CASE FORM FOR CHILDREN

If I can listen to what he tells me

If I can understand how it seems to him

If I can sense the emotional flavor it has for him

Then I will be releasing potent forces of change within him

PLEASE READ THIS FIRST BEFORE FILLING THIS FORM

Our children are our most treasured possessions. It is the natural wish of any parent that their child should have the best of everything especially health. As parents we are anxious that, when our children are ill, they should receive the best treatment. Homoeopathy can become one of the preferred methods of treatment especially for children. 

Homoeopathic medicines are helpful to children as it increases the resistance of an individual by boosting the immune system. Thus helps the individual to fight against various diseases. Homoeopathy treats children as a whole rather than just their symptoms. Hence a homoeopath will observe the child in terms of overall appearance, the way they behave, answer questions etc. Their entire pattern of physical, emotional and mental characteristics are observed. The homoeopath first asks about the child's complaint and inquires in detail about the particular symptoms, seeking to find characteristics that are 'strange' or 'peculiar'. What makes the symptoms worse? How does the child feel about his illness? How did the illness begin? Did anything special happen to the child shortly before the onset - an accident or trauma? How has the illness progressed with time? He will also inquire about the family history.

Each child has his own imaginary world, which he/she can only explain. In a way he is the actor, director, producer of his life. By understanding the imaginary world of the children (which is his inner world), it becomes very easy for homeopath to understand the child and what is going on in his mind. Every Homoeopath tries to understand these inner disturbances, through various pointers such as fears, dreams, fantasies, fairytales, favorite cartoons, toys, T.V. programs, movies, drawings, poetries etc. In all these areas children express their inner selves.

The state of the mother during the pregnancy is one of the most important factors that help in understanding your child. The child inside the womb is in its purest form, as he himself has not seen the world though he is feeling, perceiving or sensing it through his mother. Hence it is essential to understand how the mother thinks, feels, perceives and senses herself, the pregnancy period and the world around her. This can be recognized by the smallest of change in the nature, behavior, unusual dreams, fears, thoughts, emotions of mother, any alteration in the desire or aversion of food substance, any particular illness during this period etc. 

The state of father during the period of conception can also be significant in forming the constitution of the child. If the child’s state is very intense, then sometimes it gets exhibited through the father. In such cases, we need to enquire about the father’s feelings/ thoughts/sensations during the period when they were planning to have a child.

In case if the child is adopted one or is brought up by guardian or in case if the mother is deceased then the observation made by the guardian becomes an immense help in deciding the remedy. 

Such homoeopathic treatment not only frees the child of his disease and boosts his immunity but also improves the attitude of child towards life and channelises his energy in a proper direction where he can explore and enhance his potentials and creativity and perform to the best of his abilities. They become less dependent, stronger and more resilient, thus improving the overall quality of life.

Note: This is an opportunity to put into words all that is bothering your child. Most important thing is to use your child’s own words/phrase what he often says as far as possible rather than mentioning what you perceive about your child.

PLEASE NOTE

Confidentiality is A Medical Ethic And Maintaining that to it’s fullest is our Asset


C O N F I D E N T I A L 

                                                                                                Date:        
	Name:

	(Begin with surname)


	Address :

	Telephone : Residence :                     
	Office :


	Age :
	Sex: Male / Female 

	Vegetarian / Non Veg. / Egg Veg.
	


 

	Education:

	Email:

	Web-site: 

	Referred by: 


PREVIOUS DISEASES & DRUGS USED
Every disease, poisoning, drug or accident leaves its mark and 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 your child has taken.
In the list below, circle around names of ALL major illnesses so far suffered and relevant details for the same. 
 

	Typhoid 
Cholera 

Food Poisoning 
Worms 
Diarrhea 
Dysentery
	Measles 
German measles 
Chicken-pox 
Small-pox 
Mumps 
Whooping cough 
	Malaria 
Jaundice 
Any Liver 
Spleen or 
Gall Bladder 
Disease 
	

	Malnutrition 
Rickets 
Rheumatism 
Backache 
	
	
	Nephritis (Kidney or urine trouble) 

Juvenile Diabetes


	Any operation such as Tonsils, Abdomen, sinus, Appendix, Renal stone, Gall Stones, Phimosis, Hydrocele etc. Mode of anesthesia: general –local 
	Diphtheria, Septic Tonsils, Adenoids Recurrent infections – Sinusitis Bronchitis –Eosinophilia Cold -Fever-Chill. Pneumonia Asthma –Pleurisy—T.B.
	Any serious shock, grief, disappointments, fright, mental upset, depression or nervous break down

	Chronic Headaches, Numbness, Cramps, Fits, Convulsions Polio, Paralysis etc. Meningitis –Any Lumbar puncture done.
	Any major accident or injury to body or head. Any episode of unconsciousness 
Any major bleeding from any part of the body.
	Skin diseases like Pimples, Boils, Carbuncles, Ringworms, Fungus, Scabies, and Eczema. 

