Dear Concern,

Kindly note few points while availing our Online Treatment
Homoeopathic Treatment follows the concept of “Individualization” under which one patient is differentiated from other patients.

We are here to select the best possible medicine for you, In order to do that, we depend on your co-operation. HOMOEOPATHIC MEDICINE IS MAINLY SELECTED ON THE SYMPTOMS YOU GIVE US. If we are to make a successful prescription, we must know all the details of your sickness. We must also understand all the features that belong to you as an individual. This includes your reactions to various factors, your past and family history and your mental makeup.

This information enables us to select the remedy that removes your sickness. The medicine also makes you well as a whole person.

Also note,

1. We need all your details as per the attached case Proforma as well Investigations of Blood/Radiological (Including USG, MRI and other Scans if any) 

2. Online Consultation has its limitations and cannot substitute live consultation. Kindly use this facility at your discretion
3. Kindly fill below asked data in your own words according to best of your understanding.
 

 

 

Patients name: Mrs./Mr./Miss………………….

 Age /sex:

 

Address:

Profession:

Phone Number:

 1. Your presenting illness (At present what you feel is going wrong or Problems you are suffering)
……………………………………………………………………………………

……………………………………………………………………………………
……………………………………………………………………………………

If Prior Consultations are taken, what Diagnosis was given by your Doctor

Kindly Specify…………………………………………………………………...
 
Your presenting symptoms .......... complaints you are feeling presently.-

Mention order wise according to severity of Complaints with Modalities (How these    complaints gets better or worse Kindly specify)

A………………………………………………………………………………………

B……………………………………………………………………………………….

C……………………………………………………………………………………….

D……………………………………………………………………………………….

E……………………………………………………………………………………….

 

2. History of presenting Complaints-When (can mention year) and how did your Problems started?
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
 

3. Past medical history. (Any history of Tuberculosis, Typhoid, Chickenpox, Jaundice, Viral fevers or any other disease in the past.)

Details of diseases suffered since child hood………………………………………………
Drug History:-Are you taking medicines for Hypertension, Diabetes Mel, Liver Disorders,TB, Cancer,Heart Disease,Respiratory Disease,Depression
Kindly Specify if Yes………………………………………………………………………………………………………………………………………………………………………………………..
4. Family history (Paternal and Maternal)…………………………………………
 

5. Desire or Craving For Particular food…………………………………………

 Aversion and Intolerance to particular food………………………………….....
Any Habits for(Tea, Coffe, Tobacco, Smoking,Alcohol,Indigestible things like chalk, clay etc.)

 

6. Details about your:-
Thermal Reaction-You feel better /worse in which season or which weather you like most and can tolerate…………………………………………………………………………….
 

Appetite,…………………….
 

Thirst,………………………..
 

Stool,………………………..
 

Urine,……………………….
 

Sleep,……………………….
 

Dreams,…………………….
Sweating-…………………..

 Any bad taste in mouth?................................................................
Menses (for females)-Time of onset, duration, Character of bleeding…………………………………………………………………
 

Any associated symptoms before and after or Leucorrhoea if any………………………………………………………………………..
Headache during/before and after Menses………………………………..

Sexual Symptoms if any…………………………………………………..

7. Prominent mental symptoms.

Any Fear or Anxiety-……………………………………

Likes Social Gathering or Not…………………………..

Any Apprehension-………………………………………

Any Lack of Confidence, if present Kindly Specify…….

Do You weep easily……………………………………..

How is your Memory?......................................................

Any Negative Thoughts?..................................................

Any suicidal thoughts?.....................................................

What are you proud of? Does your pride get easily hurt? if Yes How……………………………………………………..

Any History of Long Chronic Grief, Depression or Suffered Grievous disappointment……………………………………………
Any History of suppression of Emotions in your life time………………………………………………………..

Any other Prospect of Mental sphere you want to describe (In your own words)?.................................................................................

For Children-

Obstinacy,Unusual fears, Temper…………………………

Tantrums…………………………………………………..

Shyness,Disobedience……………………………………..

Unusual attachments(to whom)……………………………

Aggression…………………………………………………

Habits Like…………………………………………………

 

8. Details of previous treatment/s………………………………………………………………………………………………………………………………………………………………………………..
 

9. General Physical Assesment-According to your observation(if possible)
Tongue(Colour, Dry or Moist)…………..

Pallor(Anemia)…………………………..

Blood Pressure…………………………..

10.Send Scan copies of all Previous Investigations done
