Niramay Homeo Care and Counselling

   DR .  MEENAL    SOHANI
                                 M.D. (Hom) P.G.D.P.C.

CASE  RECORD [child]

Date:                                                   [ Call two days before this date to confirm the appointment ]                   

NAME:                                                                                         
Age:                 Sex:                    Tel :                                   Mobile :
Std :                 School:                                                                       English/ marathi medium
Address :                                                                               
I  understand  that  my child’s interview  may  be  video  recorded  for  the  purpose  of  study  and  teaching , I  give  my  consent  for  the  same .

                                                                                                  -----------------------------

                                                                                                          Parent’s signature.

                             Homoeopathy  is  a  system   of  medicine   which  deals  with  not  just    disease ,  but  patient  as   a  person .  Hence we need to  know  the patient in detail, as a person..  We  rely  completely  on  the  information  given  by   you  about  your child ,  and  the  effectiveness  of  the  system  depends  on  the precise  information . hence describe the complains in detail . Also this information remains confidential. So please  help  us  to  help  you  in  the  best  possible  way . 
Please get child’s reports, notebooks, drawings or any other relevant papers with you.
------------------------------------------------------------------------------------------------------------------------
For office Use:        Referred by :                                                             C.D./ workshop/ book

Video :                      Video FU

Repertorisation

Remedy
CHIEF  COMPLAINT :  What  is  the  problem? How & when did it start? What factors make it better / worse? Describe in detail, if there are any changes in child’s temperament due to this problem. If there is an emotional or behavioral problem describe in detail about that.
ASSOCIATED  COMPLAINTS :  
Past  history  of  any  major  illness /operation :

Family  history  of  major  illness :
PERSONAL  HABITS : 
Please read carefully and describe how each of the following things affect the child, Mark if child likes them (   ), is uncomfortable (×) or troubled by them(××) or has any complaints due to these -
· Weather – hot/ cold /rainy/ humid / dry /getting wet- 
· Open air/wind/seashore-

· Noise/light/strong smell/dust/smoke –

· Before /during/ after periods-
· Touch /massage /pressure –

· Small closed places/crowds/ tight clothes –

· Exams /interview /Imp appointments –

· Exercise/exertion/walk/running –

· Full moon /new moon /sun / 
Any other ?
Appetite:   when does the child feel most hungry? Any symptoms if he remains hungry for long or overeat? Any problems / relief after eating? Problem of gases, eructation?

Likes  and  dislikes  in  food : (please refer to the chart and specify about each item, his/her liking or disliking. put ** if he has intense liking. Mention if he is allergic to any food)- Specify any other
	Sweet
	Salty/ salt
	sour
	spicy

	bitter  
	fats, fried food             
	raw salads             
	vegetables

	bread
	butter
	snacks
	cheese  

	eggs
	meat
	fish  
	onions /garlic  

	cold food or drinks                 
	warm food or drinks                      
	juices
	milk

	chocolates  
	Fruits
	Icecream /ice
	mud, chalk, paper,               


Thirst  for  water :how many glasses does he drink? Does he prefer hot or cold or very cold water? Does he drink small or large quantity at a time?

Which  weather  is he  most  comfortable- cold /hot  ? Any  problems  in  any  weather ? Does he prefer coverings/ fan /having bath with hot or cold water?
How  much  does  he  sweat ?  Which  part  of  the  body ? ( head, palms and soles etc…..) does  it  have  odour /stain ? Does he sweat at any particular time- sleeping, eating,
Urine: any problem in urination before, during or after urination?( burning , pain, straining, incomplete feeling, bleeding, involuntary  urination…etc.) any smell or colour to the urine? If the urination is not satisfactory, do any other physical complain increase?

Any habits- sucking fingers/ chewing lips / biting nails / boring in nose / handling genitals…any other
Stool : does he pass stools daily? Any problems like hard stools, straining, incomplete sensation, pain, mucus, blood, worms?  Fissure/ piles/ gases/ alternate diarrhea and constipation?
Sleep  :does he get sound sleep? Is it refreshing? In what   position does he sleep?( on kness and elbows/ on abdomen..) Any complaints like startling/ talking /walking / salivation / snoring/ teeth grinding/ sweating/ bedwetting....etc.

