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Patient History

C O N F I D E N T I A L Information
Homeopathy and naturopathy are focused on individualizing a case. This includes your reactions to various factors, your past and family history and your mental makeup. Each one of these questions has meaning and significance. There is not a single question that is useless, even though you may think that something is not connected with your complaint. Please provide as many details as possible and if necessary, consult someone close to you in order to answer fully. 
Please complete this form to the best of your ability and be sure to bring it with you to your first appointment, or email to: Sonia@LivingBalanceNow.com
 

 

Date of appointment:    _____________________________

	Name:
	

	Date of birth:                                    Age:
	Sex: M / F

	Address:

	City / Province / Postal Code:

	Tel. Home:
	Tel. Work\Cell:

	Email:
	

	Relationship

“Status”:
	Occupation:

	If applicable:

# of children and age:
	              For women,

# of pregnancies:

	Language of origin:
	Height:
	        Weight:

	Present diet: vegetarian/raw food/macrobiotic/non veg./other:

	Referred by:


Your main concerns in order of priority:

	

	

	

	

	Since when have you felt your symptoms? Can you trace the origin of the illness to any particular circumstance accident, illness, incident or mental upset? (e.g. Shock, worry, errors in diet, overexertion, exposure to cold, heat, etc.)?



	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Are you on medication? If yes, list your medication here: 

	Medication + dose
	Since

	
	

	
	

	
	

	
	


	Your Habits 
	How much
	Your Habits 
	How much

	Smoking 
	
	Tea/Coffee
	

	Alcohol
	
	Laxatives / Purgatives 
	

	Pain killers
	
	Recreational Drugs
	

	Antidepressants
	
	Supplements/herbs
	List them below

	Sleeping Pills 
	
	Any other
	


List of supplements/herbs:
Please check which of the following you have experienced or are suffering from now:

Abortion 
 Diabetes
 Hypertension 
Measles 

 Rheumatic Fever 
 Venereal Warts

 Alcoholism 
Eczema 
 Hepatitis 
 Mental Illness

 Sexual Abuse

 Warts

 Allergies 
 Epilepsy 
Herpes 
Miscarriage 

 Skin Disease 

 Whooping Cough

 Anæmia 
 Emphysema
Influenza 
 Mononucleosis
 Strep Throat

 Worms/Parasites
Appendicitis 
Gall stones 
Jaundice 
Mumps 

 Sinusitis 



Asthma 
 Kidney Problems 

 Nosebleeds

 Stroke

 Cancer 
 STDs

Pneumonia 
 Tuberculosis

Urticaria  
Chicken Pox 
Gout 

 Tonsillitis
Thyroid Problems 
Yellow Fever
 Cold Sores 
 Hay Fever 
 Liver Disease 
Prostatitis

Other
______________

Depression 
Headaches 
Malaria 
Psoriasis


 _____________


 Heart trouble
Migraines
LIST ANY MAJOR SURGERIES YOU HAVE HAD:

ANY INJURIES?

HAVE YOU LOST or GAINED WEIGHT RECENTLY?

APPETITE AND THIRST
How is your appetite?

When are you hungry?

What happens if you have to remain hungry for long?

How fast do you eat?

How much thirst do you have?

Is there any particular time that you are especially thirsty?

Do you feel any change in your taste and feeling in your mouth?
Food Cravings and aversions

Please mark (X) if you Like, Dislike the food or if the food disagrees. Put two tick marks ( (( ) if you strongly Like, Dislike the food or if the food strongly disagrees.   

	 
	Like 
	Dislike 
	Disagrees 
	 
	 
	Like 
	Dislike 
	Disagrees

	Bitter 
	 
	 
	 
	
	Eggs
	 
	 
	 

	Salt extra
	 
	 
	 
	
	Spicy food
	 
	 
	 

	Sweet
	 
	 
	 
	
	Meat
	 
	 
	 

	Sour
	 
	 
	 
	
	Fish
	 
	 
	 

	Bread 
	 
	 
	 
	
	Cabbages
	 
	 
	 

	Butter
	 
	 
	 
	
	Onions
	 
	 
	 

	Fats
	 
	 
	 
	
	Warm food/drink
	 
	 
	 

	Milk
	 
	 
	 
	
	Cold food/drink
	 
	 
	 

	Coffee
	 
	 
	 
	
	Fruits
	 
	 
	 

	Mud/chalk
	 
	 
	 
	 
	Anything else
	 
	 
	


STOOL
Do you have any problem regarding your stools?

