 




    Health Integration Center

DAVID Y. WONG, M.D.
EIJI OZAWA, N.D. / DEBORAH MAKEN, N.D. LAc
3220 W. Sepulveda Blvd., Suite 103
Torrance, CA   90505

Tel: (310) 326-8625

	New Health Participant Information (Please PRINT)

	
	Health Participant
	Responsible Party

	Name:
	
	

	Street:
	
	

	City:
	
	

	State, ZIP:
	
	

	Home Phone:
	
	

	Cell Phone
	
	

	E-mail
	
	

	Birthday:
	
	

	SS#:
	
	

	Driver License:
	
	

	Sex, Marital Status:
	
	

	Employer:
	
	

	Occupation:
	
	

	Work Phone:
	
	

	In Case of Emergency, Notify:

	Name (Relationship):
	

	Home Phone:
	

	Cell/Work Phone
	

	Insurance Information

	
	Primary:
	Secondary:

	Company:
	
	

	Address:
	
	

	City, State, ZIP:
	
	

	Policy :
	
	

	Group:
	
	

	Other Information

	Referred By: 
	

	*** I agree to pay for appointments that I miss if I do not cancel 24 hours in advance.

*** I authorized this office to release any information to my insurance carrier necessary to process my claim.

*** I understand that payment is my obligation, regardless of insurance of other third party involvement.

Signature:                                                                                                                                  Date:
FRONT & BACK


Name (Please Print): __________________________ Gender:       Male      Female
Health Habits: Please circle “yes” or “no”, then indicate the amount and frequency of use of each item below by writing in how much or often and circle “per day” or “per week” or the appropriate answer.

Do you currently use:

Yes / No   Soft Drinks _____ per day / week
        Regular _____ Sugar _____

Yes / No   Coffee ______cups per day / week       Regular _____ Decaffeinated _____

Yes / No   Tea ______cups per day / week
        Regular _____ Herbal _____

Yes / No   Tobacco ______cigarettes per day / week

Yes / No   Alcohol: Wine / Beer / Liquor ______ounces per day / week

Yes / No   Artificial Sweeteners ______packets per day / week

Glasses of Water Daily ______

Yes / No   Recall Dreams?        Average _____ hours of sleep at night

Yes / No   Stress: Low / Moderate / High / In relationship to Work / Home / Marital or Personal matters

Yes / No   Crave Sweets?          When _________________________________________

Yes / No   Become irritable or tired if your mealtime is delayed?

Yes / No   Become shaky if your mealtime is delayed?

What do you typically eat for breakfast, lunch and dinner? Please list everything!!!

Breakfast:


Lunch:


Dinner:

	
	
	


Yes / No   Do you salt your food?

Yes / No   Do you eat snacks?         What? ______________ When? _________________

Yes / No   Do you have sexual problems / difficulties?

Yes / No   Exercise: Activities


________________________
________________________


________________________
________________________

Energy Level: _____ Excellent _____ Good _____ Average _____ Poor

Yes / No   Food Supplements? Vitamins, Minerals?

Females Only

Do you have premenstrual tension? 

Pains______ Cramps______ Fluid Retention______ Moodiness______ 

Flow: [_] Heavy
[_] Moderate
[_] Light


Days of flow ______ Length of Cycle ______ 

Number of: Pregnancies _______ Live Births _______ Miscarriages _______

Birth Control Method ______ Birth Control Pill ( name ) _________________________

[_] Pain / Bleeding after sex

[_] Flushing / Menopause

Family History

If any blood relative has suffered from any of the following, please indicate which relative.

[_] Tuberculosis

[_] Epilepsy


[_] Arthritis 

[_] Hypertension

[_] Stroke


[_] Diabetes

[_] Gout


[_] Migraine


[_] Cancer

[_] Kidney Disease

[_] Heart Attack

[_] Mental Illness

[_] Allergy


[_] Glaucoma


Hospitalizations: _________________________________________________________

Surgeries: _______________________________________________________________

Immunization: ___________________________________________________________

***Allergies: ____________________________________________________________

Medications: ____________________________________________________________

Medical history mark “C” for current problems and “X” for any problems that occurred in the past and indicate age when you had any of the following symptoms or diseases.

[_] Bloody or Tarry Stools

[_] Peptic Ulcers
[_] Depression

[_] Ear Infections – Frequent

[_] Constipation
[_] Anemia

[_] Convulsions / Seizures

[_] Memory Loss
[_] Cancer

[_] Double or Blurred Vision

[_] Ringing in Ears
[_] Diabetes

[_] Abdominal Pain – Chronic
[_] Nervousness
[_] Stroke

[_] Urination Infections – Frequent 
[_] Hemorrhoids
[_] Foot Pain

[_] Sore Throats – Frequent

[_] Dizzy Spells
[_] Hives

[_] Hay Fever / Allergies

[_] Sinus Problems
[_] Eczema

[_] Hoarseness – Prolonged

[_] Bruise Easily
[_] Phobias

[_] Bronchitis / Chronic Cough
[_] Blood in Urine
[_] Hernia

[_] Moodiness – Excessive

[_] Kidney Stones
[_] Eye Pain

[_] Shortness of Breath

[_] Thyroid Disease
[_] Diarrhea

[_] Sleeping Difficulty

[_] Heart Murmur
[_] Chest Pain

[_] High Blood Pressure

[_] Asthma / Wheezing

[_] Change in Bowel Habits

[_] Painful Urination

[_] Overnight Urination 2+

[_] Venereal Disease

[_] Decrease in Force of Urination

[_] Numbness / Tingling Sensation

[_] Bone Fracture / Joint Injury
[_] Chronic Fatigue

[_] Varicose Veins / Phlebitis

[_] Muscle Weakness

[_] Loss of Appetite – Recent

[_] Headache – Frequent

[_] Difficulty Swallowing

[_] Arthritis / Rheumatism

[_] Indigestion or Heartburn

[_] Back Pain – Recurrent

[_] Mental Illness


[_] Jaundice / Hepatitis

[_] Palpitations


[_] Cold Numb Feet

[_] Irregular Pulse


[_] Gall Bladder Trouble

[_] Weight Loss – Recent

[_] Fainting Spells

Other symptoms of disease:
[_] ________________________________________________________________________

