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You want to be well.

I am here to select the best possible medicine for you. In order to do that, I depend on your co-operation. Homeopathic medicine is selected on the symptoms you give me, therefore for me to make a successful prescription, I need to know all the details of your sickness. I must also understand all the features that belong to you as an individual. This includes your reactions to various factors, your past, your family history and your thinking style.

This information enables me to select the best remedy to remove your symptoms and make you well.

So that I can find-out ‘who’ you are, I will be asking lots of questions. Each one of these questions has a definite meaning and significance for me. There is not a single question that is useless. Even something that you think is not connected to your troubles may be the most important factor in deciding the correct Homeopathic medicine. This is why it will help me a great deal if you can be honest and open with each question. Please read each question carefully and take as much time as you need to answer each one. There are no ‘wrong’ answers! 

If you have any problems answering anything, please ring me on the number above. 

CONFIDENTIAL

please circle choices

Name:

Address:

Postcode:

Telephone:

Mobile:

Email:

Date of Birth:

Time and location of Birth:

Sex: Male                  Female

Under 18/Single/ Co-Habiting/ Married/Housewife/Husband

Divorced/Widowed/Retired/

Occupation:

Please describe below what you’d like help with the MOST in a few sentences, then continue with the Questionnaire.

HOW TO DESCRIBE YOUR SYMPTOMS
A Homeopathic prescription is based on the precise details of the various symptoms from which you are suffering. The more precise you can be, the more I can help. The success of the prescription depends largely on how detailed your description of your symptoms are, so it helps if I can have the following details about your symptoms:

LOCATION: Please describe the exact location of each sensation. i.e. “I have a headache in the left side of my head spreading to my ears.”

SENSATION: Please tell me the type of sensation in your own words no matter how funny/weird it may seem. i.e. “It feels as if my head is being crushed by a boulder.”
WHAT MAKES YOU BETTER OR WORSE: Many factors are likely to influence your symptoms. Some things will make it worse, some will make it feel better. i.e. “My headache feels better if I lie down in a quiet/dark room.”
PREVIOUS DISEASES AND THE DRUGS USED

Every disease, poisoning, drug or accident leaves its mark and remains as a weak point in the system, much more than we realise. Homeopathic treatment takes into account all the details of your past and thus removes all the weak points, strengthening your body.

In the list below, circle the names of ALL major illnesses suffered so far and give its relevant details on the next page.

· Food poisoning, Worms, Diarrhoea, Dysentery.

· Measles, German Measles, Chicken Pox, Small Pox, Mumps, Whooping Cough.

· Malaria, Jaundice, Liver/Spleen or Gall Bladder Disease.

· Miscarriage, Abortion/Termination, Illness during Pregnancy.

· Venereal/Sexually transmitted Disease: Syphilis, Gonorrhoea, AIDS.

· Heart Trouble, Blood Pressure, Giddiness, Nephritis, Kidney or Urine complaints, Diabetes, Prostate.

· Any operation i.e.: Tonsils, Appendix, Hernia, Piles, Uterus, Renal/Gall Stones, Cataract.

· Mode of Anaesthesia: General or Local.

· Diphtheria, Tonsillitis, Adenoids, Recurrent Infection, Sinusitis, Bronchitis, Colds, Fevers, Chills, Pneumonia, Asthma, Pleurisy, TB, Allergies.

· Any serious shock, grief, disappointments, fright, mental upsetment, depression, nervous breakdown, chronic heartaches.

· Numbness, Cramps, Fits, Convulsions, Polio, Paralysis, Meningitis.

· Any major accident or injury to the body or head.

· Any occasion of unconsciousness.

· Any major bleeding from any part of the body.

· Skin diseases: Pimples, Carbuncles, Ringworm, Fungus, Scabies, Eczema, Psoriasis, Athletes Foot, Ulcers, Cold sores.

	Disease
	Approx Age
	Duration
	Did you recover completely (Yes/No)
	Medicines used/prescribed

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FAMILY INFORMATION

Please circle
Major diseases: Anaemia, Cancer, Diabetes, Mental Illness, Rheumatism, TB, Pleurisy, Epilepsy/Fits, Eczema, Asthma, Paralysis, Hypertension, Heart Trouble, Kidney/Liver Disease, Stroke.

