PATIENT HEALTH CONDITION SURVEY
All information provided is confidential and is designed to ensure your safety. Please answer the following questions carefully. If you have difficulty with the answer, please contact the reception desk.

The following questions are used to collect the information necessary to properly conduct TCM consult for possible recommendation of therapeutic treatments by a TCM specialist for supporting the treatment of specific ailments
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


……..……………………………………..…………… Social security no                                   

Name and surname

Phone no………………………………… Address………………..………………………………… E-mail……………………………  

Do you feel generally healthy?   







YES (
NO (
Have you been treated in a hospital in the last 2 years?




YES (
NO (

If so, for what reason? …………………………………………………………………………………………………
Are you undergoing any treatment now?






YES (
NO (

If so, what treatment?…………………………………………………………………………………………………………..
Do you take any medication / dietary supplements / herbs?




YES (
NO (

If so, what kind?: …………………………………………………………………………………...……………………………..
Are you allergic to something?







YES (
NO (

If so, to what?…………………………………………………………………………………………………………………..
Do you experience any of the following:
shortness of breath YES (   NO (



swelling

YES (   NO (

urticaria

     YES (   NO (



itchiness
YES (   NO (

Do you have a tendency to bleed?







YES (
NO (
Have you had episodes of fainting or loss of consciousness?




YES (
NO (
Do you have a pacemaker?







YES (
NO (
Have you been sick or are you sick with any of the following diseases?

If you mark "YES", please highlight the disease listed in brackets.

heart disease (myocardial infarction, coronary heart disease,

heart defect, arrhythmias, myocarditis)






YES (
NO (
other cardiovascular diseases (hypertension, low blood pressure, fainting, shortness of breath) YES (
NO (
vascular disease (varicose veins, phlebitis, poor blood supply to the extremities,

leg pain when walking)








YES (
NO (
lung diseases (emphysema, pneumonia, tuberculosis, asthma, chronic bronchitis)

YES (
NO (
diseases of the digestive system (peptic ulcer, duodenum, intestinal diseases)

YES (
NO (
liver disease (urolithiasis, jaundice, cirrhosis)





YES (
NO (
diseases of the urinary system (nephritis, kidney stones, difficulty in urinating)

YES (
NO (
metabolic disorders (diabetes, gout)






YES (
NO (
thyroid disease (hyperthyroidism, underactivity, neutral goiter)



YES (
NO (
diseases of the nervous system (epilepsy, paresis, loss of consciousness,

paralysis, sensory disturbances, myasthenia gravis)





YES (
NO (
bone-joint system diseases (rootache, degenerative changes of the spine and joints, 
conditions after fractures)







YES (
NO (
diseases of the blood and the coagulation system (haemophilia, anemia, tendency to blood haemorrhages, nosebleeds, prolonged bleeding after tooth extraction)




YES (
NO (
eye diseases (glaucoma)








YES (
NO (
mood changes (depression, neurosis)






YES (
NO (
infectious diseases








YES (
NO (
Type A hepatitis

YES (
NO (

AIDS

YES (
NO (


Type B hepatitis 

 YES (
NO (

tuberculosis
YES (
NO (
Type C hepatitis

YES (
NO (

STIs

YES (
NO (
rheumatic disease








YES (
NO (
osteoporosis









YES (
NO (
other ailments: what kind?……………………………………………………..………………………………………………………..
What was the last blood pressure measurement?..…………………………………………………………………………………
Have you ever had a burgery?







YES (
NO (
If so, when and for what reason?……………………………………………………………………………………….
Did you tolerate anesthesia well?







YES (
NO (
Have you had blood transfusion?







YES (
NO (
If so, when and for what reason? ……………………………………………………………………………………….
Do you smoke?









 YES (
NO (
 If so, how much and since when?….………………………………………………………………………………………..
Do you drink alcohol?








YES (
NO (
If so, please provide the approximate frequency and quantity………………………………………………………

Do you take sedatives, sleeping pills or drugs?





YES (
NO (

If so, what kind?: ……………….………………………………………………………………………………………………….
Are you allergic to something? 







YES (
NO (
If so, to what? (especially alcohol) ………………………………………………………………………………………….……………

………………………………………………………………………………………………………………………………………………………

Questions for women:
Are you pregnant? 








YES (
NO (

If so, which month? ………………………………………………………………………………………………………………
When did you have your last menstrual period?……………………………………………………………………………………..
Do you use hormonal contraception?






YES (
NO (

If so, in what form (pills, plasters etc.)……………………………………..……………………………………………….

Did you give birth?








YES (
NO (

If so, please provide dates of delivery:…………………………………………………………………………………….
Please briefly describe your eating habits (regularity and size of meals, meal composition, diet, etc.) ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Please briefly describe your physical activity (types of sports practiced, regularity, etc.) ……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..............................................................................................................................................................................

I declare that I really answered the questions I was asked in the survey and I did not conceal any information about my health condition.
        …….………………………                ………………………………………………………....………………….

        date 



 legible signature of the patient
CONSENT TO THE PROCESSING OF PERSONAL DATA

I, the undersigned  .................................................................. I confirm  that I consent to the processing of my personal data for purposes related to granting me treatment by Euro-Asian Center of Traditional Chinese Medicine in accordance with the provisions of in accordance with the Personal Data Protection Act dated 29.08.1997 (uniform text: Journal of Laws of the Republic of Poland 2002 No 101, item 926 with further amendments)

…….………………………                ………………………………………………………....………………….

        date 



 legible signature of the patient
CONSENT FOR TREATMENT

I, the undersigned …… .................................................................. I confirm that I consent to the implementation of appropriate therapeutic treatments (including acupuncture, therapeutic Chinese massage, moxibustion, cupping, etc.), recommended by the specialist TCM and other specialists of the Euro-Asian Center for Traditional Chinese Medicine.

…….………………………                ………………………………………………………....………………….

        date 



 legible signature of the patient
DISCLAIMER - ACCESS TO MEDICAL DOCUMENTATION

I, the undersigned  ..................................................................................................... I confirm  that:

a) I authorize  .................................................................................................................................
residing in……………………………….................................................................................................... 

(residence address with postal code);  phone number …………………………………………………….……
PESEL ............................................................................................................................................
for obtaining medical records about my person *.

This authorization applies / does not apply to * inspection of my medical records also in the event of my death

b) I do not consent and do not authorize anyone to obtain medical records regarding my person / except my death. In this situation, the authorized person is *:
............................................................................................................................................................
residing in ..................................................................... phone number …………………………………..
(residence address with postal code)

PESEL ...............................................................................................................................................
 (* - delete as appropriate)
…….………………………                ………………………………………………………....………………….

        date 



 legible signature of the patient
