PATIENT QUESTIONNAIRE  -  CHILD
Strictly Confidential
Full and complete replies are particularly helpful. Emphasis could be made with underlines.  If any part feels irrelevant or inappropriate, just ask because everything is probably significant 
NAME                                                                                 MOTHER:
ADDRESS                                                                          FATHER:
PHONE NUMBERS
EMAIL

D.O.B.

BIRTH WEIGHT
CURRENT MEDICATION (with date of commencement)

PAST MEDICATION, INCLUDING HOMEOPATHY (with dates)

VACCINATION HISTORY, INCLUDING ANY ADVERSE REACTIONS (with dates or ages)
TRAUMA/ACCIDENTS/SHOCKS   including any birth trauma   (dates or ages)
2

MEDICAL HISTORY including mother’s health during pregnancy  (dates or ages of any illness) 
FAMILY MEDICAL HISTORY e.g. cause of death of grandparents or any severe illnesses such as TB, Cancer, Heart Disease, Diabetes, Neurological Conditions.

3

IS THERE ANY TIME OF DAY WHEN ENERGY IS LOW?

HIGH?

ENVIRONMENT?   SITUATIONS?    WHERE AT BEST?

ANY OTHER CONDITIONS THAT DEPLETE/LIFT  ENERGY?

SLEEP ISSUES?
IN ANY WAY AFFECTED BY:      (if so, how?)
COLD?
DAMP?
HEAT?
THE SUN?

THE SEASIDE?
WEATHER PRESSURE? e.g. Thunderstorms

NOISES?

ANY MEDICATION?

ANY FOODS?

FOOD DESIRES

FOOD AVERSIONS
DRINKS/THIRST
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ANYTHING ELSE AT ALL e.g. .that represents the constitutional make up (this could include fears, moods, aptitudes etc)
