Welcome Cure - Case Record Form – for children

PATIENT DETAILS:
Name:_______________________________________________________________________
Date of Birth :_____/_______/_________Age:_______________Gender: M / F----C________
Predominant Diet: Vegetarian:_____ Non-Vegetarian: _____Mixed: _____
Father Name:______________________________________________________
Occupation_____________________________________________________
Mother’s Name:_________________________________________________
Occupation: ____________________________________________________
Number of Siblings: ______________________________________________
[bookmark: _GoBack]Age of Sibling(s): ___________________________________________________________ ________________________________________________________________________________________________________________________________________________________
Address:________________________________________________________________________________________________________________________________________________________________________________________________________City:_________________Pincode:___________
Phone Number/ Mobile Number: M______________________  F _________________
Email_________________________________________________________






Chief Complaint:-
Mention the Present Complaint of the child in Detail? Please find out ailments from especially ask the history – was there any trouble during pregnancy? Any conflict, any tension or this could be asked when the repo is established and the family feels free in communicating. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Duration of Complaint (Since how long the child is suffering) ________________________________
When was it diagnosed and how? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Any Treatment taken? (mention if any) ________________________________________________
What behavioral changes did u notice? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Any Particular cause known? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Associated Complaints:-
Mention any other associated complaints, in detail, if any.(eg: Cold & cough, fever, epilepsy, stomach complaints etc)
1)Area affected: Location, extension, direction of spread, the march of events________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Since how long___________________________________________________________________
Sensation experienced in the area of trouble___________________________________________
Conditions that worsen the trouble__________________________________________________
                    those which make it better_______________________________________________
Progress of the complaint_________________________________________________________
Other troubles experienced at the same time along with the main trouble, for example...perspiration/nausea /vomiting /gas/with pains_______________________________________________________________________________________________________________________________________________________

Any other Complaint? (Complete the symptom in Location, sensation, modalities and concomitant
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Any other Complaint? (Complete the symptom in Location, sensation, modalities and concomitant
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Past History:-
 Give a detailed description of the various illnesses that your child has suffered in the past. Also describe the type of treatment taken and the response of these illnesses to medication.
(eg. Chickenpox, Measles, Mumps, Typhoid, Malaria, Jaundice, Tuberculosis, Tonsillitis, skin complaints or any other clinical condition, Injuries, if any.) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Surgical History:- Any surgeries the child has undergone and any complications after surgeries if any.
_________________________________________________________________________________
Hospitalization History:- Please mention if your child was hospitalized for any disease/surgeries/injuries. ________________________________________________________
Medication History:- 
Please mention all the medication, that your child has taken or is undergoing or any sessions or any therapies (speech/occupational therapy, behavior therapy, play therapy etc). ____________________________________________________________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________ 

Family History:-
History of any major illnesses in the family (eg; Diabetes, Hypertension, Heart complaints, cancer, Tuberculosis, psychiatric illnesses, Respiratory complaints, allergy)
Just find out if there is similar history – as of patients with Parents, Siblings, Grandparents (maternal and paternal), Cousins etc :- _______________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ___________________________
Birth History:-	 (Please re – confirm the exactness)
a) Birth wt_______________________________
b) Teething(1st tooth) ______________________
c) Sitting________________________________
d) Walking______________________________
e) Talking(1st clear word? eg. Mama, papa, dada)________________________________
                                            
· Was it a planned or an unplanned child?___________________________________________
 If unplanned child then did mother wanted to continue with the pregnancy or wanted to abort and her reaction ?
__________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Was it a normal delivery or a Caesarean Section? If caesarean then what was the reason? ____________________________________________________________________________________________________________________________________________________________________
· Did mother of the child suffer from any disease or was detected with any disease during pregnancy? ____________________________________________________________________________________________________________________________________________________________________

·  Did mother have any mental stress during pregnancy? (please mention the details regarding stress, her reaction towards the stressful situation, if any) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


· Did the child have jaundice at birth? Or did the child suffer from any other problem after birth? ____________________________________________________________________________________________________________________________________________________________________

· Was the child very hairy at birth? (Please collect the childhood photographs if possible) __________________________________________________________________________________

· Please mention the details of vaccine given and if suffered from any side effects from it? Did the trouble start after vaccination and which one?
____________________________________________________________________________________________________________________________________________________________________
· Is there drooling/salivation at night when the child sleeps? _________________________________

