Pre-Consultation Homeopathic Questionnaire – CHILD/BABY ACUTE CLINIC            REF JBL 09
Please complete as much as you can & use additional sheets of paper if not enough space. If you have any questions about the questionnaire, which will be kept strictly confidential please telephone me on 07 3256 2638 . STRICLTY PRIVATE & CONFIDENTIAL
Name of Child:
Date of birth:
Names of parents, guardians or carers:
Names & ages of any siblings:
Address:
E-mail address:
Telephone number:
Mobile:
Name of GP & surgery registered at:
Dates & names of Vaccinations received:
Any initial observations post vaccination: i.e. fever, fitting, excessive bruising/ swelling around site of vaccination etc.

pto
Childhood Diseases: Please tick which your child has had & indicate age/ dates / add disease if not indicated:

Chickenpox

Mumps

Measles

Rubella

Whooping cough

Hospitalisations: - Dates & condition if applicable

Presenting Condition: 
1) a) What are you main, current concerns about your child?                                                                                               
b) When did the condition start?
c) Where & how are they affected – physically & emotionally?

d) Any other symptoms which have developed?

e) Is there anything that makes your child feel better or worse?

f) If there is pain or discomfort how do they describe it? What’s it like or if a baby how does this affect them?

2) What’s your experience of Homeopathy to date?                                                                                                                                                                                                                                  
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