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

When is it urgent?

Do you have any problem with bowel movements?

Do you have belching or passing gas? 

URINATION & URINE
Any problems with urine or urination?

Any strong smell? Smells like what?

Any involuntary urination? When?

SWEAT/PERSPIRATION-FEVER-CHILL
How much do you sweat?

Where and on what part of the body do you sweat most?

Do you perspire on the palms of hands or soles of feet?

Is the sweat warm, cold, clammy, sticky, musty, greasy, starch (stiffens clothes) etc.?

What is the smell like? e.g. foul, pungent, sour, urinous.

What colour does it stain your clothing?

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

CHEST-HEART – COLD – COUGH
Do you catch cold often? If so, how?

Describe the symptoms, nature of discharge etc.

What makes it better or worse?

Is there any trouble with your CHEST or HEART?

Is there any trouble with your voice or speech?

Is there any difficulty in breathing?

Do you have a cough?  Is the coughing more at any particular time?   

   

SEXUAL SPHERE (GENERAL)
Any particular feeling or symptoms appear before, during and after sexual activity?

Did you suffer from any STDs?

Do you have increased desire or decreased desire for sex?

If applicable: what is the method you use for family planning?

FOR MEN
Any difficulty in erection?

Any other trouble in sex? Describe in details      

FOR WOMEN
Menses: How are the periods: regular or irregular?

At what age did menstruation start?

Was there any trouble then?

Number of days of menstrual flow.

Menstrual flow: Is there any change now in quantity, colour, smell or consistency?
Do you suffer in any way before, during or after menses? If so, describe:

If applicable: when did menopause start? What symptoms did you suffer during menopause?

Do you have the sensation of your organs (like uterus) coming down?

Is there any vaginal discharge (other than menstruation)?

If so, mention the nature, colour, consistency and smell of discharge.

Any itching, burning?

Any trouble with your breasts?   
Please describe any complaints in relation to:
VERTIGO- Do you have vertigo (losing your balance)?
FAINTNESS: Do you ever feel faint?
HEAD: Do you get headaches?
EYES & Vision:
EARS & sense of hearing:
NOSE & sense of smell:
MOUTH & sense of taste:
Anything particular about LIPS, MOUTH, TONGUE, TEETH, GUMS:
THROAT (tightness, difficulty swallowing, etc)?:

Do you have any trouble in your BACK, LIMBS OR JOINTS? Describe in detail:
 

Does the pain stay in one place or shift? If the pains extend, describe in what direction.
 
Is there any complaint of SKIN (e.g. itching, eruptions, ulcers, warts, corns, peeling)? (Describe its name)
 

Is there any complaint or abnormality of the NAILS or skin around?
 

Is there any complaint with the HAIR (e.g. falling, graying, dandruff, dryness, oily, poor excessive or unusual growth)?
 

Do wounds heal slowly?

Do wounds tend to form keloid (irregular fibrous tissue at site of injury/scar)? 
 

Do you have a tendency to bleed?
 

Is there any trembling? When?
 

Is there any sense of weakness? Where?

When is it more or less?

Is it in any particular part of the body? 
Are your troubles one sided? Or more often on one side? Which one?

Do they proceed from one to the other side? Alternate or shift?
 
PREVIOUS DISEASES & MEDICATIONS USED
Every disease, poisoning, drug or accident leaves its mark and remains as a weak point in the system, much more than we imagine. Homeopathic treatment takes into account all these details of the past and thus removes all the weak points. Thus your body is strengthened. That is why it is necessary to know about all the ailments you have suffered from in the past and the treatments you have taken.
 

	Diseases suffered from
	Age
	Duration
	Did you completely recover?
	Medicines & treatment 
	Any other particulars

	
	 
	 
	 
	
	

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


Any extra remarks or information:
 Mention any drugs, tonics, stimulants, etc. that have been used by you at any time in life.   
 

