Applied Homeopathy / Homeopathy Aplicada

Dr Adriana T. Candeias

Patient’s Clinic case 

ref XXXXXXXXXX
__________________________________________________________________________________________________


Gender, Age, DOB
Please complete this form carefully and thoroughly.  This information is of genuine value to your treatment and will be kept confidential.

PRESENT SYMPTOMS AND TREATMENT
List the condition(s) about which you would like to consult me 

	


List any current medication including pharmaceutical drugs, pill & hormonal treatment, supplements etc. 

	


List any other current treatment and complementary therapies and indicate which conditions are being treated:
	


OTHER GENERAL SYMPTOMS 

List any other symptoms you may currently present or that you have suffered from in the past – please indicate when these symptoms/conditions have shown for the first time and when they stopped.

	Age / year
	Body part
	Symptoms/condition

	
	Head
	

	
	Eyes
	

	
	Ears
	

	
	Nose & mouth
	

	
	Throat & chest
	

	
	Lungs & breathing
	

	
	Heart, blood pressure & pulse
	

	
	Digestive
	

	
	Intestines
	

	
	Rectum
	

	
	Kidneys & urination
	

	
	Reproductive system and genitals 
	

	
	Back
	

	
	Neck & shoulders
	

	
	Arms, wrists & hands
	

	
	Hips, Legs, knees and feet
	

	
	Skin
	

	
	Nervous system
	


List any other observable signs and modalities

	Most sensitive are of the body or side of the body that tends to be affected
	

	Sensations (warmth, chills, pins & needles, urticaria, etc.)
	

	Sleep (regular, short, heavy, restful, agitated, length,…)
	

	Dreams
	

	Food (favourite, that may aggravate, allergic, etc.)
	


Vaccinations: List all vaccinations and any reactions. 

	


Allergies: List all allergies, past and/or present.
	


MEDICAL HISTORY & TIME LINE: significant events

Use the table in the following page to list all significant events, such as accidents, diseases, hospitalisations, medical treatments and traumas in chronological order.  Include childhood diseases and any medication such as contraceptive birth control pill, hormonal replacement therapy, blood pressure tables, tranquilisers, sleeping pills, etc.  Do not forget to indicate the age at which each event occurred.

Follow this checklist:

· pre-birth: any emotional or physical problems experienced by your mother during gestation

· birth: type of labour

· childhood illnesses

· accidents: note any relevant ones

· surgical procedures / major dental works: state if anaethesia was necessary

· use of drugs: heavy and prolonged of both recreational and prescribed

· severe viral infections:  meningitis, glandular fever, etc.

· shocks / traumas: anything which may have affected your mental, emotional or physical wellbeing

· changes: in house, jobs and carreer, country, relationships

TIME LINE

	year
	age
	Significant events / diseases / traumas
	Treatments and drugs

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


FAMILY MEDICAL HISTORY

List all diseases of blood relations, including cause and age of death where applicable. Please indicate also where there may be a history of alcoholism, drug addiction, behavioural problems, birth defects, disabilities or any other unusual condition or problem.  

	Mother
	

	Grandmother 
	

	Grandfather
	

	Aunts
	

	Uncles
	

	Cousins
	

	Father
	

	Grandmother
	

	Grandfather
	

	Aunts
	

	Uncles
	

	Cousins
	

	Brothers/Sisters
	

	Children
	


Please state any information you migh think relevant for the analysis of your case. 
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