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Nan Bakamjian, MS, LAc   New York, New York, NY
516  426-9638
ACUPUNCTURE   /  CHINESE HERBS  /  CRANIOSACRAL THERAPY/VISCERAL MANIPULATION


Name:                                                                                Birthdate:                        Age:

Address:                                                                             City:                                Zip:

Phone: (home)                                            (work)                                                    (cell)

E-mail:

Social Security #: 

Status:  Married ( )   Single ( )    Divorced ( )   Separated ( )   Widow/er ( ) 


 Minor ( )   Parent or guardian’s name(s) 

Number of children:             Age and sex of children:


Occupation:                                                                      Employer:

Referred by:

Emergency contact:

Chief Complaint/s: 

Date of onset:

Other treatments tried: 

What makes it better:

What makes it worse? 

Is your condition:  Getting worse ( )   Constant ( )   Comes and Goes ( ) 

Medications you are currently taking:                                                           Prescribed by:

Herbs and nutritional supplements:

Any known allergies or sensitivities (foods, drugs or airborn particles): 

Any surgeries or hospitalizations (please describe):                                                                If yes, when:

Date of last physical exam:                                                                            By whom:

Medical History: (do you have or have you ever had):

AIDS/HIV+  ( )   Arthritis ( )  Asthma ( ) Anemia ( )  Heart Trouble ( )   Cancer ( )  Diabetes ( )   Epilepsy ( )  Stroke ( )   Bronchitis ( )   Kidney or bladder trouble ( )   Gallstones ( )   Ulcers ( )   High blood pressure  ( )   Chronic Fatigue ( )   Hepatitis ( )   Jaundice ( )   Sudden weight gain ( )   Sudden weight loss ( )   Herpes ( ) Polio ( )  Malaria ( )  Migraines ( )   Thyroid disorder ( )   Hernia ( )   Fungal infections ( )    Mono/EBV (  ) Venerial disease ( )    Yeast infection ( )  

Other:

Family History (has any member of your family had any of the above)   If yes, Which member, and when:

CURRENT SYMPTOMS: Focus on current issues and relevant concerns:

Energy:  High (time of day)                                      Low (time of day)

Stress: High__    Moderate ___     Low___             What causes it? 

HEAD:  Headaches?              If yes what area?  Frontal__    Sides___   Top___






 Occipital (back)___  Entire head ____






 Eyes___   Nose___   Temples____


Heavy sensation?_____


How often do you have headaches?_____________________________


 Pain quality:  Sharp___    Dull___   Localized___    Does the pain move around___


dizziness____    memory loss_____   loss of balance_____


Jaw problems/TMJ______________________


EYES:  Check all that apply


Pain___   Dryness___  Blurred vision___ 

 
Burning___   Itching____  Discharge____


Sensitivity to light___    Darkness under eyes___


Other_________________________________

EARS:  Loss of hearing___   Earaches____   Ringing____ if yes, high pitched___ or low___


Pain___   Discharge___    if yes, color___________ Stuffy sensation____


Other___________________________________________________

NOSE:  Congestion____   Phlegm_____ If yes, color____________


Frequent colds______   Nose bleeds______    Sinus infections_____


Other_________________________________________________

THROAT:  Sore throat____  Hoarseness____  Difficulty swallowing_____

                     Swollen glands____   Dryness____   Cough____  Phlegm____   If yes, color_______

CHEST:   Asthma___  Wheezing___  Chest tightness/pain_____ 


   Shortness of breath____   Palpitations____ Persistent cough___


   Cough with phlegm____  If yes, color_______    Cough with blood______



    Sputum color__________   Consistency______________




BLOOD PRESSURE:  high____   low____     last reading if known_______


Have you had a heart exam recently?   Yes___   No___    


If yes, by whom and results_____________________

ABDOMEN/DIGESTION:   stomach pain/discomfort____     if yes, where?




