This form is an important part of your consultation. Please include as much detail as you can and bring to your first appointment
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Mandy Hall
- Homeopath






Name:

Address:

Postcode:

Date of birth:

Tel: home:                                 
mobile:                                 
work:

E mail:
Briefly describe your main reasons for consulting a homeopath for your child:

List any medications that your child is currently taking: 
Is your child allergic to anything?
Are their complaints strongly left or right sided?
Family health history.
Give details of the health history of their relatives. 

For example: Diabetes, heart disease, cancer, tuberculosis, thyroid, mental disease, suicide, alcoholism, etc. Please include yourself as parents, grandparents on both sides, brothers, sisters, uncles and aunts:

Personal Health History
Infectious childhood diseases with approximate age: (Measles, mumps, chicken pox, whooping cough, glandular fever etc. / State if mild or severe): 
Any adverse reactions to childhood immunisations:
Injuries and accidents with approximate age:

Operations and surgical procedures with approximate age:

Skin: e.g. Warts,cold sores, abscesses, boils, moles, eczema, impetigo etc.

Weather and reaction to the environment: Are they particularly affected by cold/heat/wind/drafts/damp/humidity? 
Would you class your child as particularly hot or cold overall?  Do they prefer warm rooms or desire fresh air etc? 
Appetite: Do they have any strong food cravings or is there anything you have a strong dislike of? 

Thirst: Do you think that they are thirstier than average or particularly less than average?
Any strong fears or phobias: For instance, heights, closed spaces, dark, germs, ghosts, storms, animals, insects, snakes, spiders, storms, examinations, disease, poverty, failure etc.

Sleep and Dreams: Can you give me details of dreams that have stayed in their memory? Have they ever had any recurring dreams? Please try to recall at least one dream that they have had in their life. 

Any other health problems including life traumas, grief, shocks etc

Apart from their main complaint please indicate whether you they have had any problems with the following
R = Recently        P = In the past
	
	Recent or Past
	
	Recent or Past

	Memory

Concentration

Dizziness or Vertigo

Fainting

Depression

Speech

Headaches

Ears and Hearing

Eyes and Vision

Nose and Smell

Mouth and Taste

Face

Teeth

Throat

Respiration

Coughs

Heart

Digestion

Bowels

Bladder

Genitals


	
	Joints

Varicose veins

Cramps

Numbness/tingling

Pins and Needles

Glands

Itching

Nails

Hernias

Twitches/trembling

Ulcers

Menstrual periods

Menopause

Pregnancy

Sweats

Water Retention
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