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David Shapley, Classical Homeopath

727 S. Floyd

Richardson, TX 75080

214-587-4560

sfreedomsoul@aol.com
www.homeopathydallas.com
This information is confidential and will only be released with your signed consent.

	Name:
	Date Completed:

	Address:
	Emergency Contact:

	E-Mail Address:
	Relationship:

	Cell #:
	Phone #:

	Home #:
	Family Physician:

	Work #:
	Address:

	Birthday:
	

	Age           Sex         Ht           Wt
	Referred By:

	Occupation:
	


	Concerns (rank by priority)

Example: Allergies
	Onset

Apr 2009
	Frequency

2 times a day
	Severity

Mild/Moderate/Severe

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	What are your goals for this visit?

	

	


	Please describe your nature in detail.

	

	

	

	

	


Family History

	
	Age
	If deceased, cause of death
	Your own children
	Age
	Problems

	Father
	
	
	
	
	

	Mother
	
	
	
	
	

	Siblings
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Circle any items that apply to blood relatives and state relationship

Example: Father High Blood Pressure

	Alcohol/Drug Problem
	Heart disease

	Allergy/Asthma
	High blood pressure

	Anemia
	High cholesterol

	Arteriosclerosis
	Kidney disease

	Arthritis
	Liver disease

	Binge eating/ bulimia
	Obesity

	Bleeding tendency
	Paralysis

	Cancer
	Skin disease

	Depression
	Stroke

	Diabetes
	Suicide

	Endocrine/ hormonal imbalance
	Thyroid disease

	Epilepsy/Seizures
	T.B.

	Gastro intestinal disease
	Syphilis

	Gonorrhea
	Other


Have you had any surgical procedures, traumatic injuries or hospitalizations? (List all surgery and approximate dates – also include all car accidents and concussions)

What                                                                                                      When

	
	

	
	

	
	

	
	


Review of Systems


        Systems                                                                    Describe

	No
	Yes
	Cardiovascular (chest pain, fainting)

	No
	Yes
	Respiratory (wheezing, shortness of breath)

	No
	Yes
	Metabolic (thyroid disorder, abnormal blood sugars, fevers)

	No
	Yes
	Neurological ( headaches, numbness, dizziness)

	No
	Yes
	Gastrointestinal ( diarrhea, constipation) 

	No
	Yes
	Skin (rashes, acne, eruptions)

	No
	Yes
	Musculoskeletal ( joint pain, muscle pain, spasms)

	No
	Yes
	Ear, nose, throat (  infections, allergies, congestion)

	No
	Yes
	Vision ( blurred, seeing spots) 

	No
	Yes
	Sexual function ( poor desire, trouble with orgasm)

	No
	Yes
	Urinary ( kidney stones, frequent urination)

	No
	Yes
	Mental/ emotional ( panic attacks/ unusual fears

	No
	Yes
	Sleep ( insomnia, sleep apnea)


	Men – circle any that apply
	Women – circle any that apply

	Enlarged prostrate  decreased urine stream
	Complications in pregnancy  PMS

	Dribbling after urination split stream
	Use birth control  Irregular cycles

	Pus or drainage from penis genital swelling
	Menopause  discharge  itching  pain

	Rash  desire- excessive  no desire
	Infertility  abnormal paps  lumps in breasts

	Problems with sexual function
	Desire- excessive  no desire

	Other: 
	Other:


Women Please Fill Out

	Age menstruation began
	Number of pregnancies

	Usual length of cycle
	Number of abortions, miscarriages

	Describe cycle: (Ex- pain, clots)
	Age at menopause

	
	Other: 


About Your Birth

	Please describe your mental / emotional state during pregnancy:

	

	

	

	Describe your delivery, any traumas, natural birth, C-section, etc.