Animal Bites

Mark (X) if any animal bites such as:   

Dog

Rat

Cat

TickSnake
Wild animal    Scorpion


  

Mention if any other:  _____________________________________________________________________________
Did you take anti-rabies or anti –venom or any other treatment?
Vaccination & Inoculations:  Indicate number of times you were vaccinated for the following:
Small pox      Polio     Tetanus     
   DPT                   BCG  MMR
Chickenpox
Meningitis

Flu           
     Typhoid  Yellow fever         Hepatitis A        Hepatitis B     


Others:___________________



 

 

Was there any reaction or particular trouble after any of above vaccinations/ inoculations? Give details: 

Number of children living and deceased. If deceased, state causes. Mention ages of children and their condition of health.   

	Child’s name
	M/F
	Age
	Diseases Suffered

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


Any abortions, miscarriages or still births? If so, give dates and any other relevant details.
If in relationship: How is the health of your partner?
 

S L E E P
Describe if anything else is unusual about your sleep (insomnia, waking in night, recurrent dreams, etc.):  
 

MIND
Your mind and emotional state has an influence on your body. For giving proper treatment it is necessary to understand your emotional and intellectual nature. Answer the following questions, as you feel comfortable doing so – and omit any that you do not feel at ease answering. 

Are you anxious? About which matters?
Are you fearful of anything such as: Animals, people, being alone, darkness, death, diseases, robbers, sudden noises, thunder, of the future, of something unknown, high places, etc.?
Are you doubtful or suspicious? Of what?
What are you jealous about? Of whom? From what symptoms do you suffer when jealous?
In which matters are you impatient? Hurried?
How long do you remember hurts caused to you by others? How revengeful are you?
What are you proud of? Does your pride get hurt easily?
Depressed, brooding, etc.?
Do you ever become suicidal? When? If so in what manner do you contemplate to end your life?
Even then, are you afraid of dying?
When are you cheerful?
Any unwanted thoughts any time? What are they?
Have you any imaginary sensations or fears?
Do you hear voices, or that you are called, or anything else in this line keeps on occurring in your mind unduly?
How is your memory? For what is it poor? e.g. names, places, faces, what you have read, etc.
Do you weep easily? What makes you weep? How do you feel after? How do you feel if someone offers sympathy and consolation?
Are you easily irritated? What makes you angry?
What bodily symptoms do you develop when angry? e.g. trembling, sweating etc.
Do you like company? Or like to remain alone?
How seriously are you affected by disorder and uncleanliness in your surroundings?
What are the greatest griefs that you have gone through in your life?
What are the greatest joys that you have had in life?
What activities do you deeply like?
Are there any things or activities which you deeply dislike?
In your opinion, which aspects of your mind and moods are not agreeable to you? In spite of your awareness and maturity, are you unable to change these aspects?
Give a clear picture of your situation in life and your relationship with each of your family members, friends and associates in work.     
 
How does the future look to you?
Are you worried or unhappy over any personal, domestic, economical, social or any other condition?
If so describe in detail:
 

 

 
FAMILY INFORMATION
Please check any of the following ailments which may be present in your family history:

Alzheimer’s 
Alcoholism 
Cancer
Diabetes 
Depression

Gonorrhea 
Hypertension 
Heart Disease 
Hepatitis 
Mental problems

Skin Disease 
Syphilis 
Tuberculosis 
Other_______ _______
	List of major diseases
Anæmia 
Cancer 
Diabetes 
Insanity
Rheumatism 
Tuberculosis
Leprosy 
Epilepsy
Bleeding tendency 
Urticaria
Eczema 
Asthma 
Paralysis 
Hypertension
Heart trouble 
Kidney disease 
Liver disease
Other_______
 
	Relationship 
	Alive 
	Dead
	Age
	Diseases
	Cause of death

	
	Paternal Grand Father
	
	
	
	
	

	
	Paternal Grand Mother
	
	
	
	
	

	
	Maternal Grand Father
	
	
	
	
	

	
	Maternal Grand Mother
	
	
	
	
	

	
	Father 
	
	
	
	
	

	
	Mother 
	
	
	
	
	

	
	
	Diseases Suffered

	
	Paternal Uncles/Aunts
	

	
	Maternal Uncles/Aunts
	

	
	Who do you resemble in the family?  How? 


 

How many brothers and sisters do you have (including those who died)? Provide information about them in the table below in order of seniority — starting with oldest. Indicate your position by writing “SELF”.
	SR.NO
	Brother/Sister
	Alive/Dead
	Age
	Diseases suffered

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	


1

