                                                     General Medicine-Homeopathy, P.C.

                                            Ronald D. Whitmont, M.D. DABIM, DABHM

                                                                 Classical Homeopathic Medicine

                                                                                    6250 Route 9, Rhinebeck, NY 12572

                                                                                   (845) 876-6323, Fax: (845) 876-2627

                                                                                         homeopathicmd@gmail.com
                                                                                           www.homeopathicmd.com
                                Personal Data:
Child’s Name: ________________________________________________________________________________


Address : ____________________________________________________________________________________ 

Birth Date: ____/_____/____                              Home Telephone Number: (    )   ___________________________

Referred By: ________________________________

Personal Physician: ____________________________________________________________________________

Specialist Physician: ___________________________________________________________________________

Mother’s Full Name: ___________________________________________________________________________

Mother’s Occupation: __________________________________________________________________________

Work Phone: ________________________________         Cell Phone: ___________________________________

Father’s Full Name: ____________________________________________________________________________

Father’s Occupation: ___________________________________________________________________________

Work Phone: ________________________________         Cell Phone: ___________________________________
Medical History:

Allergies: ____________________________________________________________________________________

Medications:                     Name:                                           Dosage:                                          Frequency:

1.___________________________________________________________________________________________ 

2.___________________________________________________________________________________________

3.___________________________________________________________________________________________                                    

4.___________________________________________________________________________________________

5.___________________________________________________________________________________________

6.___________________________________________________________________________________________

Please Turn Over, Continued on Back…
Vitamins or Supplements: _______________________________________________________________________

Others: ___________________________________________

Grade in School: ________________

In The Event of an Emergency, Please Notify (If other than parent):

Name: ____________________________________________   Phone: ___________________________________

Number of Siblings: _________________

Members of Household:

Name:                                           Age:                                                   Relationship:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Pets: ________________________________________________________________________________________

Has your child been exposed to any toxic environments or substances:

____________________________________________________________________________________________

_____________________________________________________________________________________________

Behavioral Difficulties: _________________________________________________________________________

Significant Developmental Delays: ________________________________________________________________

                                                         _____________________________________________________________________________________________

Immunizations Up to Date: YES/NO        

Immunization Reactions: ________________________________________________________________________

Pregnancy/ Childbirth Complications: ______________________________________________________________

Medications During Pregnancy: __________________________________________________________________

Continued……..
What health problems are you particularly concerned about? :

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please indicate any problems with:

Medical History:

Head: ____________________________________          Bladder/ Kidneys: _____________________________

Eyes: ____________________________________           Stomach: ____________________________________

Ears: ____________________________________            Intestines: ___________________________________

Nose/ Sinuses: ____________________________            Colon: ______________________________________

Mouth: __________________________________            Bones/ Joints: ________________________________

Throat: __________________________________            Genitals: ____________________________________

Lungs: __________________________________             Nerves: _____________________________________

Heart: ___________________________________            Skin: _______________________________________

Joints: ___________________________________           Blood: ______________________________________

Mental/ Emotional: _________________________           Sexually transmitted: __________________________

Infectious: ________________________________           Cancer: _____________________________________

Nutritional: _______________________________            Endocrine: __________________________________

Continued……..
Currently Breast Feeding:  YES/NO      Number of Months Breast Fed: ________________

Current Weight: _______________ Current Height: _______________ Recent Foreign Travel: _______________

Significant Injuries: ______________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_________________

Medical Illnesses: _________________________________

Hospitalizations: ______________________________________________________________________________

Surgery: _____________________________________________________________________________________ 

Are There Significant Family, Environmental or School Stressors: YES/NO

What are they: ________________________________________________________________________________

Dietary Restrictions: ___________________________________________________________________________

History of Abnormal Laboratory or Radiologic Findings: ______________________________________________

_____________________________________________________________________________________________

FAMILY Medical History:

Mother: _______________________________________   Father: _______________________________________

Siblings: _____________________________________________________________________________________________

_____________________________________________________________________________________________

Other: _______________________________________________________________________________________

 I understand that I am financially responsible for all charges to me, including any balance remaining after any payment of possible insurance benefits.

Signed: _______________________________________ Date: __________________________________________

                                                                         Patient, or Parent if Minor

Form Revised 3/2020