Very Important points:
1] Pica: Habit of eating chalk, Mud, licking walls, stool, pen, pencil, rubber? (Craving for indigestible things) __________________________________________________________________________________
2] Sleep position & sleep habits- position(eg sideways, on abdomen, knee, chest) (Draw the position in which the child sleeps) & does the child have habit of teeth grinding ,talking, walking, bedwetting? ____________________________________________________________________________________________________________________________________________________________________
3] Travelling sickness- nausea or vomiting while travelling?_________________________________
4] Fear-eg. Fear of animals, fear of water, fear of dark, fear of heights etc or any other fear the child has?________________________________________________________________________________________________________________________________________________________________ __________________________________________________________________________________
5] Confusion-Does the child have confusion and has no sense of road, height, is the child confused? and runs without understanding ____________________________________________________________________________________________________________________________________________________________________
6] Habits-eg nail biting, thumb sucking, shaking legs or any other habit if the child has?
__________________________________________________________________________________                            

Mentals:
Behavior as a kid?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Violence: Towards self and towards others, Hitting, Pinching, Biting, Throwing 
____________________________________________________________________________________________________________________________________________________________________
Relations with parents and siblings?
____________________________________________________________________________________________________________________________________________________________________
Behavior of child at home or at social gathering or when travelling out? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the child mixes up with other children of his age? 
__________________________________________________________________________________

Does the child make eye contact? 
__________________________________________________________________________________
Does the child make friends? 
__________________________________________________________________________________
Is child comfortable sharing his toys or things? Is he/she possessive or generous
____________________________________________________________________________________________________________________________________________________________________
Does the child play with the same toy or keeps on asking for new one?
__________________________________________________________________________________
Is the child obstinate/ Moody? _________________________________________________________________________________

Is the child able to express his needs and feelings_________________________________________
__________________________________________________________________________________
Understanding? Can the child understand the routine work?
____________________________________________________________________________________________________________________________________________________________________
Does the child follow command?
__________________________________________________________________________________
Can the child concentrate? 
____________________________________________________________________________________________________________________________________________________________________
Does the child work independently or depends on others?
____________________________________________________________________________________________________________________________________________________________________
Is the child active in his work or lazy, does it on time (punctual or postpones it)? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Reaction to music, dancing, rhythmic or arrhythmic? Does the child starts dancing immediately as soon as the music starts?
__________________________________________________________________________________
__________________________________________________________________________________
How much of cleanliness does the child like? ____________________________________________________________________________________________________________________________________________________________________

Does the child have habit of making different noise or habit of staring at things or have habit of imitating people or habit of looking at moving objects like fan, cars etc.? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Sensitivity to any particular thing (eg.Noise/ Light, touch, looked at etc) __________________________________________________________________________________
_________________________________________________________________________________
Is the child hyperactive/restless/destructive?
__________________________________________________________________________________
 How does the child react when gets excited? (eg clapping, jumping, touches things, breaks things)
__________________________________________________________________________________

What things makes the child angry? How does the child react when gets angry? (eg shouts, screams, hits people, breaks or throws things, bites)
____________________________________________________________________________________________________________________________________________________________________Does the child cry easily? Cries in front of everyone or when alone? __________________________________________________________________________________
Consolation – likes it or dislikes? __________________________________________________________________________________
Is child revengeful in nature?(if someone hits him/her then will hit them back) __________________________________________________________________________________
Is the child jealous in nature? ( eg sibling jealousy or any other)
__________________________________________________________________________________
Does the child has repetitive behavior ?( eg repeats words, actions)
____________________________________________________________________________________________________________________________________________________________________
What does the child enjoy doing or what hobbies ? ( eg. singing, dancing, travelling out) ____________________________________________________________________________________________________________________________________________________________________
 	Does the childlike company or wants to be alone?
____________________________________________________________________________________________________________________________________________________________________
Does the child have habit of kissing and hugging everyone?
____________________________________________________________________________________________________________________________________________________________________Does the child have habit of playing with his private parts or wants to be naked all the time? Or does he have erections? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is the child religious_________________________________________________________________
Is the child talkative/Curious(keeps on asking questions) __________________________________________________________________
Does the child have habit of laughing unnecessarily/ laughing loudly?
__________________________________________________________________________________
Habit of Clinging to mother or any object?
__________________________________________________________________________________
Nature of Child in Brief/ Additional points:  Anger, Irritability, Anxiety, Love, Hate, Jealousy, Suspicial, Fear, Fright – Describe them at length:  __________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Physical Generals:-
1. Appetite:-can tolerate hunger or cannot, has the appetite increased or there is loss of appetite
__________________________________________________________________________________
How long the child was breastfeed?____________________________________________
1. Easy satiety?_______________________________________________________________
2. What age he independently started eating?________________________________________
3. Thirst:-Amount of water consumed by child in a day ? How much at a time (sips or large quantity)? Prefers water at room temperature or hot or cold? 
____________________________________________________________________________________________________________________________________________________________________
3.Urine-How many times passes urine? Color of the urine? Any difficulty in passing urine? Any smell from urine? Any issues related to urination or urine? Bed wetting and control over bladder, Any itching, burning or abnormal sensation? 
____________________________________________________________________________________________________________________________________________________________________
4. Stools- How many times passes motions? Are bowel movements regular? Any difficulty while passing motions? Any peculiar smell? Is there blood or mucus while passing stools? Constipation or loose motion problem? Potty training? ____________________________________________________________________________________________________________________________________________________________________
5. Craving- what type of food or taste the child like particularly?(eg salty, sweet, spicy, sour, fish, eggs, milk)( Habit of adding extra salt to food, or must have sweets after meals, sucking ice.) Does the child smell food before eating? ____________________________________________________________________________________________________________________________________________________________________
6. Aversion: Which foods/ drinks/types of taste does the child dislike? e.g. spinach, pickles, sour foods, cold drinks etc. Give an intensity as to much the child dislikes them. eg. Aversion to fish
____________________________________________________________________________________________________________________________________________________________________
7. Allergy: Any food that doesn’t agree? Or any other allergy to metals or medications?
__________________________________________________________________________________
8. Perspiration: How much does the child perspire, scanty, moderate or profuse? ________________
Perspiration is more on which part of the body (scalp (head), palms, soles, forehead, left or right etc.) Does it have any particular smell or leave behind a stain (difficult to wash)?
__________________________________________________________________________________
Does it occur at any particular time or any particular activity (eg. Perspiration while eating)? ______
Is the perspiration cold or hot? _______________ is it on one side? ________________________

