                          New Patient 

Comprehensive Health History Questionnaire

     Healing is not merely the relief of physical or mental pain.

           Healing is the change that naturally occurs when 

          we take the time to nurture and care for ourselves.

                                         Aloha Health Clinic 

                               Alvita Soleil O.M.D., L.Ac., NCCAOM          

                 Waimea Town Plaza    64-1061 Mamalahoa Hwy, #110 Kamuela     

                                   alohahealthclinic@yahoo.com   808 889-0770
Welcome to our clinic. 

This is a detailed, lengthy health history. Please help us to provide you with a complete evaluation by taking the time to fill out this questionnaire carefully. It is actually beneficial to 

get a perspective of your own health without interruption. 

It is estimated that over 70% of health problems can be solved from information in the history

forms. This is a very important source of information and will alert us to areas of your health 

that may need special focus. 

This is a confidential record and will be kept in your chart. Information contained here will 

not be released to any one except when you have authorized us to do so in writing.

If there is any question you have difficulty answering, just circle the question. You can ask us 

at the time of your visit.

Because filling out this questionnaire is time consuming, please bring this questionnaire completed at the time of your visit, or send it prior via e-mail.

We are looking forward to serving you in the best possible way we can.

             Thank you for taking the time to thoughtfully complete this history forms

                    SOME OF OUR PATIENT SUFFERS FROM MULTIPLE SENSITIVITIES. 

AS A COURTESY PLEASE REFRAIN FROM WEARING PERFUMES, OR SCENTS OF ANY KIND.

                    IF YOU UNABLE TO KEEP YOUR APPOINTMENT PLEASE NOTIFY US 

AT LEAST 24 HOURS IN ADVANCE. We reserve the right to charge for time reserved.
                  Please e-mail or mail this history forms to the address below.

       LOCATION: Waimea Town Plaza  64-1061 Mamalahoa Hwy #110     808 889-0770
      MAIL: PO Box 491 Hawi, HI 96719            E-MAIL: Alohahealthclinic@yahoo.com
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ALOHA HEALTH CLINIC

__________________________________________________________________

Alvita Soleil  O.M.D., LAc., NCCAOM
Doctor of Oriental Medicine

Name:______________________________________________                 Date :      _____ / _____ / _________
Address: ____________________________________      Age:______   Height   ______Weight:  __________
City: ________________________________             State: _______________        Zip:   __________________
Home Phone: __________________  Work Phone: ________________ Cell Phone:   ___________________
Email address:    ____________________________________________________________________________ 

Date/Place of Birth: _________________ Marital Status: __________      No of children:   ______________
Occupation:  _______________________________________________________________________________ 

Employer’s name and address    ______________________________________________________________
Primary Physician: ______________________________________    Phone: ___________________________

In emergency notify: ____________________________________     Phone: ___________________________

Referred by:    ______________________________________________________________________________
Insurance Company’s name, address and policy number:  ___________________________________________________________________________________________

MAIN COMPLAINTS YOU WOULD LIKE TO ADDRESS: 

___________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
Have you been ever treated by acupuncture or Oriental Medicine before?   __________________________________
How long ago did these problem(s) begin, please be specific: ______________________________________________
____________________________________________________________________________________________________
To what extent do these health problems affect your daily activities, such as work, social life, sleep, eating., 
or hobbies? __________________________________________________________________________________________
 ____________________________________________________________________________________________________
How long has it been since you first noticed any symptoms? 

_____________________________________________________________________________________________________
Have you been diagnosed by a physician?. What was the name of the diagnosis?

