


Godavari Homeo Clinic
Dr Arunim Maheshwari
 Patient Case Study Form

· Fill the Correct details about patient.
· Do not hide anything with Doctor.

General information
	Name :
	

	Age/Sex/Religion :
	

	Marital Status :
	

	Date Of Birth :
	

	Occupation :
	

	Contact No :
	

	Address :
	

	Email Id :

	











Presenting Diseases
Describe presenting problems here with all signs and symptoms including: 
(When Disease Started, Type Of Pain, Duration, Affected Body Parts Etc.)
	1.
	

	2.
	

	3.
	

	4.
	

	5.
	

	6.
	

	7.
	

	8.
	









General Physical Appearance
	Height :
	

	Weight :
	

	Birth Marks :
	

	Complexion :
	

	Types Of Hairs
(Straight/Wavy/Curly):
	

	Appearance Of Nails 
(Strong/Brittle) :
	


Family History
Family history of any diseases like : Cancer, Diabetes, Joint Problems, T.B., Asthma, Eczema, Heart Diseases Etc.
	No.
	Family Member
	Disease/Problem

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	






History Of Past Illness
	1.
	Presently taking any medicine?   YES/NO
	

	2.
	Allergy to a particular drug or any kind of food or other things? YES/ NO
	

	3.
	Any major illness which patient have suffered in the past like Typhoid, Jaundice, T.B.(Tuberculosis), Heart Diseases, Thyroid Troubles, Diabetes, Uti(Urine Infection), Malaria Etc
	

	4.
	In Males : Prostate Problem
	

	5.
	In Females : Miscarriage/Abortion/Complication During Pregnancy
	

	6.
	Any Surgical History
	

	7.
	History of Accident/Injury/Fracture
	

	8.
	Chronic (old) Headache/Convulsion Or Epileptic Attack/Paralysis
	

	9.
	History of bleeding from any parts like nose bleeding/piles
	

	10.
	History of skin diseases Eczema/Pimples/Fungal Infection/Urticaria Etc
	

	11.
	Tendency of any Seasonal Fever, Cough & Cold, Throat Infection
	













Personal History
	1.
	Mode Of Birth : Normal Delivery / C-Section
	

	2.
	Milestones  (Neck Holding, Sitting, Teething, Speech, Walking) : Normal / Delayed
	

	3.
	Did Patient’s Mother Have Any Complications During Pregnancy : Yes/No
	

	4.
	Any Kind Of Addiction
	

	5.
	Food Habit  : Vegetarian / Non Vegetarian
	

	6.
	Lifestyle : Active / Sedentary / Hard Labour
	



General Signs & Symptoms
	Appetite


	1.
	How Is Your Appetite?

	

	2.
	Can you tolerate Hunger :  Yes/No
	

	3.
	Likes : Sweet / Salty / Sour / Spicy

	

	4.
	Dislikes: Sweet / Salty / Sour / Spicy

	

	5.
	Kind Of Food: Cold / Warm / Hot

	

	6.
	Any Kind Of Craving?

	









	
Thirst


	1.
	Total no of Glass of water in whole day.?

	

	2.
	Time interval between intake of water : Short Interval / Prolonged Interval

	

	3.
	Kind of water : Cold / Room Temperature /Hot

	

	Sweating


	1.
	Quantity of sweat : Profuse / Scanty

	

	2.
	Body parts which sweats more?

	

	3.
	Any staining to clothes

	

	4.
	Any odour

	

	Thermal

	1.
	More Sensitive To: Hot Weather / Cold Weather

	

	2.
	Which Season You Like Most

	

	Sleep

	1.
	Type of sleep : Sound / Alerts / Sleeplessness / Sleepiness

	

	2.
	Any activity sleep during : Walking / Talking / Snoring / Suffocation

	








	Dreams

	1.
	Good / Bad

	

	2.
	Repeated Dreams

	

	Speed Of

	1.
	Working : Fast / Slow

	

	2.
	Talking : Fast / Slow

	

	3.
	Walking : Fast / Slow

	

	Sensitivity


	Sensitive To Sun / Noise / Perfumes / Dust / Car Or Other Vehicles / Music / Clothing Etc


	1.
	

