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NAMBISON’S QUESTIONNAIRE
(TO BE FILLED BY PATIENT/EXACTLY IN WORDS OF PATIENT)

 

 

Name-

Date of birth-

Address-
Residence-

Office- Contact No-
E-Mail ID-
Age-

Sex: Male/Female-
Marital status: Single/Married/Divorced/Widowed.

Marriage anniversary-Spouse Occupation-
Father- Siblings-
Children-…

Religion-.Occupation-
Food Habits-Veg / Non-Veg / Eggitarian
Weight/Height-

Blood Group-…

Present Complaints

What are your complaints for which you require treatment?

Please mention about each with respect to following six Modifications

1. Area and Side (for example headache left side, front)

2. Time and hour of complaint (Example headache in morning on waking from sleep)

3. Circumstances that affect these complaints (Example, Headache is more after eating, when under sun and from tension)

4. Extension - whether pain or sensation travels to any other area or part (For example, headache starts in front of head above eyes and travels to back of head)

5. Localization - area where complaint gets localized;

6. Character of sensation (Example, pain is throbbing or burning in nature) 

History of Present Complaints
Commencement - How and when the problem started, whether the onset was sudden or gradual

Probable Cause - What happened before the start of the problem including if any tension or unpleasant incident or any exposure etc.

Treatment History  - What treatment that you have taken till now. 
 

Personal History
Do you have Habitual intake of any of following? If yes, then please specify the intake with respect to since when you started and how much a day:

Alcohol / Tobacco / Quinine or other medication / Tea / Coffee / Opium-Narcotics  

Appetite

Do you feel hungry? Is your appetite Diminished / Increased / Excessive / Absent. Do you prefer food cold, warm or hot (temperature wise)? 

Thirst

Do you feel thirsty or not. Is your thirst Extreme / Unquenchable / for Cold water (drinks) / Warm water (drinks) / Are you more thirsty during nights. Are you Thirst less (i.e. consume water only because of habit but not because you feel thirst)? 

Living Environment:

 

Do you live in Damp, Hot, Cold, AC Environment

 

 

 

Hobbies: Childhood and Present hobbies

Name your hobbies and do you practice them now also 

 

Urine

Is there any Burning? Is there any Smell in urine? What is the Color of urine? Is it Profuse / Scanty / Watery? How is stream of urine? Good and forceful or less; urine comes out in one stream or more?   

Stools

Do you have urge to go for stools daily or not?  

Is there any Burning or pain while, during or after passing stools?

Is there any Smell? What is the Color of the stools?

Stools are Balls-like / Bloody / Copious / Frequent / Hard / Knotty / Mixed with undigested food  / Mucous / Odor / Scanty / Soft, loose / Watery. Are your symptoms better when you are constipated?

  

Sweat

Cold / Hot / Odor / Profuse / Single parts / Staining / Is sweat absent in fever / Any symptoms that increase or decrease while/after sweating  

Sleep

What is the usual Position in which you sleep?   Is your sleep Disturbed / Restlessness / Short / Unrefreshing? Do you suffer from Sleepiness / Sleeplessness / Yawning? Do you have any complaint that appears from loss of sleep?  

    

Dreams

If there is any theme in dreams (example most of dreams are about dead people or animals etc) / any dream that tends to repeat / any dream that has come out true later in life. 

Past History
What are the diseases that you have suffered till now and at roughly at what age? 

Family History
Does any one in your family (parents, grand-parents, brothers and sisters) suffer from any of following?

Asthma / Allergies / Cancer / Diabetes / Indigestions or gastric upsets / Heart diseases / Joint pains / Mental : Anxieties, fears / Repeated Colds and coughs / any Skin disease / Tuberculosis / Any Other Disease. 

General reactions
Time

Do you find any particular time when the complaints appear or aggravate?

Morning / Forenoon / Afternoon / Noon / Evening / Night / on waking from sleep 

Thermal tolerance

Do you feel Sensation of Heat in your body? Do you feel flushes of heat coming out of your body? Does any of your symptoms appear or aggravate from Change of temperature (like exposure to air-conditioning after coming from hot sun or going out in cold air from warmth of your house etc.)? Can you tolerate heat better than other people in surroundings? Or can you tolerate cold better than other people in surroundings? Or both heat and cold or none? 

Season / Weather

Which is the season that you like? Do any of your symptoms appear or aggravate in any season

Autumn / Rainy wet / spring / summer / winter / Change weather / Cloudy weather / Clear weather / Cold dry weather / Dry weather / Foggy weather / Stormy weather. 

