PLEASE READ THIS FIRST BEFORE FILLING THIS FORM

HOMEOPATHIC MEDICINE IS MAINLY SELECTED ON THE SYMPTOMS YOU GIVE TO US

This includes your reactions to various factors, your past and family history and your mental make up.  Whatever information you provide us will enable us to select the remedy that removes your sickness.

Please reach each question carefully, think and then answer completely.  Do not keep anything blank.

CONFIDENTIAL

                             Date:

Name:  ___________________________________________________

                                                (Begin with surname)

Address:

Telephone:  Resi:                                                    Office:

Age:                                                   D.O.B.


Sex:  
Male                   Female 

Blood Group:

Education:

Occupation (Nature of Work):

Email:

Referred to us by:

FAMILY INFORMATION

	Relationship
	Alive/Dead
	Age
	Diseases Suffered

	Father
	
	
	

	Mother
	
	
	

	Brother
	
	
	

	Sister
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MAIN COMPLAINT - THE PRESENT ILLNESS DETAILS: -

When it started?

How it started?

What makes it WORSE?

What makes it BETTER?

Can you find causative factor behind it?

Any other / Associated Complaints.

PERSONAL HISTORY:

1)  How is your appetite?  What time are you hungry more?
2)  Say Y (Yes) or N (No) if you like / dislike the following.  (Put * if you like / dislike alot)

Bitter

Milk


Eggs

Bread

Fruits:  Name them:

Salty

Tea


Chicken
Butter

Sweet

Coffee


Meat

Chocolates
Vegetables:  Name them:

Sour

Drinks (Cold) (Hot)
Fish

Ice creams

Spicy

3)  THIRST

How much thirst do you have?

How many glasses a day?  How frequently?

4)  URINE



Do you have any trouble before, during and after passing urine?

If Yes-  Specify.

5)  STOOL

Do you have any problem regarding your stools?

When and how many times a day do you pass stools?

Do you have belching or passing gas?

6)  PERSPIRATION

How much do you sweat?

Where and on what part do you sweat most?


Do you experience any sense of heat or cold in any part of your body at any particular time?

Do you have burning or heat in your palms or soles?

7)  HABITS = How much if any?
a) Smoking



c) Alcohol


e) Others

b)  Tobacco
           
              d) Tea / Coffee

8)  SEXUAL SPHERE (GENERAL)  





1. Any excessive indulgence in sex in past and present? 

2. Any effect on your health?

3. Any particular feeling or symptoms appear before, during and after sexual intercourse?

4. Did you suffer from any Venereal disease?Syphilis?  Gonorrhoea?

5. What is the method you use for family planning?

9)  FOR WOMEN ONLY

1.  Menses:  How are the periods, regular or irregular?

2.  At what age did it start?

3.  Was there any trouble then?

4.  Mention interval between two periods.

5.  Mention number of days of flow.

6.  Menstrual flow:  Is there any change now in quantity, colour, smell or consistency?

7.  What symptoms did you suffer during menopause?

8.  Is there any white discharge?

10)  ANY COMPLAINTS ABOUT: 

1)  Ear, Nose, Throat, Face

2)  Do you have any trouble in your BACK, LIMBS OR JOINTS? Describe in detail.

3)  Is there any complaint of SKIN & HAIR?

11)  THERMAL

a)  Which weather you like the most?  Why?

b)  Which weather you dislike the most?  Why?

c ) What do you prefer while sleeping?  Fan / A.C. / Covering =

12)  PAST HISTORY

1)  Describe all the illnesses that you had in the past.

2)  Any hospitalization / surgeries done.
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For Children Cases Mainly:

 About childs birth:  

What problems did mother have during pregnancy? 

Did she need medicines during pregnancy?

What were they? 
 Was there any difficulty about childs birth?

 Give details at what age did  child start--

	Teething
	

	Sitting
	

	Standing
	

	Walking
	

	Speaking
	


Vaccination :  tick if given

Small-pox

Polio

Cholera

Measles

Triple

B.C.G.

Typhoid

Tetanus

Any complaints immediately after vaccination?

13)  SLEEP

1)  Write your posture in sleep. Eg.you sleep on Back, Sides, Abdomen, etc.

2)  Do you have any problem, Eg. Snoring, Gridding teeth in sleep?.

3)  Do you get dreams?  How often?

4)  Any repeated dreams?

5)  What subject?  Describe in detail.

14)  MINDI - REPLY VERY CAREFULLY AND IN DETAIL -

1)  How is your memory?  Can you remember things properly?

2)  How is your nature?

3)  Are you easily irritated?

4)  What makes you angry?

5)  What do you do when you are angry?

6)  What makes you weep?

7)  How do you feel after weeping?

8)  How do you feel if someone offers sympathy and consolation?

9)  Are you anxious?

10)  In which matters are you impatient?

11)  Are you doubtful or suspicious?

12)  How long do you remember hurt?

13)  How much revengeful are you?

14)  What are you proud of?

15)  Does your pride get easily hurt?

16)  When are you happy?

17)  Any unwanted thoughts any time?

18)  Do you like Company?  Whose Company?

19) Do you like cleanliness?  Are you particular of things?

20)  Are you fearful of things?  Eg. Animals, Darkness, etc.

21)  How do you feel about your future?

13)  DREAMS

(Dreams help us understand you subconscious mind which are often very very important to cure you):

Describe all the dreams you get or you used to get before, in detail please:
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