Medical History Form (BEfESEIZ DWW THOZTERM)

General:

1. Chief Complaint: What are the main health concerns you wish to address? ({8 ¢, - 6 DA 2 &3 i T
)

2. Current and Past Treatment: Have you received treatment for these problems? (Z D/ IZESL CTLARINZIR
WA THAIVELTZD)
00 Yes [ No, if yes, which:
I Conventional (PE¥¥[E%) [ Oriental (HPEES) [ Other: (fth)

Please list the names of the physicians you have formerly consulted with for this problem: (Z oL
TUENCRR 22T b nEMoAFiZ2FE N T EaSn

3. Hospitalizations and Surgeries: Have you undergone any hospitalizations or surgeries in the past? (ABZIEH#E<

FINEZZ T2 &1EH Y £7975) [ Yes [ No, if yes, please explain:

4. Medications and Supplements: What medications and supplements are you currently taking? (HfE, LW
A DERATHETD)

a. Prescription:
Cuv Y

b. Non-prescription:
(TR )

c. Supplements:
(FFV A R)

d: Herbs:

(BEH I EDN—"7T)

5. Allergies: Are you allergic to any medications, foods, or environmental products? (3£, &~y BREEHICFE
THHLOREIHLTT LA —RH D £9)
[0 Yes [ No, if yes, please explain:

6. Mental Disorders: Have you ever been diagnosed with a mental disorder? CF5f5 & 2Wran=Z &b v £



ERA)
[0 Yes [ No, if yes, please explain:

7. Communicable Diseases: Do you have an active contagious diseases? (FAEEYHIEIZFE-> TV E T )
[1Yes [ No, ifyes, please check:

1 Tuberculosis % 7] Pertussis &1 H "% " Measles I L 7>

71 SARS #—2= ] Diphtheria 77 U 7 ] West Nile Virus 7=z b1 L1 12
" Meningitis Il 5% "1 Encephalitis 2% "I Influenza A > 7 /bW

"] Hepatitis A, B, C if4¢ 7] HIV/AIDS = A X "] Tropical Diseases Z4H7 97

] Other: filt

8. Family History: Please check if applicable (ZH%& D FE{FE)
R e ik

Diseases Father Mother Brother Sister
Cancer ¥ 0 0 0 0
Diabetes R 5 0 O O 0
Heart Diseases ‘DMl O 0 0 0
Stroke I 2EH O 0 0 0
Mental Illness 545 [ 0 O 0
Other i O O O 1 Please explain:

GEL )

System By System: Please check the boxes if applicable(34'E = & DIEIRDF = v 7 T, BV Y7-5 DI
Ty 7L TLTEIN)

1. Cardiovascular BIfE wE e s
THER 28 R Current Past Current Past
Heart Diseases /CMgJi [ a Heart Murmurs /U>HET5 O 0
Chest Pain fifg O O Palpitations % O O
Arrthythmia ~#JR - [ 0 Fainting A} Ifi. O 0
Rheumatic Fever U = —~ F# [ N High Blood Pressure & Ifi. £ O 0
Stroke Xz~ H1 O 0 Swelling of Ankles /& % D Fe< 2 [ O
Varicose Veins §#JKJ&E [ O Deep Vein Thrombosis #HRFEH4: 0 O
Easy Bleeding Hifl. L9V [ 0 Easy Bruising & S 73 T&Z 09 0 il
Anemia,%f 1. [ [l Raynaud's Syndrome L A / —Ji U il
Other 1t

2. Pulmonary e wmE BUE M
R E A Current Past Current Past
Asthma i . O O Pleurisy 4% 0 O
Emphysema 5 fifg 0 O Cough % 0 O
Difficult Breathing W% R [ 0 Shortness of Breath S 8JiL [ O
Chronic Bronchitis 1815 & %% [ 0 Frequent Catching Colds 7 &% 5| & 09"\ U 0
Sleep Apnea MEARFFHENEN, [ [ Cardiac Asthma LR S O 0

Other fth,




3. Genitourinary BfE % BifE W%

WAIR a5 R Current Past Current Past
Kidney Diseases & & J J Difficult Urination 5 K 4 0 O
Frequent Urination #4/K [ O Painful Urination #EJ& 7R O O
Incontinence JRIFAL [ O Urination at Night 1% i /R 0 O
Kidney Stones B a O O Urinary Tract Infection /i /@ x O O
Blood in Urine L& [ d Venereal Diseases P45 a O
Other

4. Neurological BfE Wk BfE wE
PR Current Past Current Past
Dizziness ¥ F U U Loss of Balance “F-f /g <5 UJ [
Muscle weakness i D55 [ U Paralysis ?ﬁé}_ﬂiﬁ U |
Numbness FREL 0 O Tingling J&41 0 O
Seizures JERIFE1F 0 O Epilepsy J i 0 0
Memory Loss FC18 522 O 0 Insomnia R O O
Somnolence & 0 O
Other

5. Gastrointestinal BE ®mE HE |
HAb &R Current Past Current Past
Epigastric Pain #2355 O A O O Heartburn ﬂ@ Jé% H‘ U il
Nausea/Vomitting i « M- & & U U Ulcers B 7;%% U UJ
Belching 13> 53 0 0 Bloating I B3 l 0
Gall Bladder Diseases IHZE « JH& % [ O Liver Diseases JT/igiim g OJ
Abdominal Pain &7 O O Hemorrhoid ¥ O 0
Blood in Stool IfiLf&# 0 O Undigested Food in Stool /& H1 {2 FRIH{LW) 0 O
Loose Stool #X & 0 0 Constipation {5 4 0 0
Frequent Passing Gas 572 528 L < 15 [ 0
Other 1t

