Pre-Consultation Homeopathic Questionnaire – MALE ADULT – Ref JBL 2013
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 3368 1300 .STRICTLY PRIVATE & CONFIDENTIAL
Name :
Date of birth:
Names & ages of any siblings:
Address:
E-mail address:
Telephone number:
Mobile:
Job

Name of GP & surgery registered at:
Dates & names of any Vaccinations received:
Any observations post vaccination: i.e. fever, fitting, excessive bruising/ swelling around site of vaccination etc.

How did you hear about Bardon Counselling & Natural Therapy Centre, Jane Lindsay & or HealingOrchids Australia?
Childhood Diseases: Please tick which you have had & indicate age/ dates if known / add disease if not indicated:

Chickenpox

Mumps

Measles

Rubella

Whooping cough

Hospitalisations: - Dates & condition if applicable

Operations – Dates & type if applicable
Medical Diagnostic tests/ consultation dates & diagnosis, if applicable

Medical Prognosis – If known.
Presenting Condition: 
1) What are you main, current concerns about your health?

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

3) What would like Homeopathy to do most for you?

Please comment on your general:

a) Health - 
b) Sleep, Duration, patterns etc - 
c) Temperament - 
d) Energy – Include any noticeable times of day/ night when most/least energetic
e) Appetite, food preferences - 
Urinary

Have you ever experience pain on passing urine?

Have you ever noticed sediment in your urine?

Any concerns with erectile functioning?
Allergies:
Have you any allergies?

If yes, what, when diagnosed or noticed

What are you allergic to – please list

How does this affect you?
8) Current Medication/s

Please list any current medication you are taking:

9) Family Health History:

Maternal

Mother’s health  :(if alive) If deceased cause of death

Grandmother’s heath :(if alive) If deceased cause of death

Grandfather’s Health:(if alive) If deceased cause of death

Paternal:

Father’s Health (if alive) If deceased cause of death

Grandmother’s health :(if alive) If deceased cause of death

Grandfather’s Health:(if alive) If deceased cause of death

10) Any other information you feel that would be useful for me to know

In accordance with the privacy Act, your personal information will not be disclosed to any other person.

I __________________________ (Full Name in Capitals) give my permission for Jane Lindsay to record my health history and associated details and provide a homeopathic preparation accordingly. I acknowledge that Homeopaths are not qualified to diagnose illness or disease and that Homeopathy does not take the place of medical treatment. If you are in doubt, please consult your GP.

Always seek medical advice in an emergency

PATIENT SIGNATURE ______________________________   DATE ________________________________________

Important information

If you have been diagnosed with or suspect you may have a pre-existing medical condition you should consult your GP for advice, diagnosis and treatment and always inform your health professional before starting any alternative or additional therapies, treatments or making any major changes in your diet or exercise programme.
Please complete as much as you can & either bring with to consultation on the day or e-mail me on Jane@janelindsay.com.au
STRICTLY PRIVATE & CONFIDENTIAL
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