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Children/Baby Questionnaire
Name:________________________________________

DoB:  ________________________________________ Current age: ______________

Birth weight: ______________

Current weight: _______________

Address: ________________________________________________________________

Phone(s): ___________________________________________

Best email: __________________________________________

Doctor contact details: _____________________________________________________

Phone: ____________________________________

Presenting complaint: (with main symptoms):

 When it started and any factors that may have contributed to the onset of the condition:

What makes it better ?______________________________________________________ 

What makes it worse? _____________________________________________________

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 ?

Past medical history:  including pregnancy and birth issues (please describe birth): 

Any concerns with developmental milestones (Ie.,  weaning, teething, crawling, walking, talking):  

Fully vaccinated?  ________

Any reactions to vaccinations or any medical drugs? _____________________________

Any known allergies ______________________________________________________

Any injuries _____________________________________________________________

Any other medical conditions: _______________________________________________

________________________________________________________________________

Medications: _____________________________________________________________

________________________________________________________________________

Family history (cancer, heart disease , diabetes ,asthma etc )

Favorite foods: 

Dislikes : 

Any food issues: 

Sweet or salty: 

Spicy:   Y/N

Thirsty? If so...what is he/she drinking and how much?

Is/Was he/she breast fed?

Body temperature (chilly or hot)?

Does he/she perspire when asleep? Where from?

Best time of day ?

Worst time of day ?

Sleep pattern and position : 

Any problems with sleep ? 

Does he/she:
snore ____________


     
talk  _____________                


     
walk   ____________                 

               
grind teeth _________

Fears (dark ,  strangers, etc )? 

Any major traumatic events in their life or during your pregnancy (this may be loss, injury, big change, shocking events, witnessing trauma etc).

Warts? _________________________________

Cold sores? _____________________________

Mouth ulcers? ___________________________

Skin conditions? _________________________

Temperament / Character : please write  a detailed description What makes them cry, happy, sad, angry, favourite activities? Anything else that may be unusual or helpful or that you think I should know?

General Consent Form for Child(ren) Under 18 Years of Age
I, _________________________________, the undersigned parent/guardian (circle one), hereby grant, of Marea Kavanagh (RSHom) the authority to provide homeopathic care for the following child(ren): 

Name:______________________________________ Date of Birth:___/___/___ 

Name:______________________________________ Date of Birth:___/___/___

Name:______________________________________ Date of Birth:___/___/__
This grant of temporary authority shall begin on ______________, and shall remain effective until terminated by the undersigned or client has turned 18 years of age, whichever comes first.
In the case of an emergency, the care provider should first try to contact the parent(s)/guardian. If parent(s)/guardian cannot be reached, the care provider should then contact the following person(s) in the order listed below:
1. Name: ______________________________ Relationship__________________
Phone Number: _____________________________

2. Name: _____________________________ Relationship __________________
Phone Number: ______________________________
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

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.
Consent

I authorize discussion of my child(ren)‘s case notes with other professional homeopaths should assistance in remedy selection and/or symptom analysis be required for my child(ren)’s best interest be served by such a consultation. In so doing, his/her/their right to privacy will be protected by withholding my name and all other identifying information.
Consent of Parent(s)/Guardian
I am 18 years of age or older and have voluntarily chosen homeopathic treatment for my child(ren). 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 my child(ren). 

I further understand that Marea Kavanagh does not diagnose, treat or prescribe for any particular symptom, disease or condition. I understand that she will work on increasing my child(ren)s general vitality and constitutional strength.
Signature:_________________________________________

Print Name: _________________________________________ Date:___/___/___

