
PLEASE READ BEFORE FILLING OUT THIS INTAKE FORM. 
 

Your homeopathic remedy is mainly selected on the information you provide about yourself and your 

chief complaint(s).  In order to make a successful remedy choice it is extremely important to 

understand the details of the symptoms you experience.  I must also learn all the attributes that belong 

to you as a unique individual, and this includes your reactions to various factors, your past and family 

history, your relationships and your personality. 
 

To gain this information you will be asked many questions.  Each one is significant to a homeopath, 

and often something you may think has no connection with your symptoms may be the most 

significant information used to select the correct homeopathic remedy for you.  For example, to tell a 

homeopath “I have a headache”, “the flu”, “a rash”, would not be enough information; a better way is 

to describe your symptoms in as much detail as possible such as “I have a throbbing headache behind 

my left eye that gets worse late in the afternoon and from hot drinks and better from putting a cool 

cloth on my forehead – my eyes get large and red, I feel nauseous and sometimes I feel like the top of 

my head will burst open”.  Use extra paper if necessary!  You can use the following outline of things to 

include in your descriptions: 
 

LOCATION:  Please give the exact location of the complaint, as well as where the pain or sensation 

may spread or extend to. 
 

SENSATION:  Express the type of sensation or pain that you get in your own words however simple 

or funny it may seem.  You may feel a mouse running up your leg, an iron band around your head or 

pain that is stabbing, cutting, burning, etc; just express it exactly as it feels to you!  
 

WHAT MAKES YOU FEEL WORSE OR BETTER:  Many factors will likely influence your 

complaint(s) – some will cause the symptoms to increase and some to decrease.  Think about how your 

symptoms are affected by things like weather, heat, cold, talking, laughing, sleeping, lying, sitting, 

standing, walking, eating, drinking, etc. 
 

DISCHARGES:  The body can have discharges from things like ulcers, fistulas, abscesses, eruptions 

and discharges can occur in all different parts of the body, like your skin, lungs, eyes, nose, ears, 

mouth, vagina, etc.  Please describe any discharges you may have based on the following: 

 The quantity & time or condition under which it occurs or changes 

 The consistency – thin, thick, stringy, clotted, etc. 

 Is it like jelly, the white of an egg, watery, sticky, forms a scab, etc. 

 The odor, what does it remind you of? 

 Does it irritate the area, and if so, in what way? 
 

THIS QUESTIONNAIRE IS ORGANIZED INTO THREE MAIN SECTIONS: 

1. Information about your chief complaint(s)  

2. A timeline of the events in your life 

3. General information about who you are, your family history and how your body works 
 

Please be sure to read over each section and question carefully; think deeply about it, and if necessary, 

consult someone close to you and then answer fully and completely.  Describe everything freely and 

frankly without hesitation.  REMEMBER THAT WHATEVER YOU WRITE REMAINS 

ABSOLUTELY CONFIDENTIAL.  Your honesty and co-operation is extremely important to the 

process of choosing the appropriate homeopathic remedy to enhance your health.  Most of us do not 

get the luxury of looking so deeply into ourselves, so relax and allow it to be an enriching experience. 

 



NAME:  ______________________________________ DOB: _________Today’s date: _________  

Home phone: ______________________________Work Phone: ____________________________  

Cell Phone:________________________________Email: __________________________________  

Address: __________________________________________________________________________ 

Emergency Contact Person: ________________________ Phone: ___________________________ 

Referred by:_______________________________________________________________________ 

   

Everything on this questionnaire is completely confidential. If there are any questions you do not feel 

comfortable answering or do not apply to you, you may leave them blank.  

SECTION 1:  INFORMATION ABOUT YOUR CHIEF COMPLAINT(S) (CC)  

1. What is/are your chief complaint(s)____________________________________________________ 

__________________________________________________________________________________  

2. If physical, what is the location of your CC?_____________________________________________  

3. When did your CC begin?___________________________________________________________ 

4. Is it constant or does it come & go?____________________________________________________  

5. At what time of day is the CC better or worse?___________________________________________  

6. Is there anything else that makes the CC better or worse?___________________________________ 

__________________________________________________________________________________ 

7. Are there any symptoms that accompany the CC?_________________________________________ 

__________________________________________________________________________________ 

8. What treatments are you currently using for your CC?_____________________________________ 

__________________________________________________________________________________ 

9.  How does your CC make you feel emotionally?__________________________________________ 

10. What aspect of your current problem is most distressing to you? In other words, specifically how 

and why is this a problem to you?_______________________________________________________ 

__________________________________________________________________________________ 

What does this problem stop you from doing?______________________________________________ 

__________________________________________________________________________________ 

Please do not stop any current treatments until you have talked to your physician or provider.  

SECTION 2:  YOUR TIMELINE 

Every event in our lives has an impact, and has the potential to leave a weak point in our system.  

These events can be from physical or emotional stressors, accidents, medications, vaccines, injuries – 

anything that had a potential impact on your life, positive or negative. 

A.  As best you can create a timeline of your life, and mention from birth to present day all important 

events throughout life, including marriages, divorces, births, deaths, injuries, illnesses, accidents, 

surgeries, physical or emotional traumas, etc.  Please be sure to also include any information you may 

have about anything that occurred during your mother’s pregnancy. 

B.  On the timeline indicate approximate dates as well as any treatments or medications taken. 

 

 

 



SECTION 3:  GENERAL INFORMATION 

A.  Please write in this first part about your situation in life and all the things that are bothering 

you on a mental and emotional level.  Please share any details about your childhood that have 

had a strong impact in the past, or continue to impact you today.  

1. Have you ever been in counseling?__________Dates________Issues_________________________ 

When did you end treatment(year)__________Why?________________________________________ 

2. Where you ever on any medication for emotional/psychological issues?______________________ 

What medications were/were not helpful__________________________________________________ 

When did you last take these medications?__________________________  

3. Have you ever been psychiatrically hospitalized?_________ Was this helpful to you?___________ 

Why/why not?______________________________________________________________________  

4.   What is the biggest stress in your life right now? _______________________________________ 

__________________________________________________________________________________ 

5.  How do you react to stress?______________________________________________________ 

6. How do you like to deal with what upsets you: (circle all which apply): 

          Talk      Be left alone      Not Think About It       Take Action        Other____________________  

7. What do you worry about?___________________________________________________________ 

8.  Do you have any phobias?(darkness, being alone, in crowds, altitude, flying, elevators, etc.) 

_________________________________________________________________________________ 

What are you most fearful of (real or irrational)?___________________________________________  

9. Do you weep easily?______ About what kinds of things?__________________________________ 

10.  How often do you get angry, and what is your anger like?_________________________________  

11.   On what occasions do you feel jealous? ______________________________________________ 

12.  Are you a tidy person or not?______ Do you tend to collect things?______What?______________  

13. Do you like to be on time?__________Are you usually early/late?_______Why?_______________  

14.   What bothers you most in other people? ______________________________________________ 

How do you react to it?_______________________________________________________________  

15.   What do you do for work? ___________________________Are you happy in your work?______   

Ideally, what would you like to do?______________________________________________________  

What hobbies, interests or activities do you engage in regularly?_______________________________ 

Are there any you keep thinking you’d like to “take up?”_____________________________________  

16.  If you had an unexpected week's paid vacation from work, what would you do?_______________ 

__________________________________________________________________________________  

17. What brings you the most satisfaction in your life?_______________________________________ 

__________________________________________________________________________________ 

18. What brings you the least satisfaction in your life?_______________________________________ 

__________________________________________________________________________________  

19. What do you do for fun?  ___________________________________________________________  

20. What types of movies do you most enjoy?  _____________________________________________   

TV programs? __________________________________Books?______________________________  

21. How many hours a day do you spend at a computer?______On Internet?_________What type of 

Internet sites most intrigue?_________Give you most enjoyment?__________  

22.  Do you have a partner or significant other?_______ How would that person describe you?_______ 

__________________________________________________________________________________

__________________________________________________________________________________ 

23. How would someone at work describe you?____________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 



24. How would a casual acquaintance describe you?_________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________  

25. How would you describe yourself?_________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________  

26. Do you prefer to be with others or alone?____________________Why?___________________ 

__________________________________________________________________________________ 

27. Do you have any pets?____________________________________________________________ 

What is your relationship with animals?__________________________________________________ 

__________________________________________________________________________________

28.   Are you clairvoyant? _____________________Psychic? ____________  

29. Do you think of yourself as a religious person?  ___________ A spiritual person? ____________ 

Say more about this, please____________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________ 

30. What is your favorite color?__________ Can you give an exact shade, or use a crayon etc to show 

me the color here?______________________________ 
 
 

 

B. In this second part, please provide information about all the physical parts of your body.  Be 

sure to mention details about all complaints, whether current or in the past, and specify when in 

your life you had the symptoms.  When describing foods please describe preferences for salty, 

sour, spicy, sweet, etc in addition to specific foods you crave or have issues with. 

1. Have you ever been dizzy or fainted?__________________________________________________ 

__________________________________________________________________________________ 

2. Have you had headaches or migraines?_________________________________________________ 

__________________________________________________________________________________ 

3. Have you had a head or brain injury?__________________________________________________ 

4. Have you had vision problems (dry eyes, cataracts, glaucoma, styes, conjunctivitis, etc)?_________ 

__________________________________________________________________________________ 

5. Have you had hearing problems or get ear infections?_____________________________________ 

__________________________________________________________________________________ 

6. Have you had nasal problems (sinusitis, hayfever, polyps, deviated septum, etc)?________________ 

__________________________________________________________________________________ 

7. Have you had dental issues (including excess saliva, dry mouth, canker sores, fever blisters, etc)?__ 

__________________________________________________________________________________  

8. Have you had throat or voice issues (strep throat, tonsillitis, swollen glands, nodules, hoarseness, 

etc)?______________________________________________________________________________ 

9. Do you have any thyroid problems?___________________________________________________ 

10. Have you had respiratory issues (asthma, bronchitis, pneumonia, emphysema, etc)?____________ 

__________________________________________________________________________________ 

11. Have you had heart or circulatory problems (including blood pressure or cholesterol issues, 

Raynaud’s, etc)?_____________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

12. Have you had digestive problems (heartburn, ulcers, nausea/vomiting, bloating, gas, diarrhea, 

constipation, colitis, hemorrhoids, etc)?__________________________________________________ 



__________________________________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

13. What are favorite foods, foods you crave?______________________________________________ 

What foods are you averse to?__________________________________________________________ 

Any food allergies or foods that make you sick?____________________________________________ 

What happens when you eat them?______________________________________________________ 

14. Have you had urinary problems (cystitis, UTI’s, kidney stones, etc)?_________________________ 

__________________________________________________________________________________ 

15. Have you had liver or gallbladder problems?___________________________________________ 

__________________________________________________________________________________ 

16. Have you had hormonal or reproductive problems (prostrate, erectile dysfunction, infertility, 

ovarian cysts, uterine fibroids, cystic breasts, endometriosis, menstrual disorders, etc)?_____________ 

__________________________________________________________________________________ 

17. Have you had back problems (injuries, disc problems, sciatica, etc)?_________________________ 

__________________________________________________________________________________ 

18. Have you had joint or bone problems (arthritis, osteoporosis, injuries, swelling, pain, etc)?_______ 

__________________________________________________________________________________ 

19. Have you had neurological problems (paralysis, numbness, tremors, tics, twitches, muscle spasms, 

convulsions, memory loss, compulsive disorders, etc)?______________________________________ 

__________________________________________________________________________________ 

20. Have you had skin problems (eczema, psoriasis, melanoma, warts, rashes, acne, cysts, polyps, 

tumors, etc)?________________________________________________________________________ 

__________________________________________________________________________________ 

21. Have you had problems with hair or nails (dry, brittle, discoloration, ridges, scalp issues, excess 

hair growth, loss of hair, etc)?__________________________________________________________ 

__________________________________________________________________________________ 

22. Do perspire excessively (where & when) or not at all?____________________________________ 

__________________________________________________________________________________ 

23. Have you had any serious diseases or infections in your lifetime?___________________________ 

__________________________________________________________________________________ 

24. Have you ever had a near death experience?_______If so when, and why?___________________ 

__________________________________________________________________________________ 

25. When you get sick do you develop a fever?_____ How high usually?________________________ 

Do you usually get the chills with a fever?______ When?____________________________________ 

26. When you become sick or suffer an injury do you heal quickly or slowly?____________________ 

27. Do you tend to bleed or bruise easily?_________________________________________________  

 

C.  In this final part please think carefully about all of the factors mentioned and how they affect 

your overall health and be specific about the effects they have on you. 

1. What medications do you currently take more than 1x per month? ______________________ What 

recreational drugs do you use daily _______ monthly ________ occasionally ________?  

2. How many alcohol drinks do you take a day? ______________ Have you ever had an alcohol/drug 

evaluation?_______ Have you ever had detox for alcohol or drug use?___________  If so, 

when?__________________________________ 

3. Do you smoke?________Ever?__________Date stopped?___________Multiple starts and stops 

please note on back sheet.  



4.  Do you tend to have a lot of side effects from medications? ___________Do you need less 

anesthesia than most people?________Do you have a hard time coming out of 

anesthesia?_________Do you tend to react to vitamins and herbs and/or need hypoallergenic 

vitamins?______________  

5. What vaccinations did you have as a child?______________________________________________ 

Have you ever had any adverse reactions to vaccinations?____________________________________   

Have you had any vaccines since childhood?____  If so, which ones?___________________________ 

6. When was your last physical?________Any problems?____________________________________ 

Treatments given at that time______________________________________________ 

7. How well do you sleep (1-10, 10 =excellent)?_________ In what position?_________________ 

Do you remember your dreams? _____ Do you have recurring dreams?____________________  

What are they about?________________________________________________________________ 

_________________________________________________________________________________

When you awake how do you generally feel?(refreshed-groggy-tired-etc)___________________  

Do you typically wake up in the middle of the night at a particular time?____________________  

What time ?________What’s on your mind ?____________________________________________ 

What do you do to go back to sleep? ________________________How long does it take  ?_______   

8.  What sort of weather do you dislike most? (damp, cool, hot, windy, etc.)__________________ 

9. Are you generally sensitive to the heat or cold? (circle one)  When are you too hot or too 

cold?____________ Are you generally warmer or colder than others around 

you?______________________ 

10. How do you react towards sunlight?_________________Do you  wear sunglasses a 

lot?___________________ How do you react to moonlight?_________________________ 

11. How do you feel about thunderstorms?______________________________________ 

12.  Do you prefer the mountains or the ocean?__________Why?_____________________ 

13. How does music affect you?_________________________________________________ 

14. How do you react to loud or sudden noises?_____________________________________ 

15. Allergies: to what?___________________________When/what season?____________ 

Symptoms_______________________________________________Since what age?________  

16.   Menses: age first began________ time between periods, in days._________ 

duration_______color/clots________________PMS symptoms__________  

17.   No. of  pregnancies:_____ no. of children________miscarriages________abortions___  

18. Discharges: postnasal?____________vaginal?_________other?________  

Color, consistency, time of these discharges_______________________  

19.   Any tuberculosis or gonorrhea, syphilis or other sexually transmitted diseases in your history or 

that of your parents, grandparents, great-grandparents, etc.? 

__________________________________________________________________________________  

20.  Family History: Mention diseases and causes and age of death of parents, grandparents, siblings, 

etc._______________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

 

 



Is there anything else you would like to tell me about yourself that has not been covered in 

this questionnaire?__________________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________  
 

 

Please score each of the below (1-10, 10 being the highest) based on how you are feeling TODAY.  

1. Quality of life ______  

2. Energy to live my life ___  

3. Enjoyment I get out of life______  

4. Quality of my intimate relationships____  

5. Quality of my friendships_____  

6. Quality of my familial relationships_____  

7. General sense of well being_____  

8. Belief my health problems are resolvable______  

 

Thank you for your time and attention to this questionnaire, I know it is comprehensive.  In 

homeopathy, it is very important to choose the correct remedy for you that reflects precisely 

where you are stuck in your life, rather than to give a remedy only for the symptoms you are 

currently concerned with – having such a broad and detailed overview allows me to see the 

bigger picture that we often miss living life on a day-to-day basis.   

 

Please mail this completed questionnaire along with your signed consent form and full payment 

to the office prior to your appointment:  

Merkaba Farm, LLC 

183 Cross Road 

Berne, NY 12023 

Phone or Fax: (518) 872-1177 

Email: merkabafarm@wildblue.net 
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