Ulcers on any part of the body.


	Diseases suffered from
	Approximate Age
	Duration
	Whether you completely recovered
	Medicines & treatments taken
	Any other particulars

	
	 
	 
	 
	
	

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


A) 
Mention any drugs, tonics, stimulants etc. that has been given to the child at any time in life. 
 

B) 
Was there any reaction or particular trouble after any of above vaccinations of inoculations? 
1]
Describe in detail the main complaints in regards to the exact location, exact sensation, and the way he/she expresses it (use body gestures to describe the complaint)

2]
Factors that increase and decrease the complaint.

3]
 When did the complaint begin? 

4]
Any associated complaints? Describe in detail.
5]
Did any event happen which caused/triggered the complaint?

MENTAL STATE OF CHILD
1]
What is the effect of main complaint and associated complaints on him/her? 

2]
What are the thoughts/feeling/reactions associated with it? Describe in detail.

3]
Any unusual sensation in their body. (Describe the sensation they experience during all stressful situations like nightmares, fears, before exam, with the incident, which had a deep impact on him/her.)

4]
What are his/her fears (existing and/or imaginary)? What are the feelings/thoughts and the reaction associated with it?

5]
Any incident which had a deep impact on him/her? Describe in detail. What are the thoughts/feelings/sensations associated with it? At that moment of time what were his/her feelings/thoughts, sensations and reactions associated with it?

6]
What are the stories/fairytales that he/she likes to read / listen? What character attracts him/her the most and why? Describe about HIS/HER understanding of the stories.  What are the feelings/thoughts associated with it?

7]
What are his/her imaginations/fantasies? Describe in detail.

8]
What are the dreams that he/she gets? What are the feeling/thoughts and reaction associated with it?

9]
What are the nightmares that he/she gets? What are the feeling/thoughts and reaction associated with it? 

    10]
What are his/her interests and hobbies? 

11]
Describe about the specific toys, games/specific TV serials, cartoon characters, movies he/she likes. What are the thoughts, feelings associated with it? What kind of questions does he/she asks related to that?

12]
How is he/she at sports and other activities?

13]
Describe about the drawing he/she likes to do/sing. What are the
 thoughts/feelings associated with it? 

14]
Any other activities does he/she like to do? What are they? What are the thoughts/feelings associated with it?

15]
Describe all the qualities of your child, which makes him/her different from other children, which is unique to him/her.

16]
What does he/she wants to become when he is grown up and why? What are his/her ambitions?
17]
Whom does he/she idealizes and why? What about him that he/she admires the most?

18]
How is his/her relationship/behavior with parents, teachers, friends, relatives? What are the qualities he/she admires in them? How is his behavior in school?

19]
What kind of questions does he/she asks to his/her parents, relatives, teachers?

20]
What are his/her views about the world?

21]
What makes the child cry or laugh?

22]
What makes your child very angry and irritable?
23]
What does the child do when he/she is alone?

24]
Is there any particular reaction does he / she throw about a particular person?  

25]
Have you observed any change in his/her behavior on starting a particular T.V./radio program? If so, what is it? How does he/she react? 

NOTE:

1]
Parents are advised to share their child’s creation in the form of any art pieces, drawings, any craftwork, poetries, stories, essays, his/her recording of dance etc. This can help us understand the child’s state in depth. You can scan these and attach it with this form.

2]
You can even give us the video clippings of your child especially any unusual, peculiar activities or behavior, his play what he/she does when he is alone (unnoticed/unobserved) etc.  



SLEEP PATTERN
1]
Describe the posture in sleep. (On the back, side, abdomen etc.) Any particular position in which he sleeps? In which position he can’t sleep? 


2] 
During sleep does he /she: 

a) Snore? 

b) Grind teeth? 

c) Dribble saliva? 

d) Sweat? 

e) Keep eyes or mouth open? 

f) Walk? Talk?

g) Moan? Weep? 

h) Become restless? Wake up with a jerk? 


3] 
Describe if anything else is unusual about his / her sleep: (sleepy, sleeplessness, etc. if so, when?) 

APPETITE AND THIRST

1] 
How is his appetite? 
2]
 When is he hungry?

3] 
What happens if he has to remain hungry for long?

4] 
How fast do does he eat? 

