 
	
	UTI/ Urinary problem

	
	Anxiety/stress
	
	Unexplained weight loss/gain
	
	TMJ/Jaw problem


FOR PAIN SYMPTOM ONLY
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            Is this problem new or an old one that returned?

            New problem      returning problem     

          How would you describe your symptoms?

           Achy      dull      sharp     burning

           stabbing  other ___________________

          When are your symptoms worse?

           Morning     afternoon     evening 

           Neither (depends on activity)

          How bad is your pain on a scale of 1-10?

          ____________________________________

         1     2     3     4     5     6      7     8     9     10

        (No pain)                                     (Intense pain)

Date Problem Began? How did the problem begin?  ____________________________________________________________________________________

       What makes you’re a symptoms better? ____________or worse? _________________________

       Are your symptoms…
 constant

 intermittent 
 traveling or radiating

Patient’s Signature: ___________________________ Date: ___________________________ 

Mark an X on the picture where you have pain
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