Please include the following relatives as applicable:

Mother, Father, Maternal Grandfather/Grandmother, Paternal Grandfather/Grandmother, Uncles/Aunts, First Cousins, Brothers, Sisters, Half-brothers, Half Sisters.

	Relative
	Disease
	Alive/Age at Death
	Cause of Death

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


How many brothers/sisters do you have? Indicate your position by writing ‘myself’.

1.

2.

3.

4.

5.

YOUR HABITS
How much do you have in a day?

Cigarettes/Pipes/Cigars:

Alcohol:

Tea:

Coffee:

Sleeping Pills:

APPETITE AND THIRST

Describe your appetite and how thirsty you are:

FOODS

Please put one tick if you Like/Dislike something 

Two ticks if you strongly Like/Dislike or it Disagrees

	Food
	LIKE
	DISLIKE
	DISAGREES/Allergic

	Bitter
	
	
	

	Salt
	
	
	

	Sweet
	
	
	

	Sour
	
	
	

	Bread
	
	
	

	Butter
	
	
	

	Fats
	
	
	

	Milk
	
	
	

	Coffee
	
	
	

	Eggs
	
	
	

	Spicy Food
	
	
	

	Meat
	
	
	

	Fish
	
	
	

	Cabbage
	
	
	

	Onions
	
	
	

	Fruits
	
	
	

	Warm food

Cold Foods
	
	
	


PLEASE DESCRIBE ANY PROBLEMS YOU MAY HAVE WITH ANY OF THE FOLLOWING:

Vertigo:

Faintness:

Head/Headaches:

Eyes and Vision:

Ears and Hearing:

Nose and sense of Smell:

Face:

Mouth and sense of Taste:

Teeth, Gums:

Lips:

Throat:

Back, Limbs or Joints:

Nails:

Hair:

Stool:

Urination/Urine:

Sweat /Perspiration/Fever/Chill:

Chest/ Heart:

Colds/Coughs:

Any Problems in Sexual Sphere?

For Women: How is your Menstruation?

OTHER FACTORS THAT MAY AFFECT YOU
Please describe what weather you like, when you have the most amount of energy during the day and when your best/worst times of day are:

MIND

It is now universally acknowledged that your mind has a tremendous influence on your body, therefore it is necessary for me to understand your emotional and intellectual nature, so I can treat you holistically.

Are you anxious?

What are you anxious about?

Are you ever depressed?

Please give details

Have you ever been suicidal?

If so, what method would you use to end your life?

Are you ever (please circle)

Revengeful, Easily Hurt, Jealous, Doubtful, Suspicious, Cheerful, Impatient, Proud, Sad.

FEARS

Do you have any fears of the following? Please tick and give details on below/on reverse if needed.
	Animals
	

	People
	

	Being Alone
	

	Darkness
	

	Death
	

	Diseases
	

	Robbers
	

	Sudden Noises
	

	Thunder
	

	Of the future
	

	Of the unknown
	

	High Places
	


What would make you angry?

Do you weep easily?

Do you like to be alone or in company if you are upset?

How do you feel if somebody offers sympathy and consolation to you?

What are the greatest griefs you have suffered in your life?

What are the greatest joys that you have had in your life?

How does the future look to you?

Are you worried/angry/upset about any personal, domestic, economical or social aspect of your life? 

FOR CHILDREN 

OR

YOU AS A CHILD

Please circle any of the following qualities that apply.

Obstinacy, Temper Tantrums, Disobedience, Aggressiveness, Hyperactivity, Destructiveness, Courage, Possessiveness, Competition/Winning Spirit, Sibling Rivalry, Religiousness, Dullness of Memory, Laziness, Boasting, Stealing, Telling Lies, Unusual Fears, Shyness, Sensitive, Emotional.

1. Have you/the child been vaccinated for any of the following?

Smallpox, Polio, Measles, Triple BCG, Typhoid, Tetanus, MMR, Other (give details below)

2. Please describe if the/your mother suffered any physical or emotional stress during pregnancy or delivery.

3. Please describe one incident from the child’s life when he/she was very upset.

        4. Please describe any striking aspects about you/the child

Congratulations! You’ve finished. Thank you for your assistance. Please post this back to me, or email your answers to me and I will analyse your results and post your remedy/s to you with full instructions.

If you have any queries, please call the number below.

Hensley Healing Practice, 4 Hensley Road, Bloomfield, Bath, BA2 2DR Tel:01225-315718

Hensley Healing Practice

01225-315718