5]
How does your child feel before / during / after meals?
5] 
How much thirst does he has?

6] 
Any particular time when he is especially thirsty?

7] 
Does he feel any change in the taste and feeling in his mouth?  

Food Substances: Which foods/drinks affect your child or aggravate some complains? 



Note: Please Put one tick (X) if he Likes / Dislikes the food or if the food disagrees. Put two tick mark (XX) if he strongly Likes / Dislikes the food or if the food strongly disagrees.

	 
	Like 
	Dislike 
	Disagrees 
	 
	 
	Like 
	Dislike 
	Disagrees

	Bitter 
	 
	 
	 
	
	Eggs
	 
	 
	 

	Salt extra
	 
	 
	 
	
	Spicy food
	 
	 
	 

	Sweet
	 
	 
	 
	
	Meat
	 
	 
	 

	Sour
	 
	 
	 
	
	Fish
	 
	 
	 

	Bread 
	 
	 
	 
	
	Cabbages
	 
	 
	 

	Butter
	 
	 
	 
	
	Onions
	 
	 
	 

	Fats
	 
	 
	 
	
	Warm food/drink
	 
	 
	 

	Milk
	 
	 
	 
	
	Cold food/drink
	 
	 
	 

	Coffee
	 
	 
	 
	
	Fruits
	 
	 
	 

	Mud/chalk
	 
	 
	 
	 
	Anything else
	 
	 
	




STOOL
1] 
Does he have any problem regarding stools?

2] 
When and how many times a day does he pass stools?

3]
 When is it urgent?

4] 
Does he /she have any problem about bowel movements?

5] 
Does he/she have to strain for stool? Even if soft?

6]
Does he/she have belching or passing of gas? Describe its character.

7] 
How does he/she feels after passing gas up or down?



Urine and urination
1] 
Any problem about urine?

2] 
Any strong smell? Like what?

3] 
Does he / she has any trouble before, during and after passing urine?

4] 
Any difficulty about the flow? Slow to start, interrupted, feeble dribbling etc.?

5] 
Any involuntary urination? When?



SWEAT/PERSPIRATION-FEVER-CHILL

1] 
How much does he/she sweat?

2] 
Where and on what part does he/she sweats the most?

3] 
Does he/she perspire on the palms or soles?

4]
 Is the sweat warm, cold, clammy, sticky, musty, greasy, stiffens the linen etc.?

5] 
What is the smell like? E.g. foul, pungent, sour, and urinous.

6] 
What color does it stain the clothing?

7] 
Is the stain easy to wash off or difficult?

8]
 Any symptoms after sweating? 

9]
How does he react to hot/cold weather and monsoon?

10]
When does he get fever or chill?

11] 
What brings it on?

12]
 Does he /she experiences any sense of heat or cold in any part of his/her body at any particular time? 




CHEST-HEART – COLD – COUGH

1] 
Does he/she catch cold often? If so, how often?

2] 
Describe the symptoms, nature of discharge etc.

3] 
Is there any trouble in his/her CHEST or HEART?

4] 
Is there any trouble with his/her voice or speech?

5] 
Is there any difficulty in breathing?

6] 
Does he /she has cough?

7] 
Is it more at any particular time? 



 

SEXUAL SPHERE (GENERAL)

1]
Have you noticed any unusual desire/habit as far as his/her sexual sphere is concerned? 

2]
Any excessive indulgence in sex in past and present ? Any effect on his health?

3] 
Does he suffer from any sexual disturbance?

(Homosexual inclination etc.?)

4] 
Any habit like (masturbation etc.) in past as well as present? How often?

5] 
Does he have increased or decreased desire for sex?

6]
Any other symptoms?



FOR BOY
1] 
Any difficulty in erection?

2]
Any other symptoms?
 

FOR GIRL

1]
Menses: How are the periods; regular or irregular?
2] 
At what age did it start?
3] 
Was there any trouble then?
4] 
Mention number of days of flow.
5] 
Menstrual flow: Is there any change in quantity, color, smell or consistency?
6]
 Are the stains difficult to wash?
7] 
Have you noticed any variation in quality and quantity of flow during menses?
8]
 How and when?
9]
 Does she suffer in any way before, during or after menses? If so, describe.
10]
 Is there any white discharge?
11] 
If so, mention the nature, color, consistency and smell of discharge.
12] 
When and under what circumstances is it more or less?
13]
 Has the discharge any relation to menses?
14]
What is the effect of this discharge on her general feeling? Or any of her symptoms?
15] 
Any itching, excoriation etc. due to discharge?
16] 
Does she pass gas from vagina?
17] 
Any trouble with breasts? 