	2.
	

	3.
	

	4.
	

	5.
	











Systematic Symptoms
	Digestive System

	1
	Indigestion / Acidity / Heart Burn / Constipation

	

	2
	Other Associated Symptoms

	

	Respiratory System


	1.
	Sneezing / Any Discharge From Nose / Sense Of Smell

	

	2.
	Coughing / Discharge From Throat / Breathing

	

	Urinary System


	1.
	Pain / Burning During Urination

	

	2.
	Character Of Urine Smell & Color

	

	3.
	Frequency Of Urination:  Night / Day

	

	Nervous System


	Nerve Pain / Numbness / Unusual Sensations / Vertigo Or Giddiness


	1.
	

	2.
	










	Female Symptoms

	1.
	Menstrual Symptoms (including last date of onset of menses, duration, time period between two cycles, painful or without pain, any other associated symptoms such as nausea, weakness, vomiting etc, pre menstrual symptoms if any)

	

	2.
	Other Symptoms

	

	Skin Symptoms


	1.
	Itching / Burning / Pain

	

	2.
	Blackening / Redness / Whitening

	

	3.
	Any Discharge / Pus Formation / Ulceration

	

























Mental & Emotional Symptoms
In order to understand your emotional and intellectual nature, you will be asking certain questions. Answer them freely, carefully and completely.
This information will help in the selection of correct medicine which will also help to improve your mental makeup.
So, answer FREELY, FRANKLY & COMPLETELY.
	1.
	Do you have any anxiety? About which matters you feel anxious?
	

	2.
	Are you feel fearful of anything such as animals, insects, people, being alone, darkness, death, diseases, poverty, robbers, sudden noise, failure, thunder, of something unknown, ghost, high places, water etc?
	

	3.
	Are you doubtful or suspicious? Of what?
	

	4.
	What are you jealous about? Of whom?

	

	5.
	What is your general speed? Fast/ medium/ slow
	

	6.
	How long you remember hurts caused to you by others?
	

	7.
	Are you revengeful?

	

	8.
	What are you proud of? Does your pride get easily hurt?
	

	9.
	Do you ever become suicidal? When?
	

	10.
	What does make you cheerful?
	

	11.
	Are you sexual minded?
	

	12.
	How is your memory?
	

	13.
	Are you easily irritated?
	

	14.
	What makes you angry? What do you do in anger? Do you express it or not? Do you throw the objects or become violent?
	

	15.
	Is your body show any symptoms during anger like trembling, weeping, sweating?
	

	16.
	Do you like company? Or like to remain alone?
	

	17.
	Do you like cleanliness? In what extent?
	

	18.
	Is there any grief or shock moment in your life which affected you for a very long time?
	

	19.
	What is the greatest joy that you have had in your life?
	

	20.
	Which activities you deeply like?
	

	21.
	Are there any matters which you deeply dislike?
	

	22.
	What is your negative point which you want to change?
	

	23.
	What type of human according to you, your family, friends and at work place?
	

	24.
	What is your opinion about your future?
	

	25.
	Do you have any stress, worries or anxiety right now over personal, domestic, social or economical conditions?
	

	26.
	How confident are you?
	

	27.
	Can you make decision quickly or you can’t make decision without other’s support?
	

	28.
	Are you talkative or introvert? Do you share your secrets with someone quickly?
	

	29.
	Arrange these three basic needs according to your priority LOVE/RESPECT/SUPPORT.
	

	30
	Describe your childhood (including your behaviour in childhood, shy/naughty/well-mannered/restless/obstinate/your studies, hand writing, drawing/clinging to mother or other family member/studious or sporty/fearful or fearless child/friendly or not so friendly/your sharing quality etc)
	











Some Other Information About Patient
	




Investigation/Reports/Test

· Upload All Type Of Investigation/Reports/ Test on  website while uploading this Form.
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