MAAC       MESOLOGIE ACUPUNCTUUR AYURVEDA


Date: ________________________



Intake dd: _______________________
Time: ____________________________

Please read the following questions carefully and answer them as well as you can. Some of them can be explained further during the consultation but please try to provide as many details as possible on this form. Thank you for your cooperation.

Surname: ________________________________
Name: _____________________

Address: ______________________________
Postcode: ___________________

Town / City: ____________________________
Date of birth: ________________M/F

Place of birth: ___________________________
Time of birth: ___________________

Daytime tel: ________________________
Other tel: __________________
(
I hereby give MAAC permission  to use my personal data for treatment purpose only
Occupation: ______________________________________________________

Previous occupation(s): ____________________________________________________

Sports and hobbies: _______________________________________________________

Medicine use: ____________________________________________________________

Supplement use:__________________________________________________________

Family doctor: ___________________________
Tel:___________________________

Specialist: ______________________________
Tel:___________________________

Therapist: ______________________________
Tel:___________________________

By whom were you referred / recommened: ____________________________________

What is your PRIMARY complaint? _______________________________________

_______________________________________________________________________

When did this start and what where the circumstances? ___________________

_______________________________________________________________________




Please show on the figure: pain use black (arrows), scars use red (arrows).
When you have pain, describe what it feels like  (e.g. stinging, burning, searing, thumping, constricting, etc.)

Is there a regularity or pattern in your complaints to be found?

What conditions provide improvement (e.g. cold, warmth, rest, stress, hunger, food, movement, body position )

And which conditions aggravate? 

How do you feel in general (e.g. sorrowful, fearful, restless, edgy, anxious, etc)?

Are there periods of “breakdown” during day or night

Do you wake up during the night? At what time? 

How frequent are your bowel movements?  …x daily /  …x per week. Regular / Irregular

Consistency of stools: compact / mushy / soft/ watery. 

Color of stools: white / light-brown / yellow-brown / dark-brown / black.

Do you have a preference or dislike for  sour, sweet, spicy or  bitter tastes:

Preference:


Dislike:

Which foods or drinks do not agree with you? 

Do you have a strong need for sweets and desserts? YES/NO. 

Do you smoke? How many per day? 

Do you drink alcohol? How many units per week?

Do you use drugs? Which ones and how often? 

Do you drink coffee? How many cups per day? 

What are your secondary complaints at present?

1. 

2. 

3. 

Family Health:  Hereditary disorders (e.g. cardiac and vascular diseases, rheumatism, cancer, diabetes, skin complaints, etc) and/or non hereditary disorders.
Mother: 

Father: 

Other members of the family: 

Please indicate on this page which points area applicable  to you. The left column (( O) is for previous complaints, the right column (O  ()  is for current complaints. If you had your current complaints also previously, then tick both columns (( (). When a selection of choices is presented (*) please cross out those that do not apply.

GENERAL





STOMACH / ABDOMEN 

O  O  headache: daily / weekly / monthly *

O  O  intestinal infection

         Where is the pain located?



O  O  constipation

O  O  sleeplessness             



O  O  diarrhoea

O  O  difficulty  falling  asleep



O  O  dry mouth

O  O  change in weight: increase / decrease *

O  O  abdominal distention

O  O  dizziness              




O  O  snausea

O  O  tiredness: continuous/morning/afternoon/evening *
O  O  flatulence

O  O  double/blurred vision



O  O  abdominal pain / cramps *

O  O  allergies: 





O  O  gurgling in abdomen







O  O  heartburn (pyrosis)

O  O  bleeding

AIRWAYS / EAR, NOSE, THROAT


O  O  other: 

O  O  difficulty breathing         



MUSCLES / JOINTS

O  O  chronic cold symptoms

O  O  chronic cough




O  O  tensed / weak muscles *

O  O  asthma / bronchitis           



O  O  lower back pain

O  O  sore throat / infections



O  O  neck pain

O  O  sinusitis                 



O  O  tingling/ radiating/ pins & needles

O  O  ringing in ears (tinnitus)    



O  O  pain in joints

                               



 
O  O  muscular pains / cramps *

HEART AND VASCULAR SYSTEM          

O  O  restricted movement

                                




O  O  rheumatism

O  O  high / low blood pressure *      

O  O  swollen glands         



SKIN / HAIR
O  O  hardening of arteries (arteriosclerosis)

O  O  irregular heartbeat    



O  O  eczema / rash *   

O  O  pain / tightness in chest  



O  O  bruises easily 

O  O  palpitations            



O  O  very dry skin / perspiration *

O  O  cold hands / feet




O  O  itch

O  O  varicose veins                



O  O  brittle nails

O  O  water retention / oedema 



O  O  hair loss / hair breaks easily *

URINARY TRACT                     



OTHER CONDITIONS 

O  O  kidney infection / stones  
 


O  O  nervous

O  O  pain when urinating     



O  O  depressions

O  O  prostate-related complaints    


O  O anxious

O  O  bladder infections            



O  O  lack of concentration

O  O  venereal disease           



O  O  declining memory

O  O  change in urine         



O  O  fearful

O  O  change in sex drive        



O  O  worry too much

                                




O  O  listless 

WOMEN   
pregnant YES / NO 


O  O  suppressed emotions

                                




O  O  lack in self-confidence

first  menstruation:         yr



O  O  sorrowful / melancholic

O  O  painful menstruation     



O  O  indecisive  

O  O  irregular menstruation 



O  O  irritable

O  O  lenghty menstruation    



O  O  hot flushes

O  O  painful breasts         



O  O  other: 

O  O  pre-menstrual syndrome          

O  O  vaginal discharge                      




Medical history

Please describe in chronological order:

1. Which illnesses, operations, accidents and treatments you have been through in your life. Note that seemingly small details such as sprains, dental treatments, removal of tonsils, eczema, etc. can be a sign of importance

2. The illnesses you had as a child.

3. Any pregnancies and their progress.

4. Important events/developments in your life (as a child or adult) can also be significant (e.g. bereavement, divorce, nervous breakdown, depression etc.)

5.  Visits to  countries outside of Europe.

AGE           DISEASE / COMPLAINT / PREGNANCY / CHANGES.

________   _______________________________________________________________
________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

________   _______________________________________________________________

Apart from the information provided above, have you ever been treated by a  physiotherapist, manual therapist, specialist, or an alternative therapist (e.g. homeopath, iriscopist, acupuncturist, magnetiser, etc.). When? 

________________________________________________________________________

________________________________________________________________________

Which illness was the most serious in your life? _______________________________

Which illness, accident, or operation was the most recent before your current complaints began? 

Do the complaints worsen under strong physical or psychological stress, change of climate, fever, menstruation etc.?. When? 

What gets worse? 
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