INTELECTUAL  &  EMOTIONAL  MAKE  UP  :
Type  of  personality  :  Introvert  /  Extrovert  /shy  / bold  / quiet  / talkative  /anxious / fearful /emotional / short tempered / aggressive / mischievous/ restless / stubborn/ playful / cranky etc. Describe  in  detail .

Hobbies / Likings  :  cycling /skating /reading / swimming / dance  / music / exercise / games / cartoons /playing / computer/ drawing/ coloring etc.  Please describe any  other activities he/she likes intensely.
Any  fears heights / water / darkness / being  alone / animals / ghosts / disease / robbers / storm /rain / blood / injections /doctors/ punishment/ teacher/ school /exam/  strangers /swing /slide etc.  (specify  if  any  other ...)

Does  he  feel   insulted /  jealous / hurt / suspicious / impatient /  hurried /  revengeful   etc.  

When  does he/she  get  angry ?  How  does he/she  react  when  angry ( throws things/ rolls on floor/ crying/ hitting/ abusive language/ banging doors/ hitting head on wall/ spitting…. Any other) Are there any changes in body( red face, sweating..)
Is he/she  comfortable  being  alone or  like  company ? Does  he  like  to socialise? (parties , picnics , outings , etc.) Is it easy or difficult for him to makes friends ? 
What makes him sad? Does he weep easily? How does he  like being consoled? 
Any  stress / tensions  about  any  matters  at  home or school . Any academic problems ? 

Is he particular / possessive about his belongings / cleanliness of surrounding? Is he neat and clean in his work? Does he share his belongings ? is he destructive about things or loses things ?
Describe his relationship with other family members. Does he have siblings? How he gets along with them?
Describe in detail what dreams does he get in sleep, also the  feelings  associated  with  the  dream. Are there any recurrent dreams? ( ghosts/ happy dreams/ exams/ frightful dreams/devils/ friends..) 
FOR  TEENAGE GIRLS:   when did she start with her periods? Is it  regular  /irregular ?

Cycle  of  how  many  days ? Duration :

Associated  complaints : excessive  pain /  heavy  or  less  flow / clots /nausea, vomiting / fainting /weakness /headache …etc.

Any complaints before periods like heaviness in the breasts / white discharge/ headache /irritability/swelling on the body etc.

Any time periods have become irregular due to any reason like over exertion, getting wet in the rains/ working in water/ emotional tensions etc…

BIRTH HISTORY:

How many months  after the marriage, the baby was conceived? Was it a planned pregnancy? Was there any problem for conceiving ?

Any health problems in mother during pregnancy (nausea, vomiting, bleeding, swelling on feet, blood pressure, diabetes, any other…)

Baby’s Birth weight -                    Did the baby cry immediately after birth?
Delivery:  full term/ premature /normal/caesarian -why?                                     

 Any problems after birth- Jaundice/ pneumonia/ hernia/ any other…

Mile stones: mention the months in which baby started-

Teething:                                       Walking:                                      Talking:

Vaccination:  complete/ incomplete,  Any troubles due to vaccination:

How was the mother’s emotional state during pregnancy? Any stress / tensions / problems during pregnancy?

For how long was the child breast fed/ bottle fed? Any problems during breast feeding?

Did the baby suffer from /still suffering from colic /bouts of crying /restlessness? How would you comfort the child? (By walking him around /in cradle /by rocking /singing to him….etc.)
Was there any trouble during teething? Like  fever/ vomiting / diarrhea / colics etc.

For Adopted children :

What was the reason for adoption? At what age the baby was adopted?

Does the child know about it? Do you know anything about the child’s background?
-----------------------------------------------------------------------------------------------------------
( to be filled by the doctor ) Pathology Reports /tests –

