
New Client Questionnaire

Name:  ____________________________________________


Address:  ____________________________________________

Phone Numbers:  _____________________________________

Email: ____________________________________________


D.O.B. ______________________
Marital Status:________ 

Occupation: __________________________________________   
 







Presenting Complaint ( in detail ) :

When did it start?

Any factors that may have contributed to the onset of the condition:
What makes it better that you are aware of ? 
What makes it worse that you are aware of ?
Is there a time in the day when it is worse?
Are there any activities that affect it?
Any other symptoms at all , even unrelated ?
Any past medical history ( full details ) - use back of page
Birth Weight; if known
Childhood ailments
Which vaccinations?
Any reactions to vaccinations or any medical drugs?
Any known allergies?
Any cold sores?
Any warts?
Any mouth ulcers?
Any injuries? 

All other medical conditions (use back of page if needed)
Are you on any medication? Please list: 
Any family history ( cancer, heart disease , diabetes ,asthma etc ) ?
What are your life long favorite foods ?
Do you prefer meat to fish ?
Dislikes : 
Do you add salt ? 
Do you prefer salty or sweet?
Do you like spicy food ?
Do you add vinegar / like vinegary things ?
Are you thirsty ?

What do you drink? How much do you drink? 
Any alcohol ? 
Any smoking ? 
What is your body temperature like ? (Are you chilly or hot person?)
Do you perspire much ? Where from ?  When?
What is your best time of day ?
What is your worst time of day ?
Sleep pattern:  

Any problems with sleep ? 
During sleep, do you :  
snore ?                   

     


talk ?                      

    


walk ?                    
               


grind your teeth ?   
Do you dream ? 
Any memorable dreams?
Any recurring dreams ? 
Do you have any nightmares ? If so , what of ?
What are your fears? (Ie, dark, heights, spiders, thunderstorms, tunnels, elevators, flying, etc)
Any major traumatic events in your life? (Ie., a loss, injury, major life change, witnessing a trauma , illness, any event that has left a huge impression on your life)(use back of page)
Please describe your Temperament / Character : please write me a detailed description of yourself (use back of page)

Consider things such as : 
1. are you tidy / organized ? 
2. what irritates you ?
3. ambitions? 
4. hobbies? If you like to read, listen to music, watch films etc then what type?
5. What do you like to do socially ?
6. Do you enjoy your own company?
7. Are you someone who shares your worries or do you prefer to keep them to yourself ?
8. Mood swings ? Do you get depressed , etc ?
9. What makes you cry?
10. Relationships with your parents, siblings, partner, children ?
11. Any bereavements?
12.  Do you enjoy your work ?
13. What are your strengths / best qualities
14. What are your weaknesses / least favorite qualities
15.  Please tell me as much as you can about your personality……
General Consent Form for Adults Client

Name:_____________________________ Date of Birth:___/___/___
Marea Kavanagh has been in practice since 2015.  She is registered with The North American Society of Homeopaths [RSHom (NA)] and the UK Society of Homeopaths.  She has agreed to abide by the Code of Ethics of each of these organizations.
Homeopathy views health and illness in a holistic manner and this view is different from the standard, conventional approach which usually limits its concerns to individual symptoms. In working with the whole person the homeopath regards the mental and emotional as well as physical aspects as important. A minor aggravation or worsening of some symptoms may occur as a part of the general healing process.
Confidentiality and Consultation
I understand that all information disclosed is confidential and may not be revealed to anyone without written permission, except where disclosure is required by law. Disclosure may be required in the following circumstances: a reasonable suspicion of child or elder abuse; a reasonable suspicion that a client presents a danger to him or herself or to others.

I authorize discussion of my case notes with other professional homeopaths should assistance in remedy selection and/or symptom analysis be required (for myself or my child) or my best interest be served by such a consultation. In so doing, my right to privacy will be protected by withholding my name and all other identifying information.
Consent 

I am 18 years of age or older and have voluntarily chosen homeopathic treatment for myself. I understand that Marea Kavanagh is a homeopath and not a medical doctor, and it is therefore recommended that I retain the services of a primary care physician for appropriate evaluations and check-ups for myself. I further understand that Marea Kavanagh does not diagnose, treat or prescribe for any particular symptom, disease or condition. I understand that he/she will work on increasing my general vitality and constitutional strength. 

Signature:___________________________________ Date:___/___/___
Marea Kavanagh Registered Homeopath 
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