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Homeopathic Questionnaire (child)
Child’s Name  





Date of birth  



Age  


Today’s Date  




Dear client,

The following questionnaire is intended to give me a better idea about the state of your child’s health in preparation for the initial consultation. Please feel free to add pages if necessary.
Physical health

1. Please list your child’s physical complaints specifying when they started, what you think might have triggered them, what makes them worse and what alleviates them.

2. Please tell me about the illnesses your child has had. How often does the child get sick? How does s/he behave during an illness? How does s/he appear (pale, flushed, etc.)? Are your child’s illnesses accompanied by fevers? If so, how high do they go?

3. Any problems with digestion or elimination?

4. Please describe your child’s sleep pattern and any problems with that. What kind of conditions does s/he need for a good sleep? What is the favorite sleep position? Does the child tend to uncover any specific parts of the body? Does s/he perspire during the sleep? If yes, then where exactly? What time does the child go to sleep at night and wake up in the morning?
5. What is the time of day/night when the child feels best / worst? Do the symptoms tend to become worse at some time of the day?
6. Has the child experienced any accidents, which have caused physical or emotional problems?

7. Food / drink preferences.

· Food/drinks cravings and/or aversions (by nature, not by “what’s good for you”). Are there preferences for warm/cold foods, ice in the drinks? 
· Are there any foods or drinks that aggravate the child in any way? Please specify food allergies, if any.
· How much liquid does the child drink?

8. How does the weather affect your child? (heat/warm/cold, wet/dry, winds, thunderstorms, rains, sun)
9. Is your child sensitive to heat/cold? Are any parts of the body warmer/colder then others?

10. How sensitive is the child to the environment (natural as well as man-made)?  What would you say are the best and worst environments for her/him? 

9. Allergies and any other sensitivities.

10. Tendency to perspire (day/night, which parts)?

11. How active is the child? At what time of the day is the child’s energy level at its highest?  When is it at its lowest?  Is the child hyperactive at any time of the day?
12. Please list all the medications your child is taking, what they are for, the doses, and for how long.

13. For girls who have started menstruating:  any menstruation / PMS problems?
14. Recurrent childhood illnesses and the treatments received.

19. Any unusual vaccine reaction? Specify when, with which vaccine, and the reaction.
Personal history. 

1. Please share what’s important in the child’s personal history, starting with the mother’s pregnancy. 
2. Describe the first years, whether the child was colicky; how was her sleep, developmental milestones; when the child walked and talked.
3. Family situation, relationship to parents and siblings.
4. School - any learning or behavioral problems
5. Please describe your child’s personality (anything that stands out) .