____________________________________________________________________________________________________
What kinds of treatment have you tried, and how have they worked?_______________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
RECENT LAB TEST: Please indicate test results and date
____Physical    ____Cholesterol     ____Prostate      ____Blood  (describe) _____________________________________

____HIV/STD ____ Pap Smear      ____Mammography     ____Liver     ____CBC  

Other: ______________________________________________________________________________________________
Test Results and Date: ________________________________________________________________________________
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PAST MEDICAL HISTORY: Please include dates

Allergies:  Please list any allergies (food, seasonal, environmental, chemical): ____________________________________________________________________________________________________

____________________________________________________________________________________________________
____________________________________________________________________________________________________

_____ Arthritis        _____ Asthma           _____ Bleeding tendency         _____Cancer                _____ Chicken Pox   _____Diabetes         _____ Epilepsy         _____ Emphysema                    _____Glaucoma           _____ Gonorrhea

_____ Hepatitis        _____AIDS /HIV    _____ High Blood Pressure     _____ Heart Disease   _____  Measles    _____Meningitis     _____Migraines        _____Mononucleosis                _____ Mumps             ____ Nervous disorder                 _____Polio               _____  Seizures         _____ Rheumatic Fever            _____Syphilis               ____ Tuberculosis    _____Venereal Disease    _____ Thyroid Disease      _____ High cholesterol      _____ Lung Disorder     
 _____Spleen Disorder     _____ Stomach Disorder   _____Kidneys Disorder     _____Bowel/ colon disease 
_____ Birth Trauma (prolonged labor, forceps delivery, etc.) ____________________________________________________________________________________________________
Other significant medical condition: ____________________________________________________________________________________________________
____________________________________________________________________________________________________
Accidents / significant trauma / Hospitalization/ Surgeries: ____________________________________________________________________________________________________
____________________________________________________________________________________________________

FAMILY MEDICAL HISTORY: Please circle all that apply in your immediate family:
Cancer -  Diabetes - Depression -   High Blood Pressure -   High cholesterol  -  Stroke  -  Seizures -   Asthma    Heart Disease  -  Alcoholism -   Allergies  -  Rheumatoid Arthritis -  Tuberculosis -   Epilepsy -  Mental problem    

Other Major Illnesses: ________________________________________________________________________________
____________________________________________________________________________________________________
 PROFILE: 

Please list ALL the medications you are taking, or have recently taken, what you are taking them for and what side effects you've noticed:
Drugs                          
  What For?                            
                                 Side Effects?

STRESS LEVELS 

____Low        ____Moderate     ____High

____Psychological     ____Chemical/Environmental        ____Physical      ____Emotional           ____Spiritual                                       
Other:______________________________________________________________________________________________
EXERCISE:  ____Daily          ____Weekly    ____Monthly     ____ Never
POSTURE:   ____Excellent    ____ Good...   ____Okay           ____Not Good    ____Terrible
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PAIN CONDITIONS: If you are experiencing pain, please complete the following

QUALITY OF PAIN:       _  sharp      ___stabbing        ___ throbbing     ___ dull     ___ burning         ___ cramping   
___ burning         ___ continuous  ___ comes & goes   ___ fixed              ___ numbness   ___ wakes you up at night         Other: _____________________________________________________________________________________________
Do any of the following lessen the pain?  ____heat   ____ cold    ____ holding the area (pressure)   ____ rest                 ____ stretching   ____ gentle movement         ____ vigorous exercise

Do any of the following worsen the pain?      ____ heat          ____ cold         ____ pressure    ____ movement   
___ weather   ____ exercise  ____ rest (worse during sleep)
Other: ______________________________________________________________________________________________
ENERGY LEVEL:____________________________________________________________________________________
___ Low energy at specific time of day. If so, when?_______________________________

____ Low energy       ____ Low energy after exercise  ____Shortness of breath  ____ Sleepy during day 
____ Lethargic           ____  Reluctance to talk                ____ Fatigue    ____ Hyperactive    ____  Restlessness      

Other: ______________________________________________________________________________________________
BODY TEMPERATURE:______________________________________________________________________________ 
____Feel cold all over   ___Cold feet ___ Cold legs  ___Cold hands   ___ Cold fingers  ___Cold arms       
____ Feel hot all over    ___ Feel hot in afternoon     ___ Feel hot in face   ___ Hot flashes               

