Intake Questionnaire
Name:
Address

Contact information circling the best way to contact you (add best times to contact you if important(.   Telephone (work/home)__________________Cell phone ________

Fax (work/home)_____________________ E-mail _______________________
Today’s Date __________________ Birth date ________________
Height                          Weight                                  Weight at birth

Time needed to travel to Tokyo Homeopathy_________   Occupation _____________
How did you find out about Tokyo Homeopathy?
The following questions will help during your interview.  During the interview, I just ask you to talk without looking at the questionnaire.  However, filling out this questionnaire will help you to think about how you would answer some common questions.  On this paper you can answer briefly topics and/or circle relevant words.  Feel free to add to the lists and to add paper or make comments.  Please bring this questionnaire to your interview or email it.
·  Why are you seeking help?

·  What steps are you currently taking to help yourself?  (medication, treatments, changes in lifestyle)
· What do you think are the causes of your problems?

· When did your problems begin?

The following problems can be unrelated to the reason why you have come for an interview.
1. Circle the parts of your body that do not feel normal, have a diagnosis, and that are even indirectly affected by your problem(s):

2. Head, hair, face, eyes, ears, mouth, throat, teeth, throat, shoulders, arms, wrists, hands, fingers, digestive tract, chest, heart, lungs, stomach, abdomen, liver, kidneys, duodenum, large intestines, small intestines, neck, upper back, lower back, hips, menstruation (irregular, clotting, smell, pain), reproductive organs, anus, urination, stools, ankles, legs, feet, toes, joints, breathing, coughing, skin,  
3. What areas of your life are stressful to you?  Circle and list as many as are appropriate and make additions.  Physical movement, social relationships, work, study, concentration, memory, expressing yourself, family, friends, sexuality, talking, public transportation, appearing in public, being alone, sleeping, eating, bathing, finances, balance, moving, waking up, sleeping, ____________________________
4. Circle the best ways for you to avoid or relieve pain and other forms of stress:  leisure, stay busy, control my temperature, social life, eat, drink, more or less movement, sleep, express my feelings, medication,  religion, be with family and friends, travel, shop, ignore stress, weeping, cleaning, bathing,  _____________________
5. Circle areas where have you noticed a major change:  sleep, weight, eating, appetite, speed of recovery from illness or fatigue, emotions, .paralysis, bowel movement, urination, pain, change in vision, smell, hearing, balance, sensation, dreaming, hypersensitivity, frequent illness, temperature control, perspiration,
6. Circle the emotions that affect you the most:  sadness, anger, joy, anxiety, irritation, excitement, fear, loneliness, mood changes, resentment, jealousy, shyness,  
7. Circle or list words that are relevant to your history.  If you do not know, ask family member about your history. 
· Difficulties that your mother had during pregnancy: morning sickness, your birth, depression, illness, relationships, traumatic events,______________
· Difficulties that you had as an infant or child:  Breast feeding, eating, elimination, illness, surgeries, slow development, lack of childhood diseases, crying, ____________________________ 
· After asking others when needed, indicate unexpected reactions to vaccination or medications indicated:  swelling, fever, itching, lack of reactions to vaccinations, multiple vaccinations, _______________________.   

· List difficulties with puberty, pregnancy, menopause _______________________
8. Review the causes of death and chronic diseases of your ancestors.  Patterns similar to your own are useful.
9. Circle shock from trauma:  grief, other losses, illness, surgeries, ____________

10. List or circle severe sicknesses and surgeries during your childhood or later? High or prolonged fevers, diarrhea, constipation, infections, _________________________
11. Thinking back over your life list or circle medications including over the counter drugs, medicated skin creams, supplements and treatments regardless of their relationship to your problem.  Steroids, anti-biotics, anti-inflamatories, __________________________________________________________________
12. List and circle strong substances that you use regularly or that you avoid: coffee, spices, tobacco, alcohol, salty, sugar, oily, bitter, cold food and drinks __________
13. Prepare to talk about how you leisure, volunteer work, or other ways you express yourself. ________________________
14. List or circle the people or relationships that are important to you. family, friends, work mates, leisure groups, ______________________