      Around navel___    above navel____




       below navel_____  right side____     left side_____




       acid regurgitation____ bloating_____  stomach gas____




       belching____  heartburn___  nausea_____   




       vomiting____ bad breath____  mouth sores____




        bitter taste in mouth___   lower bowel gas___




        other_______________________________

ELIMINATION:     stool is hard____    soft____  how many BM’s/day____



      constipation____     diarrhea______   undigested food in stool______



      mucous in stool ____    blood in stool_______ if yes, color_______





      hemorrhoids_____    lower bowel gas_____


                      other_________________________________________________

URINATION:    color__________   pain/discomfort during urination__________



burning_____   cloudy_____    blood in urine____   



frequent urinary tract infections_____     Kidney pain or infection___





frequent daytime urination_____ frequent nighttime urination____



if yes, how often_________





SKIN:
dry___  itching___   moist/clammy___   


changing moles or lumps___  boils____


bruise easily___    frequent rashes___  



psoriasis___   eczema___   acne____ 


hair loss/thinning___   dry scalp___    skin puffy/wrinkled____


other_______________________________________


list any scars you have_____________________________________
 

CIRCULATION:  feelings of hot____    cold_____ what area?_________



    bleed easily_____ cold limbs_______


SWEATING:   rarely sweat___   daytime sweating____


             night sweats_____     spontaneous sweat____

SLEEP:    How many hours do you sleep per night (on average)________________


    Do you wake feeling rested?______________________________


     do you have any trouble falling asleep______ staying asleep______


     excessive dreaming ________   disturbed dreams________

MUSCULOSKELATAL:  Pain in:  neck___   jaw____ shoulder______   between shoulders____




  arms/hands____   fingers__________   toes_______




  upper back______   mid back_______   lower back________




  bones sore/painful____   loss of grip____   swollen knees/elbows____




  leg cramps at night______   weakness in legs___  weak ankles_____




  stiff all over____    tingling in feet____   muscle spasm/cramps____




  loss of feeling in hands/ feet____   painful joints________________




  bursitis_____   other____________________________________




  how long have you had the pain?___________




  does the pain travel_____    if so, to where?______




  limited motion?_____  if so, where?_________

NEUROLOGICAL:        numbness/tingling in limbs_____   poor coordination____



               muscle weakness______    feel weak and shaky  ______



               seizures_________     neuralgia (nerve pain)________   




shingles________     other_________________________

EMOTIONS: (check all that apply):   nervousness____    anxiety____   fear____






     depressed____    easily angered____  easily irritated____





      worry_____  mood swings____    forgetfulness_____





      sadness______   easily frightened____   apathetic____






       manic____    poor concentration____
lack of direction___





       other issues_____________________________________

DIET/APPETITE:     good appetite____   poor appetite______     excessive appetite_______



         changing appetite____   excessive thirst_____ never thirsty_____    



         feel tired or weak if a meal is missed_______    


Give a brief description of your meals, snacks, allergies and food cravings:

FREQUENT USE OF:    sugar____     coffee_____    oily foods____




dairy products___    cold food/drinks____ 




soft drinks____  spicy foods____  alcohol____




raw foods_____  fried foods_____    cigarettes______



How many glasses of water do you drink per day_______



do you use filtered _____ or bottled______ water?

EXERCISE:        Do you engage in any regular physical activity?  Yes___     No____



If  yes, please describe type and frequency:

FEMALES:       Are you pregnant? Yes____   No _____



Menstruation:   Age menses began: ___________



cycle every____ days        period lasts _______ days



regular _______     irregular _____   



blood color_____________________________



clots_____    scanty bleeding_____   heavy bleeding________



PMS _______    bloating_____ food cravings_____     mood swings_____




breast swelling/tenderness______    other____________________________



Low or no sex drive______    



Discharge:   yellow____  white_____   thick____



odor____  itching____   liquid______   other_________________



Number of pregnancies_______    deliveries_______   abortions_____



miscarriages_______   Cesareasns______



Number of children and ages:



Hysterectomy_____   If yes, when and why_____________________



Ovarian or uterine disorder___________________________________



Infertility_____________________________________________



Vaginal infection______   yeast_____ herpes_____ PID_______




VD______  Other__________________      





Menopause/Perimenopause:  Date periods stopped________



Hot flashes______   Night Sweats_____   Breakthrough bleeding______



Other_____________

MALES:      
low sex drive_____   lack of sex drive_____   impotence______




discharges______ pain or burning while urinating______



difficult urination_____    prostate trouble_________



other________________________________________