ANY COMPLAINTS ABOUT

1] 
VERTIGO- Does he/she has giddiness – vertigo?

2] 
FAINTNESS: Does he/she ever feel fainting?

3] 
HEAD: Does he/she get headaches?

4]
 EYES & Vision:

5] 
EARS & sense of hearing:

6] 
NOSE & sense of smell:

7] 
FACE & Facial expression:

8] 
MOUTH & sense of taste:

9] 
About LIPS, MOUTH, TONGUE etc.:

10] 
TEETH, GUMS e.g. carious teeth or bleeding gums.

11] 
Swollen gums:

12] 
LIPS: cracked, peeling of skin etc.

13] 
THROAT (including tonsils):

14] 
Any difficulty in swallowing?

15] 
Does he/she has any trouble in his/her BACK, LIMBS OR JOINTS? Describe in detail.

16] 
If he/she has any pains, do they shift?

17]
In what direction do they extend?

18] 
Is there any complaint of skin: such as itching, eruptions, ulcers, warts, corns, peeling, keloid etc.? (Describe its name and character)

19]
 Any change in color of the skin or spots on any part of the body?

20] 
Is there any complaint or abnormality of the NAILS or skin around?

21]
Is there any complaint with the HAIR such as falling, premature graying, dandruff, dryness, oily, poor excessive or unusual growth?

22] 
Do wounds heal slowly? Do wounds tend to form pus?

23] 
Does he/she has a tendency to bleed?

24] 
Are his/her troubles one sided? Which one? Or more on one side? Do they proceed from one to the other side? Or do they alternate or shift?

25] 
Is there any trembling? When?  Is there any sense of weakness? Where? When is it more or less? Is it in any particular part of the body? 




FACTORS THAT AFFECT HIM/HER
 Below is a list of things that children are exposed to. Each of these factors may affect them in a particular way. 

Please write in what way he/she is affected by each of the following. Does he/she feel worse or better in any way from each of the factors? In what way do they affect him/her? 

For instance take the factor "sun". Suppose by going in the sun he/she gets a headache, then write "Headache " opposite to "sun". 

For another instance, If in hot weather he/she feels uneasy, then write "Uneasy" opposite to "Hot Weather " in the column. 

 In this way write the effect of each factor on him/her. Especially write the effect each factor has on his/her main complaints. For instance if his/her main complaint is asthma and this is worse when lying on the back then opposite to "lying on the back "write "asthma becomes worse" 

Sometimes one factor may make him/her feel worse in some respect, and better in some other respect. For instance cold air may cause headache but make him/her feel better in general. If this is so, please mention this difference clearly. 

This section is most important. Do not go through it hurriedly. Think carefully about the effect of each factor before you write. 
 
 


	
	Effect 
	
	
	Effect

	Hot weather 
	
	
	Walking
	

	Cold weather 
	
	
	Running 
	

	Rainy weather 
	
	
	Climbing stairs
	

	Cloudy weather
	
	
	Going downstairs 
	

	Change of season
	
	
	Riding in bus, car etc.
	

