       Confidential Client Information sheet                                                                             Pratima Barve: Homoeopath, Naturopath M: 0481304067 


Thank you in advance for completing this form accurately & completely so that we may best serve you.
This questionnaire is strictly confidential.

Name:  

Address:    

Cell Phone: 	                                                Email: 
 (
    
) (
DD
/
MM
/
YY
)
Date of Birth:                                             Age:                                             Gender: 

Occupation: 

Emergency Contact & Phone:

Medical Doctor’s Name and phone no. 

Health Fund: 

Current Health Concerns:

What is your primary reason for coming today? 





Have you consulted a medical doctor regarding the condition(s)? Please explain their diagnosis, therapy and results.
 (
 
)




Please list all drugs/medications/supplements/homeopathic (Prescribed as well as over the counter) which you are currently using and why. Include dose and frequency. 






Please list any allergies to foods, drugs, herbs, animals or other:






Energy levels:  Great    Good    Need more     Low     It fails me





Family/Early Childhood History
Please indicate if there is a family history of the following conditions & give any details you have…
Heart Disease            Tuberculosis		Hypertension		Depression	Diabetes 
Cancer			Syphilis		High Cholesterol	Addictions	Other		





Personal Life and Habits

Do you have any children?                       How many & age(s) 
Do you exercise? What kind of exercise, how much and how often?





DIET
What do you eat on an average day?
Breakfast   

Lunch      

Dinner 

Snacks 

Total cups of water/other liquids (not including coffee) 
Do you have any dietary restrictions?  




Consent to Treatment Form

1. I understand that the practitioner is Homoeopath and Naturopath, and will use natural, non-invasive methods of assessment and treatment of conditions.
2. I understand that my treatment will be based on assessments made through personal history, physical examination, laboratory testing and other appropriate methods of examination.
3. I am accepting or rejecting this care by my own free will.
4. I understand that the ultimate responsibility for my health care is my own and the treatment is here to support me.
5. I understand that 24 hours notice is required for appointment cancellations, otherwise I will be responsible for the full fee.
6. I understand that any therapies recommended will be explained to me in full by my practitioner and that I will give consent to treatment based on informed consent.
 I                                                                              have read, understood and I agree.

         
 (
DD/MM/YY
)
 Signature                                                                       Date 
