Hello, and welcome to my practice!

I am really looking forward to partnering with you in finding your unique path to ongoing health.  Here are a few things for you to know about my practice:

You should allow 1 1/2 hours for this initial visit. During our first meeting we will go over your health history. So, along with the enclosed paperwork, bring with you any herbs/supplements/drugs you are currently taking. Also bring any pertinent lab work and imaging reports. 

The cost of the first visit is $100.00. In addition to reviewing your medical history I will also do a Comprehensive Chinese medical examination and acupuncture treatment, and take time to answer any questions that you may have.  I will also discuss with you my Chinese medial diagnosis and suggest a complete treatment plan detailing recommendations regarding what modalities I feel are appropriate for you such as: acupuncture, herbal therapy, labwork, diet and lifestyle changes, supplements etc. 

Follow up visits that include an office visit and acupuncture are $65.00. If I feel that other modalities will be of benefit, I will discuss them and their cost with you. As a free service to my clients, I do bill insurance directly, provided that your insurance company will cover my services. Every insurance company and policy has different guidelines regarding acupuncture reimbursement so you should contact them directly to find out the particulars of your policy, or, I will have my billers contact them to find out what your benefits include.  You will be responsible for the remainder of the fee that they do not cover.   Please inform me prior to your session if you will want us to bill insurance for you

If you have to reschedule your appointment please give at least 48 hours notice, by email is best.  If cancellations are made less than 24 hours prior to our scheduled appointment time, a $50 will be billed to your account to cover office expenses for your appointment time. I really do not like to do this, but since I am unable to schedule people into cancelled appointment slots without advance notice, I still have to cover clinic costs, and would otherwise do so out-of-pocket.  You can contact me at Brie@santacruznaturalhealth.com.  For more information about how Oriental Medicine can help you to reach your health goals, visit my website at www.santacruznaturalhealth.com. Thank you, and I look forward to working with you! 

Sincerely,

Brie Wieselman, L.Ac

BRIE WIESELMAN, L.AC., MTCM

Client Health History Questionnaire

(This is a confidential questionnaire to help determine the best treatment plan for you. Please fill it out as completely and accurately as possible even if you do not feel certain questions pertain to your present condition. 

Please attach copies of any pertinent bloodwork/X-rays/CT Scans/other studies if possible. 

Thank-you!

Name_______________________________
     Age_______   Date_____________________

Home Address__________________________________________________________________

City_______________________________ State________ Zip____________________________

Best phone to reach you at: (home)___________(cell)____________ (work)______________

E-mail___________________________________________        Birthdate__________________

If under 18, person responsible for your account____________________________________

Emergency Contact______________________  Contact Phone________________________

Where did you find out about Santa Cruz Natural Health? _________________________________​​​​​​​______________________________________

(Please indicate if any of the following pertain to you:  (marking “yes” does not make you ineligible for treatment, however, it may restrict some of our treatment modalities for your safety):    

 (High Blood Pressure  ( Seizures  ( Pacemaker  ( Blood-thinning Meds  ( Pregnancy

Medication & Dose:

               Reason:      

     Prescribed By:

___________________________________________________________________​​​​​​​​​​​​​​​​​________

___________________________________________________________________________

___________________________________________________________________________

______________________________________________________________________________________________________________________________________________________How many courses of antibiotics have you taken, if any, in the past 10 years?______________

(On the reverse side of this page, please briefly list any previous illnesses, traumas, or major health incidents/turning points chronologically. Please include childhood illnesses such as frequent ear or upper respiratory infections, birth trauma, mononucleosis, major dental work, surgeries, hospitalizations, etc…..