____ Feel hot in hands  ___ Feel hot in feet                ___Feel feverish        ___ Alternate temperature
Other: ______________________________________________________________________________________________
SLEEP PATTERNS:___________________________________________________________________________________________                                                                       
 ____ Trouble falling asleep    ____ Intense dreams   ____ Nightmares        _____ Leg cramping at night  
 ____ Restless, uneasy sleep    ____ Sleep walk          ____ Awake frequently throughout the night   
 ____Wake up in the middle of the night, can’t fall back asleep   ____  How many hours do you sleep at night?
Other: _____________________________________________________________________________________________
MUSCULOSKELATAL:_______________________________________________________________________________________
PAIN:
____ Neck                            ____ Shoulder                 _____ Between shoulder blades           ____ Arms/ hands    

 ____Hips                             _____ Knee                      ____ Fingers                                        ____ Big toes   

____ Upper back                  ____ Mid Back                 _____ Bones                                              _____ Swollen knees /elbows   
____ Leg cramps at night    _____ Weakness in legs   ____ Muscles spasm/cramp ____ Weak ankles          
 ____ Stiff all over                 _____ Tingling in feet      ____Loss of feelings in hands / feet     ____ Painful joints                       ____ Bursitis 
Other: _____________________________________________________________________________________________ 
 CIRCULATION:______________________________________________________________________________________________
____ Hot                          ____ Cold              _____ Bleed easily                        ____ Bruise easily

Other: _____________________________________________________________________________________________
HEAD:____________________________________________________________________________________________
____ Headaches       ____ Faintness      ____ Dizziness      
Other: _____________________________________________________________________________________________
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EYES: ____________________________________________________________________________________________
____ Watery   ____ Itchy     ____ Swollen   ____ Sticky eyelids   ____ Dark circles under eyes 
 ____ Dry        ____ Red       ____ Blurred   ____ Cataracts            ____ Eye strain     ____ Spots in eyes
Other: _____________________________________________________________________________________________
EARS: ___________________________________________________________________________________________
____ Itchy             ____ Earaches     _____  Ear infections    _____  Drainage    _____ Ringing   ____ Poor hearing    

Other: ____________________________________________________________________________________________
NOSE: ____________________________________________________________________________________________
____Stuffy nose    ____ Hay fever  ____ Sinus problems   _____ Hay fever     _____ Sneezing   ____  Nose bleed  ____ Excessive mucus formation   
Other: ____________________________________________________________________________________________
MOUTH and THROAT:______________________________________________________________________________
____ Chronic cough    ____ Sore throat  ____ Swollen throat     ____ Hoarseness     ____ loss of voice   ____ Sores

____ Gagging, frequent need to clear throat   _____ Discolored gums, lips ____ Dry throat    ____ Jaw pain      
Other: _____________________________________________________________________________________________                    

SKIN: _____________________________________________________________________________________________
____ Acne      ____ Hives    ____  Rashes     ____ Dry skin    ____ Flushing      ____ Hot

____ Excessive sweating     ____ Do not sweat
Other: ______________________________________________________________________________________________

CARDIOVASCULAR:________________________________________________________________________________
____ Irregular    ____ skipped heart beat      _____ Rapid          _____ Pounding    _____ Chest pain ------ Dizziness   ____ Blood clots                   _____ Phlebitis     _____ Fainting   _____cold hands /feet  ____ High Blood Pressure       ____ Low blood pressure    _____ Difficult breathing  ____ Abnormal electrocardiogram (EKG)  
 ____Heart murmur             _____ Arteriosclerosis       ____ Angina
Other: ______________________________________________________________________________________________

RESPIRATORY: _____________________________________________________________________________________
____ Cough      ____ Coughing blood          ____ Asthma         _____ Bronchitis     ____ Pneumonia   ____ Cold
____ Tight chest ____Difficult breathing     ____ Phlegm   _________what  color  ____ shortness of breath
____ Catch colds easily    
Other: ______________________________________________________________________________________________