6. Endocrine BE ®\E HE wE
IRl Current Past Current Past
Hypothyroid F I HiEEAEAR T d d Excessive Thirst ® & D& 0 O
Hyperthyroid FiA i RE /T3 EE 0 0 Excessive Hunger 1 8l 732 22 ifg jik 0 0
Hypoglycemia {5 Ifi 4 O O Night sweating =T O O
Diabetes ¥ R J7 O | Feeling of Hot or Cold DIE® F 72134 2 g OJ
Other ftt

7. Head HIE @E BE \E
I Current Past Current Past
Headaches #8J# 0 0 Teeth Grinding B #L ¥ O 0
Migraine J5H# O 0 TMI/Jaw Problems %A B &iiE 0 0
Head Injury SO FEF 0 0 Trigeminal Neuralgia — X A% 0 O
Cluster headache A£3 98 0 0

Other 1t




8. Neck HAE E BE @\E

H Current Past Current Past
Lumps L 2 ¥ 0 O Neck Pain & ¥ 7 O O
Goiter R RIS N 0 Whiplash 0% 9 5 O O
Swollen Glands fJRDJEIL [ W
Other fis

9. Eye, Ear, Nose, Mouth, Throat BI.{f &% BE E
IREL « B SR Current Past Current Past
Impaired Vision {2 7] D % UJ O] Sinus Problems EIJ%H%% OJ O
Night Blindness & § i O O Hay Fever ¥} iE O O
Double Vision —E 0 0 Stuffy Nose &5 F V) 0 O
Blurred Vision & O 72MERNT 5 0 ] Loss of Smell {23\ 23076 720 0 l
Spots in Eyes FRIUE O 0 Nose Bleed £ fiL 0 0
Eye Pain H D J % O O Impaired Hearing [ Z 2 230 O O
Glaucoma ik PN & O 0 Ear Ringing HHE ¥ O O
Cataracts 4N [& O O Painful Ear F 0 Y 7 0 0
Excessive Tearing {58 | 0 O Dry Throat ® £ O #7 1% 0 0
Dry Eyes H Oz {8 0 0 Sore Throat ® & DJi O O
Other ffi Chapped Lips /& D O-UVEI# O O

10. Integumentary, Musculoskeletal Bi/£ 2= BifE WmE
FEJERL « 7 e RS R Current Past Current Past
Rashes 7% 0 0 Shoulder Pain J§ D7 A 0 0
Acne, Boils (X (N TX LD O O] Arm Pain g D 7~ OJ OJ
Skin Color Changes i (D% ¢4, O O Upper Back Pain b7 DY # O O
Lumps 3 0 0 Middle Back Pain 75 D Jg & l 0
Eczemaiiiz O 0 Lower Back Pain &% 0 0
Hives CAE LA O O Leg Pain Ji{l DI 7 O O
Psoriasis i 0 0 Arthritis B &4 0 0
Itching 7> A~ O a Joint Pain BE i DY 7 O O
Hair Loss #%17& O O Muscle Spasms fJ; Al 0D & f 0 O
Brittle Nails 2728 & AU 0 0
Other 1t

11. Immune BIE @k
AT Current Past
Chronic Fatigue 125 55 U O
Low-grade Fever fi#\ 0 0
Chronic Infections & & YLIE [ 0
Slow Wound Healing &M i5 9 A3 [ [] Other fits

12. Reproductive System

ATl R
Male Bk BE wmE Female % BIE %
Current Past Current Past

Hernia ~/L=7 0 0 Age of first mense? #JI4F n

Sexual difficulties 3 0 0 Age of menopause? PR



HE

Current Past

Premature ejaculation & 4%

[

Penile discharge %75 0 R4 W [

Genital warts PEg5 D E
Chlamydia 7 7 X V7
Gonorrhea k97

Syphilis  H#

Herpes IR

Prostate problem i 37 JRAE K
Testicular pain 52 HL. 0 Jf 7

Testicular swelling S2 }L D i1

Other 1t

0

U
0
U
U

\
O
U

13. Mental/Emotional f&##

HIAE

Current Past

Mood swings &3 DLe &
Depression 9 D
Nervousness fH#%E
Bi-polar AR g
Psychosis F5 75
Anxiety NZZ

J
U
W

[ R

HAES

O

ooUooooO0o

* IR
RS

[

OooOooOoodd

HifE

HEES

Current Past

Length of cycle? A #% &
Duration of menses? H #% H &
Irregular cycles H #%IA

PMS A #EATER

Heavy flow #% [flLif% 2%

Clotting &1L H DY

Menopausal symptoms 5 47 H] &5
Vaginal discharge 3V & O D B
Date of last PAP exam? % o ARH#&Z H
Endometriosis - PN IE
Ovarian cysts JFE.D 9 finl

Breast lumps g L Z ¥

Nipple discharge #1575 0 85 53k
Pain with intercourse A2
Vaginal dryness JI& D {715

Cervical dysplasia JEffilia o B sE
Genital warts PE&5 D UME
Chlamydia 7 7 X 27

Gonorrhea 5

Herpes ~/L~A

Syphilis Hg77

Birth control 73EE4T:

Number of pregnancy? 4T-4z [P
Number of live birth? H{ E [F]1£4
Number of miscarriages? it /£
Number of abortions? #'ifft
Difficulty conceiving A~4T:

Other

N I O I |

0 e e N B W

HUAE

NAES

Current Past

Neurosis / A &7 —1 0
ADHD & H#E O
Hallucinations %Ji%. O
Suicidal thoughts F £ E3%& [0
Mental tension f& BR[O
Other fis,

U
0
0
U
]

0 O |

O O™

Ooooooo&osay