	Thunder –storm
	
	
	Lying 
	

	Covering 
	
	
	Lying on back
	

	Warm bath
	
	
	Lying on left side
	

	Sun
	
	
	Lying on right side
	

	Cold bathing 
	
	
	Lying on abdomen
	

	Lying with head low
	
	
	Drinking 
	

	Sitting 
	
	
	After sexual intercourse
	

	Sitting erect
	
	
	Dust
	

	Standing 
	
	
	Smoke
	

	Looking up 
	
	
	Touch
	

	Looking down 
	
	
	Pressure 
	

	Looking from high places 
	
	
	Massage
	

	Looking at moving object 
	
	
	Tight clothes
	

	Noise 
	
	
	Before sleep
	

	Sudden noise 
	
	
	During sleep
	

	Music 
	
	
	After sleep
	

	Light 
	
	
	After afternoon nap
	

	Strong smells 
	
	
	Loss of sleep
	

	When constipated
	
	
	Before stools 
	

	Before urine 
	
	
	During stools 
	

	During urine 
	
	
	After stools 
	

	After urine 
	
	
	Coughing 
	

	Before menses
	
	
	Sneezing 
	

	During menses
	
	
	Laughing 
	

	After menses 
	
	
	Talking 
	

	After Sweating 
	
	
	Reading 
	

	When Fasting 
	
	
	Writing 
	

	After eating 
	
	
	Stooping 
	

	Before important engagement 
	
	
	Passing gas
	

	Before exams
	
	
	After hair cut 
	

	When angry
	
	
	Combing hair
	

	When worried 
	
	
	Brushing teeth
	

	When sad
	
	
	Moonlight 
	

	After weeping
	
	
	Opening the mouth
	

	Consolation /sympathy
	
	
	Smoking 
	

	In a crowd
	
	
	Hanging the limbs 
	

	In a closed room
	
	
	Hanging the arms
	

	When thinking of illness
	
	
	Near sea
	

	Full noon /new moon
	
	
	Shaving 
	

	Morning 
	
	
	Stretching 
	

	Afternoon
	
	
	Swallowing
	

	Evening 
	
	
	Listening to others talk
	

	Night
	
	
	Vomiting 
	

	Bathing 
	
	
	Yawning 
	

	Draft air
	
	
	Moving the eyes 
	

	Biting or chewing 
	
	
	Opening the eyes
	

	Blowing nose 
	
	
	Closing the eyes 
	

	When alone 
	
	
	Getting feet wet 
	

	In company 
	
	
	Over eating 
	

	Physical exertion
	
	
	Working in water
	

	Belching
	
	 
	Fanning 
	




FEW MORE QUESTION

1] 
In which season does he/she feel less well?

2] 
At what time during the day or night does he/she feel worst?

3] 
What position does he/she is comfortable with? (sitting / standing / lying)?

5]
 How long do your wounds take to heal, how long do they bleed for?



Mother’s History During Pregnancy

(To be filled by mother only)

1] 
How was your state during the pregnancy? 

2]
Tell what all changes you noticed in your nature and behavior during pregnancy that you think were not a part of your routine nature and that occurred with the pregnancy?
3]
What were the stresses during pregnancy? Describe the feelings and fears associated with it.

4]
Any incident during pregnancy had a deep impact on you? Describe your feelings, thoughts or any sensation associated with it?
5]
What were your dreams during pregnancy? Did you have any unusual, recurrent dream that had a deep impact upon you? Describe the feelings, thoughts, sensations associated with it.

6]
What were the thoughts, fantasies and imaginations about the child and pregnancy during this period? Describe the feeling and the fears associated with it.

7]
Did you have any unusual thoughts during that period? Describe in detail. What was your reaction to that?

8]
Did you have any unusual feelings during that period? Describe in detail. What was your reaction to it?

9]
Did you experience any unusual bodily sensation/movement during this period? Describe the whole experience. What was your reaction to it?

10]
Did you have any fear or nightmare during this period? Describe in detail. What was your feeling/thought/sensation associated with it? What was your reaction to it?

11]
Was there any change in your interests and hobbies during pregnancy? If so, what was the feeling/thought/sensation associated with it? (E.g. desires to watch any particular program/movie or read a particular topic that usually you do not read/watch.) 

12]
Did you observe any change in your relationship with people during this period? What was it? What was the feelings/thought/sensation associated with it?

13]
What were your thoughts about your child? What and how could he be?

14]
Was there any change in the craving or aversion for a particular food item? 

15]
Was there any change in the thermal modality during this period? [Did you felt more heat / cold during that time?]

16]
Was there any change in your water intake (thirst) from routine?

17]
Was there any change in the perspiration pattern from routine?

18]
Was there any change in your sleep pattern from routine?

19]
Was there any change in your bowel movements during this period?

20]
Was there any change in your urine habit during this period?

21]
Was there any unusual change in your sexual desire during this period?

22]
During the conception period, how was your state of mind?

23]
During the period when you were planning for the child, have you noticed any change in your state of mind?

24]
During the time of conception did you get any unusual dream? What was the feelings/thoughts/sensations associated with it? What was your reaction to it?



NOTE

1] 
Please send us the photocopies of all the investigations and reports.

2]
Mention about all the treatment your child has been taking at present and also the record of the past treatments.

3] 
Doctor’s note on diagnosis.

4] 
Please mention if your child has taken any Homoeopathic Medicines. Brief us with the name of the medicine he/she has received along with his/her response to the same [if you are aware of].

5]
Let us know how did you find this process?

6]
For any queries or suggestions please write to us.  

DR DINESH CHAUHAN / DR URVI SHAH CHAUHAN

SWASTHYA HOMOEOPATHIC CLINIC

1: -106, Dinar Building, 1st floor, 20- station road, Santacruz (West), Mumbai- 400 054. India. 

Phone: (022) 26046245

2: - 602 Kuber Bhuvan, 6th floor, S.V.P.Road, Near Ram Mandir, Borivali (West), Mumbai-400 103. 
Phone: (022) 28927642

Email: drchauhan@vsnl.net
                     swasthyaclinic@vsnl.net
Website:  www.homeohome.com
