
Jennifer L. Henry, L.Ac.
1815 State Street, Suite E
Santa Barbara, CA 93101

805.708.0573

PATIENT INFORMATION

General Information

Patient Name: _____________________________________________ Date of Birth: _____________
Mailing Address:  ______________________________________________________________________
City:  ________________________________________________ State: __________ Zip:  __________
Phone – Home:  _________________________________ Cell:  _________________________________
Email:  _______________________________________________________________________________
Sex:  □ Male   □ Female	      	 Marital Status:  □ Married   □ Single   □ Divorced   □ Widowed

Social Security #:  _____________________________ Driver’s License #: ______________________

Emergency Contact:  __________________________________________________________________
Relationship:  ________________________________ Phone:  _________________________________

Occupation:  _________________________________________________________________________
Employer:  ___________________________________________________________________________ 
Employer Address: ____________________________________________________________________
Primary Health Care Provider: ________________________________ Phone:  __________________

Whom may I thank for referring you? __________________________________________________

Health Care Information

Primary Complaints: __________________________________________________________________
_____________________________________________________________________________________
______________________________________________________________________________________
Have these complaints been previously diagnosed?  __________
If yes, please explain:  _________________________________________________________________
_____________________________________________________________________________________
______________________________________________________________________________________



Please answer the following questions:
1. Do you tend to faint?					     □ Yes   □ No
2. Do you have a pacemaker?				    □ Yes   □ No
3. Do you tend to bleed for a long time?		  □ Yes   □ No
4. Do you smoke?						      □ Yes   □ No		 How much? ___________
5. Do you drink alcohol?					     □ Yes   □ No		 How much? ___________
6. Do you drink caffeinated beverages?		  □ Yes   □ No		 How much? ___________
7. Do you exercise regularly?				    □ Yes   □ No		 Explain: ______________
											           ______________________
											           ______________________
8. Do you use drugs for non-medical purposes?	 □ Yes   □ No		 Explain: ______________
											           ______________________
											           ______________________
											           ______________________
9. Please list all medications, vitamins and herbs that you have taken in the past three months:
    ___________________________________________________________________________________
    ___________________________________________________________________________________
10. Please list all injuries, surgeries and major illnesses you have had, including dates: _________
    ___________________________________________________________________________________
    ___________________________________________________________________________________
    ___________________________________________________________________________________

Patient Medical History

Please check any symptoms that you have experienced in the past three months.

Musculoskeletal (pain, weakness, numbness)
	
	 □ Arms							       □ Neck
	 □ Hands							       □ Upper Back
	 □ Shoulders							       □ Middle Back
	 □ Feet							       □ Lower Back
	 □ Legs							       □ Other ____________________
	 □ Hips
	
	



Patient Medical History (continued - page 1)

Cardiovascular
	
	 □ Chest Pain						      □ Palpitations
	 □ High Blood Pressure					     □ Poor Circulation
	 □ Low Blood Pressure					     □ Dizziness
	 □ Irregular Heart Beat					     □ Edema
	
Gastrointestinal
	
	 □ Indigestion						      □ Nausea
	 □ Abdominal Pain						      □ Vomiting
	 □ Constipation						      □ Hemorrhoids
	 □ Diarrhea							       □ Excessive Appetite
	 □ Heartburn							      □ Decreased Appetite
	 □ Bloating							       □ Colitis/IBS
	 □ Gas								       □ Gallbladder Problems
	 □ Belching		
							     
Eyes/Ear/Nose/Throat/Respiratory
	
	 □ Cough							       □ Bronchitis
	 □ Sore Throat						      □ Shortness of Breath
	 □ Nasal/Sinus Congestion				    □ Blurred Vision
	 □ Frequent Colds						      □ Eye Pain
	 □ Enlarged Glands						     □ Earache
	 □ Nose Bleeds						      □ Loss of Hearing
	 □ Asthma/Wheezing					     □ Ringing in the Ears
	 □ Hay Fever

Urogenital
	
	 □ Frequent Urination					     □ Genital Pain
	 □ Painful Urination					     □ Venereal Disease
	 □ Lack of Bladder Control				    □ Decreased Sex Drive
	 □ Kidney Stone/Infections

Skin
	
	 □ Bruise Easily						      □ Edema
	 □ Rash/Itching						      □ Boils
	 □ Dry Skin							       □ Slow Healing Wounds
	 □ Acne



Patient Medical History (continued - page 2)

Men Only
	
	 □ Prostate Problems
	 □ Erection Problems
	 □ Pain in Testicles

Women Only

	 □ Menstrual Pain/Camps				    □ Excessive Menstrual Flow
	 □ Irregular Periods					    □ Breast Swelling/Pain
	 □ Bleeding Between Periods			   □ Moodiness
	 □ Clots in Menses					     □ Miscarriage
	
Miscellaneous

	 □ Depression					     □ Easily Startled
	 □ Anxiety						      □ Excessive Anger
	 □ Dizziness						      □ Excessive Fear
	 □ Fever						      □ Irritability
	 □ Poor Memory					     □ Nervousness
	 □ Headache						      □ Overwhelmed
	 □ Loss of Sleep					     □ Other _______________________________
	 □ Loss of Weight					         _____________________________________
	 □ Sweating

Family Medical History

Please indicate any disease that has been in your family and which family member was effected.

□ Diabetes ____________________________________________________________________________
□ Cancer ______________________________________________________________________________
□ High Blood Pressure __________________________________________________________________
□ Heart Disease ________________________________________________________________________
□ Seizures _____________________________________________________________________________
□ Asthma ______________________________________________________________________________
□ Allergies _____________________________________________________________________________
□ Arthritis _____________________________________________________________________________
□ Other _______________________________________________________________________________



Cancellations and Missed Appointments

I respect that you may occasionally need to cancel an appointment, however, I request the stan-
dard 24 hour notice. Should you cancel an appointment with less than 24 hours notice, or not 
show up for a scheduled appointment, a charge equal to your last appointment will be applied to 
your account. Thank you for your understanding. 

The information on this form is correct and to the best of my knowledge.

Patient Signature _________________________________________________ Date: ________________

Guardian Signature (if patient is under 18) ___________________________ Date: ________________
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