9. Sleep: How many hours does the child sleep? Does the child feel fresh when he/she wakes up? Does the child get up suddenly because of fear or does he cry once he gets up?
____________________________________________________________________________________________________________________________________________________________________
12.Dreams-mention dreams if any?_____________________________________________________
16. Tight Clothing:- Is the child comfortable or uncomfortable wearing tight clothes?
__________________________________________________________________________________
17.Thermal:-
 Season: In which the child is more comfortable. (Summer/ winter/ Rainy)_____________________
Bathing: Hot/ Luke warm/ Warm water (summer& winters)________________________________
Fan/ Ac: comfortable/ uncomfortable__________________________________________________
Covering: Likes covering or Uncovering. Feet covered or uncovered._________________________
Sun: Any complaints (eg. Headache)___________________________________________________
Food: Prefers warm/ cold___________________________________________________________
Tea/ Coffee/Drinks: Prefers Hot, warm or cold__________________________________________

Menstrual History:- ( If Applicable) This is applicable only in grown up female so should be asked at the last
a) Menarche?_______________________________________________________________________
b)  First day of last period? ____________________________________________________________
c) Regularity of cycle?________________________________________________________________
d) How many days does the periods last_________________________________________________
e)  Nature of bleeding? What is the color of the blood? Are there any clots? Are the stains difficult to wash off? _______________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________

f) Any problem before, during and after menses?(eg. Irritability, pain in abdomen, heaviness of breast, weeping, swelling of body, headache etc.) Before_____________________________________________________________________________During_____________________________________________________________________________After______________________________________________________________________________
 Any history of white discharge (leucorrhea) before, during, after periods? Are the stains easily washable or no? Any offensive smell from the menses or white discharge? Any investigation done pertaining to your gynecological problems, if present?			
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
G ) Asthma: which symptoms your child is experiencing?
· Wheezing, ………
· Difficulty breathing, …………..
· Pain or tightness in your chest, ……….
· Recurrent, spasmodic cough that is worse at night…………
· Aggravation by damp rainy season…………….
· Expectoration (discharge) ……which color……….
· Vomiting relief asthma ……………
· Tendency to infections ……..
· Flapping of alae nasa………….
· Better by throwing head backwards………
ADDITIONAL INFORMATION:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Observations of the BPD:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Examination of Patient:
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
Video of child taken: □Yes	_____	□No_____
Photo of child taken: □Yes	_____	□No_____
Reports attached: □Yes	_____	□No_____
If yes, give a list of enclosed reports
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
List of reports required or requested from parent
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________

Repertorisation: □Done__________ □Pending_____________
Screen Shot/ Print attached: □Yes____________ □No____________
D/D of Remedy with reasoning:
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________

Final prescription:
Date:
	Sr.No 
	Remedy with Potency
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For ___________days/Months


Medicine Kit:
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Follow up:-
Date:
______________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
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