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DUBAI HOMEOPATHY HEALTH CENTRE

Villa 756, Al Wasl Road, Umm Suquim 1,

Jumeirah, Dubai UAE

Tel: 04 3953333  Fax: 04 3954333

Mobile: 055-2404734

Email: reception.steps@gmail.com Web: www.stepsuae.com
Questionnaire for children 0-2 years of age: (Male/Female)

Name :

	Age: 

	Gender:
	Weight:
	Height:

	
	
	
	

	ICD Code:
	Ethnicity:
	 Blood group:
	


Important Note: Please provide answers to the following questions accurately and in as much detail as possible. The effectiveness of the treatment depends on it. 

1. The delivery was: 

[image: image1]  Full term 

[image: image2] Premature ________________________________________________________________________________________________________________________


2. How was the pregnancy?  

[image: image3] Uneventful    
[image: image4] Some minor problems 

[image: image5] Many problems


3. What was the emotional state of the mother during pregnancy?  

[image: image6] Happy 

[image: image7] Somewhat disturbed 

[image: image8] Stressful ________________________________________________________________________________________________________________________


4. The delivery was    

[image: image9] Normal 

[image: image10] Surgical


5. Were there any complications during delivery?  

[image: image11] No 

[image: image12] Yes ________________________________________________________________________________________________________________________


6. Did the child have any health problems soon after birth? 

[image: image13] No 

[image: image14] Yes ________________________________________________________________________________________________________________________


7. How did the child adjust to life in the first month? ________________________________________________________________________________________________________________________


8. How long has the child been breastfed? ____________________________________________________________


9. Did the child have any reaction to any vaccination?
 
[image: image15] No    
[image: image16] Yes
________________________________________________________________________________________________________________________


10. What are the current complaints? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


11. Known diagnosis: (please attach copies of all test reports) 
____________________________________________________________

12. Please describe the complaints in detail. 
What exactly are the symptoms?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What causes them?
________________________________________________________________________________________________________________________
When does it usually happen or gets worse?
________________________________________________________________________________________________________________________
What makes them worse?
________________________________________________________________________________________________________________________
What makes them better?
________________________________________________________________________________________________________________________
How does it affect the child?
________________________________________________________________________________________________________________________


13. Since when do they suffer from it? ________________________________________________________________________________________________________________________


14. Have they had this complaint since a particular event/sickness/accident/medication? ________________________________________________________________________________________________________________________


15. List of all medications child has been/is on: ________________________________________________________________________________________________________________________


16. Please tell us about the family medical history. 

Mother’s side: ________________________________________________________________________________________________________________________

Father’s side: ________________________________________________________________________________________________________________________


17. Please tell us about their milestones: Fill whatever applicable. 

a. Raising the head 90 degrees:___________________________________

b. Turning over on their own: ____________________________________ 

c. First teeth emerged: __________________________________________

d. Crawling: ___________________________________________________

e. Stand without support: ______________________________________

f. First independent steps: _______________________________________

g. First single clear words: _______________________________________

18. What other problems do they suffer from easily or frequently?
(For example: Recurrent colds/cough/ear infections/colic/gas/constipation sleeplessness/crankiness etc.) ________________________________________________________________________________________________________________________

19. How happy are they? How is the general temperament of the child? ________________________________________________________________________________________________________________________


20. Are they afraid of anything? (For example: Sudden noise, strangers, dark, being left alone etc.)
________________________________________________________________________________________________________________________


21. How well do they sleep? (Ease of falling asleep, mood on waking up, quality of sleep, duration required, effect of not getting enough sleep etc.)
________________________________________________________________________________________________________________________


22. How much and how easily do they perspire? ________________________________________________________________________________________________________________________


23. Do they perspire while sleeping? Which parts? ________________________________________________________________________________________________________________________


24. How is their digestion? Do they suffer from any of these listed complaints?

[image: image17] Acid reflux  
[image: image18] Colic  
[image: image19] Gas/bloating  
[image: image20] Diarrhea  
[image: image21] Constipation  
[image: image22] Other
____________________________________________________________


25. Are there any complaints with their hair? Nails? Skin? ________________________________________________________________________________________________________________________


26. What do you expect from this treatment? ________________________________________________________________________________________________________________________

Confidentiality declaration and disclaimer: 
By signing below, I hereby agree to the following: 


I understand that the information provided by me would be kept confidential and my identity would not be revealed without my consent. However, it permit the data to be shared with other medical practitioners to ascertain the right course of treatment for my child and/or for research, statistical and educational purposes.

Name of the guardian:____________________________________________


Signature: ___________________________________



Date: ______________________________________  
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