Light of Heart Acupuncture and Herbs Inc.

REMOTE PATIENT QUESTIONNAIRE ZFEfE A28

Gender #:5]:  [] Male £ [] Female %

Date H3f: / / Age fEfg: Height &7 : Weight #15
BP [&&: / mmHg Pulse [ k: /min 43

Name #:44:

Chief Complain FZEREE -

Fever 3iZ: [ ] Yes A [] Noi&8HE °F/°C Weak of limbs [ /1: []Yes B [ Noi&
Chill B=: ] Yes & [] Noi& Sweat Hi;T: ] Yes & [] NoigE A%&:JYes& [Noi&
Headache 58%&: [ ] Yes & [ ] No ;%A If yes, where Zifil: [ ] Forehead BiZ8 [ ] Side {58 (] Top 5E]E [] Back £
Shortness of Breath IEIRZ{2: [ Yes B []No & Chest Pain fi5%: [ ] Yes & []No &
Stuffy Nose 2Z:[]Yes A [INo & Runny Nose £i%: ] Yes A []No &
Loss of smell or taste IREB KB NE: [ Yes B [INo iR Rash i%2: ] Yes A [ Noi&
Cough IZM#: [] Yes & []No ;8 E If yes, trigger from #1E & A, &Bfi: (] Throat 8 [] Chest fj

Phlegm IZ%2: [ ] Yes B [ No ;8 Phlegm Type E!#&: [ ] Normal —#i& [] Sticky % [ ] Foamy &K Ak
If yes, color of phlegm is #15, FEEEE&: [ White B [] Yellow/Green =/4% [ ] Brown MIBF [] Blood 7l
Vomit/Nausea IELt/IE/: [] Yes B [ No 38 Diarrhea i§i%: (] Yes B [ No &
Redness of Conjunctiva &£ M: [] Yes B[] No i

History ji5E:

Circle current pain area &g :
Pain Level BJRAEE @ /10;
Pain Frequency #g% : I
] Sharp Pain #i[%# [] Dull Pain $iiJg

] Numb ik [] Stiffness {Efif

[ Tingling fiifi#& [ Swelling fEfR

Patient Signature: Date:
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