YouTCM Online Consultation Form
Please fill out the consultation form below and send it to the email address youtcm@youtcm.com . We will arrange for a professional TCM physician to respond to your inquiry via email within 24 hours.

Your full name:

Gender:

Age:

Country:

Address:

Email:

Tel:

Your current body temperature:

Your resting heart rate:

Your blood pressure (if known):

How long have you been experiencing symptoms?

Please describe your main health concerns:

Temperature Sensitivity

Do you often feel cold or chilled?

Are you sensitive to wind or drafts?

Do you frequently feel too hot?

Do you alternate between feeling cold and feverish?

Do you feel hot on the outside but cold inside?

Sweating

Do you sweat more than usual?

Where on your body do you sweat the most?

Head & Face

Do you experience headaches?

Do you feel dizzy or lightheaded?

Do you have neck or upper back stiffness?

Does your nose feel dry?

Do you often have a stuffy nose?

Do you have a runny nose?

Is your nasal discharge clear or colored?

Do you get sores around your nostrils?

Mouth

Do you have a bitter taste in your mouth?

Do you have bad breath?

Do you have tooth pain?

Thirst

Do you feel thirsty or have a dry mouth?

Do you prefer cold or warm drinks?

How much water do you drink daily?

Nausea/Vomiting

Do you feel nauseous?

Do you vomit?

Throat

Do you have a sore throat?

Does your throat feel dry?

Do you feel like something is stuck in your throat?

Cough

Do you have a cough?

Are you coughing up phlegm?

Is your phlegm clear or colored?

Do you have difficulty breathing or wheezing?

Ears

Do you have earwax blockage?

Do you have hearing loss?

Do you have ringing in your ears?

Body

Do you have any skin rashes or sores?

Do you have body aches?

Do you have lower back pain?

Do you have joint pain?

Do you feel restless or agitated?

Does your skin appear yellowish?

Do you feel abdominal bloating with heaviness?

Do you have loss of taste with dull complexion?

Do you have general body pain?

Chest & Heart

Do you have heart palpitations?

Do you feel tightness in your chest?

Do you get short of breath?

Do you feel discomfort in your upper abdomen?

Do you have chest pain?

Rib Area

Do you have pain in your rib area?

Do you feel hardness in your rib area?

Do you feel fluid retention in your ribs?

Abdomen

Do you have abdominal pain?

Do you feel any hard lumps in your abdomen?

Do you feel fluttering in your lower abdomen?

Do you have cramps in your lower abdomen?

Can you hear gurgling sounds in your abdomen?

Back

Do you have back pain?

Does your back feel cold?

Arms & Legs

Do your hands and feet often feel cold?

Do you have difficulty moving your limbs?

Do you get leg cramps?

Do your limbs feel heavy or achy?

Urination

Do you have difficulty urinating?

Do you urinate frequently?

Do you have sudden urges to urinate?

Do you experience urinary incontinence?

What color is your urine?

How much urine do you pass each time?

Bowel Movements

Do you have constipation?

Do you have diarrhea?

Do you feel like your bowels don't empty completely?

Is your stool sticky?

Do you see pus or blood in your stool?

Appetite & Digestion

Do you have acid reflux?

Do you feel bloated?

Do you vomit after eating?

Do you feel hungry but don't want to eat?

Sleep

Do you have trouble falling asleep?

Do you wake up easily during sleep?

Do you feel excessively sleepy during the day?

Mental State

Do you experience confusion?

Do you say strange things when you have a fever?

Do you feel drowsy?

Do you get irritated easily?

Medical History

Do you have any pre-existing conditions?

Cause

Do you know what might have caused your illness?

For Female Patients

Is your menstrual cycle regular, early, late, or irregular?

What color is your menstrual blood?

Do you pass blood clots during menstruation?

Do you have menstrual cramps?

Do you have other discomfort during your period?

Do you have vaginal discharge?

What color is the discharge?

Is the discharge heavy or light?

Does the discharge have any odor?

Do your breasts feel swollen?

Tongue

What color is your tongue?

Facial Color

Is your facial color:

Normal

Red

Pale

Bluish

Dark

Pulse

Is your pulse:

Floating

Tight

Full

Deep

Slippery

Thready

Daily Routine

What time do you usually go to bed?

What time do you usually wake up?

What is your occupation?

Any other information you'd like to share?

Additional notes:

