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	INTERNATIONAL HOMEOPATHIC WEB CLINIC


PATIENT REGISTRATION FORM





We wish you welcome to our clinic and look forward to giving you effective treatment.

Please provide us with the following information:
	Personal Data

	Name:
	
	Date:
	

	E-mail:
	
	

	City:
	
	Country:
	

	Profession:
	
	Nationality:
	

	Sex: M/F
	
	Married status:
	
	No. children:
	

	Birth Data

	Date:

dd/mm/yy
	
	Time: e.g. 2:30 p.m.
	
	Time uncertainty:
e.g. 10 min
	

	City:
	
	Country:
	

	Other Data

	How did you find out about our clinic?:
	

	Preferred language:
	

	Main complaint:

Please state all that you know about it (for example, pains, heat, insomnia, etc.). Please also include what makes your sensations or symptoms better or worse. 

	

	

	

	When did your main problem begin? 
	

	What could have been the cause of it?
	

	Have there been any serious illnesses, such as cancer, tuberculosis or venereal disease, in your family or on your family tree? Please give indicate relation, such as uncle, grandfather, etc.

	

	

	

	Are you currently taking any medicines? If so, please specify which medicines and what they are for:

	

	

	

	Have you ever had any reactions to vaccines? If so, please specify which vaccines and your reactions:

	

	Have you received Covid vaccination? If so, please specify which vaccines and your reactions:

	

	Illness History

	Age
	Illness
	Cause
	Treatment
	Result

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Please add rows if necessary
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