	

	

	

	Any recurring dreams during pregnancy, also please describe your feelings in the dreams

	

	

	


Please list any prescription medications you are currently taking

	Medication

Example: Prozac
	Reason

Depression
	Year Started

2008
	Dosage

10mg / once a day

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list any supplements, herbs or homeopathics you are currently taking

	Brand or Name

Example: Valerian
	Reason

Insomnia
	Year Started

2009
	Dosage

500mg / before bed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


For Children 

Or

You as a Child

Please check once if moderate or twice if intense

	
	Check Here
	
	Check Here

	Obstinacy
	
	Unusual fears
	

	Temper tantrums
	
	Shyness
	

	Disobedience
	
	Unusual attachments-who?
	

	Aggression
	
	Habits like-
	

	Hyperactivity
	
	Biting nails
	

	Destructiveness
	
	Thumb sucking
	

	Courage
	
	Picking and playing with
	

	Possessiveness
	
	a) mothers body parts
	

	Competition/ winning
	
	b) shawls, handkerchiefs
	

	Sibling jealousy
	
	c) anything else
	

	Any special skills
	
	Religious
	

	Unusual desires what
	
	Dullness of memory
	

	Boasting
	
	Slowness (in what) 
	

	Stealing
	
	Laziness/ indolence
	

	Telling lies
	
	Sensitive/ emotional
	


What are your fears?

	

	

	


Describe one incident from the child’s life when he / she were very upset.

	

	

	

	

	

	


Circle types of dream that you have

	Animals

Cats  Dogs

Horse

Wild animals

Snakes
	Robbers

Thieves

Anxious

Fearful

Ghosts
	Traveling

Riding

Flying

Swimming

Drowning
	Houses

Fruits

Trees

Water

Snow
	Death, Whose?

Dead bodies

Dead persons

Parts of bodies

Suicide

	Being hungry

Being thirsty

Drinking

Eating
	Fire

Lightning

Storm

Rain
	Accidents

Falling

Shooting

Wars
	Talking

Singing

Dancing

Pleasant
	Business

Money

Day’s work

Forgotten work

	Vomiting

Passing stool

Urinating

Blood- bleeding

Excrements/ soiling
	Romantic

Sexual pleasure

Rape

Nakedness
	Pain

Illness

Sickness

Mutilations
	Praying

Religious

Temple

Church

God
	Failure / Exams

Unsuccessful efforts? For what?

Missing train

Being unprepared

	Grief

Weeping

Vexation

Quarrels

Jealousy

Insults
	Police

Imprisonment

Crime

Murder

Killing

Poison
	Misfortunes

Insecurity

Danger

Being pursued

- By whom?

- For what?
	If any other, specify in the space below:
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Of people

Children

Parties

Feasts

Marriage
	Of events

Remote

Recent

Future

Prophetic
	Physical Exertion

Mental Exertion

Fatigue
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	Colored

Multi-Colored
	
	

	
	
	
	
	


Please list any food or drug allergies and your reaction

	

	


LIFESTYLE

	What interest / hobbies do you have?
	List food cravings and aversions

	
	

	
	

	What physical activities do you participate?
	What complementary / alternative therapies have you tried or are currently using?

	
	

	
	

	What are the stressors of your life?
	What do you do to relax?

	
	

	
	


Answer any questions that apply

	Tobacco?
	Never
	Smoked from age ___ to ___  ___ packs per day

	Alcohol?
	Never
	Drinks per day ___ What age started ___

	Other drugs?
	Never
	Types and frequency

	Exercise regularly?
	Never
	___ times per week   ___ times per month

	My sex life is satisfactory?
	Yes        No
	

	I have been arrested.
	Yes        No
	

	I have been in the military.
	Yes        No
	Currently in the service?

	My spiritual life is satisfactory?
	Yes        No
	Currently involved in spiritual practice?

	I have been a victim of abuse.
	Yes        No
	Physical             Sexual          Emotional

	I worry???
	Yes        No
	About money  job  family life  relationships     other ____________

	I find my work
	
	Too demanding     boring    satisfactory  

	Last physical exam
	
	Date:

	Tell me one thing about yourself that you are proud of …….
	


Please draw something that comes to your mind at present or your favorite drawing:

