New patient questionnaire

Guidelines for completing this questionnaire

Homeopathy treats the whole person; Rather than just focussing on individual symptoms (i.e. eczema, migraine, arthritis or whatever is ailing you), the aim of good homeopathic treatment is to address the whole health of the individual. From the homeopathic standpoint, any symptom is an expression of disharmony within the whole person, and it is the person that needs to be treated rather just his or her disease. By addressing the whole person, homeopathy cures from the inside out, restoring health and vitality as well as removing symptoms of disease.
In order to select the best possible homeopathic medicine for you your homeopath needs to know all the details of your symptoms of ill health, and also needs to understand you as a person. Your homeopath relies completely on what you tell him and what he observes about you during the consultation. It is important that this questionnaire is completed carefully with a lot of consideration. Even if you think a question is not important, to the homeopath it may be the piece of information that unlocks your whole case. So, be accurate, and don’t leave anything out.

This form is totally confidential and only the homeopath will see it.
During the consultation this form will be used as a reference point for the homeopath to ask you more questions and to elaborate on some of the things you have mentioned.
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(If there is not enough space to answer any question use a separate sheet. For children some of the questions may not apply – just leave blank)
How did you hear about me?

Your name

Date of birth

Address

Phone numbers (include mobile)

Email address

Occupation

Married/single/divorced/widowed
Children

Describe briefly you reason(s) for seeking homeopathic treatment

What is the main issue that you want help with?

What is the cause (known or suspected) of this issue?

When did it start?

Explain here how this issue affects you and the impact it has on your life
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What else do you want help with? Again, explain the effect on your life.
Give details of you previous medical history. Include any illnesses (but not things like common cold), accidents, operations, treatments used, and dates.

List any medication you are taking and the reason why you are taking it:
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Give details here if you have experienced any traumatic episodes in your life and the effect this has had on you.
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Describe your personality

What do you mostly get upset, angry, irritated by? Be specific. What effect does it have on you?
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What makes you stressed, anxious? Be specific

Do you have any fears or phobias? For example - heights, closed spaces, dark, germs, ghosts, animals, insects, snakes, spiders, storms, examinations, disease, poverty, failure etc Please explain in detail.

Do you have any dreams that stay in your memory? Any recurrent dreams? Please try and recall at least one prominent dream even if from childhood.

Do you have any habits or compulsions? – for example nail biting, smoking, drug use (inc alcohol) 

Describe your nature as a child?
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What was your upbringing like? What was your parents relationship like? Who was your primary care-giver when you were a young child? If possible, can you describe this persons nature and their emotional and physical health at the time when they were caring for you?
Food and drink: list here any cravings, desires, or aversions to any food/drink. For example - sour, sweet, spicy, salty, eggs, milk, fruits, meat, olives, tomatoes ….. etc

Weather: are you adversely affected by the cold, heat, humidity, wind etc? How are you affected?

Sleep: How well do you sleep? What position do you sleep in?

What is your digestion like? List any problems.

Any skin problems? –include rashes, warts, moles, dermatitis, eczema, psoriasis…
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Any urinary problems? – include cystitis, thrush, prostate…
Any sexual problems – for example excessive or low libido, erectile dysfunction, impotence…
For women:

Describe any problems with your menses. Include painful, irregular, clotted menses. If you have passed menopause please describe as before menopause.
Do you have any symptoms associated with your menses – for example PMT, migraines, bloating… . If you have passed menopause please describe as before menopause.
Give details of your family medical history. Include you parents, grandparents, uncles/aunts, brothers/sisters. 
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Is there any other information you feel is relevant?
