KALP  CLINIC
CASE RECORD
	REG.DATE


	

	REG. NO
	


PRELIMINARY DETAILS
CONFIDENTIAL

                                                                                            DATE:

NAME:

ADDRESS:

TELEPHONE: RES:                                                 OFFICE:

                      MOBILE:

AGE:                                                                       SEX:  M/F

VEG./ NON-VEG./ EGG. VEG.:                                          
SINGLE/MARRIED/DIVORCED/WIDOWED

OCCUPATION (NATURE OF WORK)

EDUCATION:

REFFERED TO US BY:

PREVIOUS DISEASES & DRUGS USED
              Every disease, poisoning, drugs or accident leaves it’s mark & remains as a weak point in the system, much more than we imagine. Homoeopathic treatment takes into account all these details of the past and thus removes all the weak points. Thus your body is strengthened. That is why it is necessary for us to know about all the ailments you have suffered from in the past and the treatments you have taken.

All major illnesses so far suffered & give it’s relevant details HERE…

	DISEASE

SUFFERED
	AT

AGE OF
	DURATION
	COMPLETE 

RECOVERY

YES/NO
	MEDICINES

& 

TREATMENT

GIVEN
	ANY OTHER

PERTICULAR

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


FAMILY INFORMATION
	RELATIONSHIP


	ALIVE/

DEAD
	AGE
	DISEASES SUFFERED
	CAUSE OF DEATH

	Paternal  grand father

	
	
	
	

	Paternal grand mother

	
	
	
	

	Maternal grand mother

	
	
	
	

	Maternal grand father

	
	
	
	

	Father

	
	
	
	

	Mother

	
	
	
	

	DISEASE SUFFERED


	Paternal uncles

	

	Paternal aunts

	

	Maternal uncles

	

	Maternal aunts

	

	Cousin brothers & sisters of paternal/maternal
Side

	

	Did any of your relatives have trouble similar to yours

	


PERSONAL HISTORY:

ABOUT YOUR BIRTH:

ABOUT YOUR MILESTONES:

VACCINATION & INOCCULATIONS:

MAIN COMPLAINTS AND OTHER ASSOCIATED ASSOCIATED TROUBLES: 

(AND DETAILED HISTORY OF THE PRESENT ILLNESS,THE ONSET & COURSE WITH DATES)

ORIGINE OF CAUSE: 

Can you trace the origine of the present illness to any perticular circum stances, accident, illness,incident,or mental upset?(eg shock, grief, worry, error in diet, overexertion, exposure to heat or cold etc.)
APPETITE 
How is your appetite ?
When are you hungry ?
What happens if you have to remain hungry for long?
How much thirst do you have?

Any particular time are you specially thirsty?

Do you feel any change in your taste & feelings  in your mouth?

Food cravings :

Food aversions:

Stool:

Urine:

Sweat/ perspiration:

Thermal reaction to heat/ cold:

Fan:

Bath:

Reaction to---- Bright  lights:

Noisy atmosphere:

Bus / car/ train riding:

Swaying:

Height:

Mind
Answer freely , answer frankly, answer completely

your mental make-up?

Your basic nature? About which matters?

Are you anxious are you suspicious?

Are you doubtful?

Are you fearful? About which matters?

What are you jealous about?

In which matters are you impatient? Hurried?

How much revengeful are you?

What are the things that you are sensitive to?

Depressed or brooding about ?

When are you cheerful?

Are you sexual minded?
Any unwanted thoughts anytime ?what are they?

Have you any imaginary sensations or fears?
How is your memory?

Do you weep easily?
How do you feel if someone offers sympathy or consolation?

Are you easily irritated?

What makes you angry?

What bodily symptoms do you develop when you are angry?

Do you like company? Or like to remain alone?

What are the greatest griefs that you have?

What activities you deeply like? Or deeply dislike? 

In your openion, which aspect of your mind & moods are not agreeable to you. Inspite of your awareness & maturity, are you unable to change these aspacts?

Give a clear picture of your situation in life and your relationship with each of your family members, friends & associates in work.

How does the future look to you?

Are you worried or unhappy over any personal, domestic, economical, social or any other condition? If so give details:

Sleep
Describe nature of your sleep , posture of your sleep, duration of sleep,

Require to cover during sleep, anything unusual during sleep?

Dreams :

Describe what dreams do you get?

Note : describe dreams with your fully as much as you remember feelings in the dreams & the experience there
Chest- heart- cold- cough
Do you catch cold often? If  so how often?

Describe the symptoms, nature of dischargeetc.

Is there any trouble with your voice or speech?

Is there any difficulty in breathing?

Do you have cough? How often do you cough?

What is the character of cough?

Is there any expectoration whan you cough?

Is it more at any particular time?

SINUS
SYMPTOMS

HEADACHE – WHEN?

HEAD PAIN INCREASES BY ?

HEAD PAIN DECREASES BY?

HEAD PAIN TYPE?