Please circle any that apply to you, and underline any that apply to immediate family members:

AIDS/HIV

Alcoholism/Substance Abuse

Asthma

Bleeding disorder



Herpes
Cancer





Kidney Disease

Celiac Disease




Lyme’s Disease

Diabetes




Obesity

Epilepsy




Polio

Fibromyalgia




Stroke

Gout





Thyroid Disorder

Heart Disease




Tuberculosis

Hepatitis A / B / C 



Transfusion (before 1985)

During an average day, what times do you eat and please describe a typical meal for:

Morning: 

Snack: 

Lunch: 

Snack: 

Dinner:
Dietary preferences:

     ( Vegetarian  ( Fish/seafood   ( Red meat   ( Eggs   ( Dairy   ( Fast Food  (Raw Foods diet   

     ( High protein/ low carb    (low fat diet   ( Whole foods (spicy   ( sweet  (  sour 

     (  Salty  ( Bitter  ( cold drinks ( Hot drinks  ( warm drinks 

How many hours do you sleep per night? ______

I have difficulties with: 


 ( falling asleep  ( staying asleep  ( Dream disturbed sleep

 


 ( feel unrested upon waking ( snoring  (falling asleep w/o medication or supplement  

 
 ( waking up @ ___AM/PM and not able to fall back asleep

Joints/Muscles/Bones:

I have (circle all that apply): 

Swollen joints      Arthritis/joint pain      Tendonitis           Muscle cramping 

 
Repetitive Strain Injury        Bone Pain        Fractured Bone(s) 
Please indicate the location of pain:_____________________________________________
	Eyes, Ears, Nose, Throat, & Head:
	Respiration:
	Heart & Cardiovascular:
	Gastrointestinal:

	Headaches


Dizziness


Memory Loss



Blurry Vision

 

Eyelid Twitching

Floaters


Dental Problems

Gum Problems


Teeth Grinding/TMJ

Hoarseness


Difficulty Swallowing
Dryness in throat

Frequent colds 

Chronic runny nose Frequent sore throat Clogged/popping in ears Nose bleeds 

Painful/red eyes 

Poor vision 

See spots/floaters Dizziness

Bleeding gums 

Dry mouth 

Ear pain 

Ringing in ears

Frequent headaches/migraines 

Allergies

Other____________
	Frequent sinus infections 

post-nasal-drip 

Difficulty Inhaling

Difficulty Exhaling

Cough


Congestion

Shortness of Breath

Asthma     

Bronchitis 

Other________​​​​​______


	Palpitation (can feel heart beating in chest)   Irregular pulse    

Feeling of pressure in the chest    

Anemia    

Chest pain    

Low blood pressure    High blood pressure Cold hands/feet    Raynaud’s disease    Varicose veins 

High cholesterol

Easy Bruising

Other_____________

	No appetite    

High appetite     Stomach pain    Indigestion    

Heart burn    

Belching    

Ulcer    

Hemorrhoids    Irritable bowel        

Intestinal gas

Difficulty digesting fats

Other______________

	Bowel Movements:
	Skin & Hair:
	Bladder/Kidney

/Prostate
	Emotional/Psychological Issues:

	How often? _________time(s)/day or _________days/week 

Use Laxatives? _______ 

Irregular Bowel Movements 

Constipation 

Diarrhea 

Undigested food in stool 

Burning sensation 

Hemorrhoids 

Itchiness 

Painful bowel movements 

Loose stool

Hard stool 

Blood in stool 

Gas 

Other__________________


	Acne

Warts

Excema

Psoriasis

Rashes/dermatitis

Dryness

Excessive Sweating

Easily sweat during day

Night Sweats

Itching

Hives

Premature Hair Loss or Graying

Other______________
	Urination: 

How often?______(times per day) 

Color: 

Pale yellow 

Dark yellow 

Orange 

Other 

Trouble starting stream

Frequent urination

Leaking when sneeze

Incontinence

Burning pain

Blood in urine

Kidney Stones

Impotence    

Wake more than once per night to urinate

Other_______________


	Depression    

Bi-polar     

Anxiety    

Irritable   

Angry    

Obsessive-compulsive   

Fearful    

Melancholy    

Grief    

Sadness 

Panic attacks 

Bad temper 

Poor memory                       Difficult concentration
Other_____________   
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