GENITO-URINARY:__________________________________________________________________________________ 
____ Frequent urination  How often  ____ Daytime   ____  night time     ____ Pain on urination    
____ Urgency to urinate       ____ Venereal disease     ___ Kidney stones  ____ General water retention
____ Rarely need to urinate ____  Urination when cough or sneeze 
URINE: ____ Clear   ____ Profuse   ____ Turbid    ____ Scanty    ____  yellow  ____  Urgent   ____ Bloody (rose color)     ____ Strong smell   ____ Dripping after urination  ____ History of bladder/kidney infections  
Other: _____________________________________________________________________________________________                                                                                                                                                                  
                                                                                                                                               NEUROLOGICAL:____________________________________________________________________________________________
____ Nervousness   ____ Depression  ____Easily angered    ____ Easily irritated          ____ Frequent crying
____ Worry              ____ Anxiety        ____ Mood swing       ____ Memory confusion  ____ Suicidal 

____ Tremors           ____ Seizures       ____ Neuralgia            ____Poor concentration   ____ Shingles
____ Poor coordination  ____ Muscle weakness  ____ Feel shaky and weak  ____ Numbness/tingling in limbs
Other: ______________________________________________________________________________________________
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GASTROINTESTINAL:_______________________________________________________________________________
____ Constipation      ____ Diarrhea          ____ Nausea       ____ Vomiting       ____ Gas      ____ Belching       

 ____ Hemorrhoid     ____ Stomach pain   ____ Bad breath ____ Heartburn     ____ Abdominal bloating 
____ Weight gain       ____ Weight loss      ____ Sores in mouth  ____ Sensitive abdomen   ____ Rectal pain/itching  Taste in Mouth; ___Bitter  ___ Metallic             Laxative use :  ______/ week; type _______________     
STOOL: 

____ Black    ____ Bloody  ____ Frequent   ____ Loose    ____Form   ____ Undigested food    ____ Mucus

____ Foul odor   ____ Frequency  

APPETITE: 

____ Excessive   ____ Poor   ____ Keeps on changing     ____ Feel tired or weak if missing a meal

THIRST:

____ Excessive  ____ Rarely

Other: ______________________________________________________________________________________________                                                                                                           
NUTRITION AND DIET:

What is your relationship with food? ____________________________________________________________________________________________________

____________________________________________________________________________________________________

How many meals do you eat each day? ________________________________________________________________
What is your usual breakfast? ____________________________________________________________________________________________________
What is your usual lunch? ____________________________________________________________________________________________________
What is your usual dinner? ____________________________________________________________________________________________________
Are you on a restricted diet?

____________________________________________________________________________________________________
Are you a vegetarian? Describe ____________________________________________________________________________________________________
Food you eat frequently ____________________________________________________________________________________________________
Food you crave   _____________________________________________________________________________________
Food you dislike _____________________________________________________________________________________
Your favorite food ___________________________________________________________________________________
DO YOU:

____ snack  ____ Always add salt     ____ Eat the same food every day    ____ Eat until you are full  

____ Eat when you are not hungry  ____  Occasionally go on a crash diet   
Do you consider yourself     ____underweight _____overweight  _____just right? 
How much water do you drink daily? _______________________      _____ Tap    ____Filtered   ____ Bottles
                                                                                                                                                                                                6

How many caffeinated drinks do you drink per week (coffee, tea, soda)? ___________________________________ 

What is your favorite beverage? _______________________________________________________________________
Do you drink Alcohol?    ____ No   ____ Yes    _____ Amount per week   _______ ________________________Type
Any additional comments you would like to make about your diet?
____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________
Do you have any other symptoms or issues that have not been covered?

___________________________________________________________________________________________________
___________________________________________________________________________________________________

___________________________________________________________________________________________________