Air

Do you like to be open air or avoid open air? Do your symptoms appear or aggravate in Open air? Are your symptoms better in Open air? If you have been to seaside are your symptoms worse or better in Sea Shore air? Are your symptoms worse or better in cold air? 

Bathing

Do you enjoy or Dread bathing? Are your symptoms worse or better after a bath? Are your symptoms worse or better in cold-water bath?

Are your symptoms worse or better in hot water bath? Are your symptoms worse or better in bathing in sea or river? 
 

Chill

Do you feel any chill? If yes then answer following questions:

Is this chill felt only externally or internally or both externally and internally? Is this chill felt only on one part or One-side of body? Does this chill have any Periodicity (appearing periodically)? Or is associated with Shaking?

 

Clothing

What kind of clothes do you like to wear - tight or loose?  Do tight clothes aggravate your symptoms? Do you always change your clothes whenever you go out? 
 

Drinking

Does drinking water gives relief to any of your symptoms?  Does drinking water gives increase any of your symptoms? Does drinking warm drink gives relief to or aggravates any of your symptoms? Cold drinks
 

Eating

Does eating give relief to any of your symptoms?  Does eating gives increase any of your symptoms? Does eating gives relief to or aggravates any of your symptoms? Does Fasting gives relief to or aggravates any of your symptoms? 

Exertion    

Does physical exertion gives relief to or aggravates any of your symptoms? 

Food           

DIET HISTORY

Meal Pattern-describe in detail

Breakfast-

Lunch-

Tea time-

Dinner-

Papad/roasted/Achaar/daily
Water intake-    glss/day,/lits/day

Junk food…….

Cold drinks…………./wk   Tea……. /day..   Coffee………../wk.      Milk…/wk Fruits……/dly   .Salad…….     Curd…….

Sweet intake ……….day/wk             Cake, Pastry..

Ghee/day………………tsp

 

 

Do you have any craving (desire) for any particular food (Food-item like cakes, pickles or a taste like sweets etc)? Do you have any aversion (disliking) for any particular food (Food-item like cakes, pickles or a taste like sweets etc)? Does any food increases or aggravates your symptoms?  

Moon

Do you find any relation in your symptoms with moon phases?  Are any of your symptoms worse or better waning and waxing moon phases? Are any of your symptoms worse or better on no-moon day and full-moon day? 

Motion / Rest

Are any of your symptoms worse or better by motion? Are any of your symptoms worse or better by rest? Are any of your symptoms worse or better by continued motion? Are any of your symptoms worse or better by walking?

Are any of your symptoms worse or better by ascending or descending motion? Do you have any fear of motion as it increases your symptoms? 

Numbness

Do you feel any numbness? If yes, then answer following questions: 

Is this numbness felt only externally or internally or both externally and internally? Is this numbness felt only on one part or One-side of body? Does this numbness have any Periodicity (appearing periodically)? Or is associated with Shaking. 
 
 

Periodicity

Any periodicity in complaints such as daily (time of day), every other or third day, weekly, monthly, or yearly.

Pain

Any shifting or traveling pains? from which are do these travel and to which area do they extend up to? Any alternation pains (Example, headache alternating with pain in lower back)? Alternation of pain with any other symptom (Example, alternation of asthma with joint pains) 

Pressure

What is the efffect of pressure on your symptoms? Are any of your symptoms worse or better by pressing? Are any of your symptoms worse by mild pressure and better by hard pressure? 

Position

Can you stay in one position for long time with doing any thing or not? Are any of your symptoms worse or better by change of position? Are any of your symptoms worse or better when in lying position? Are any of your symptoms worse or better when in sitting position? Are any of your symptoms worse or better when in standing position? 

Sensitive to

Are you sensitive to Light / Music / Noise / Pain / Odours. 

Please specify. 

Sides 

Are your symptoms are more prominent only on one side, right or left?  Are your symptoms are always present only on one side, right or left? Do your symptoms always travel from one side to other? 

Sun

Are your symptoms are worse or better from exposure to sun? 
 

Swelling 

Any swelling that you have noticed? 

Trembling  & Twitching

Any trembling or twitchings that you have noticed? 
 

Uncovering / Undressing

Are any of your symptoms worse or better by uncovering / undressing? 

Warm

Are any of your symptoms worse or better by warmth? Are any of your symptoms worse or better by warmth of bed? YES

Wet    

Are any of your symptoms worse or better by getting wet? 

Does any part of your body get wet during perspiration? 
 

MIND REACTIONS
How do you express you anger? (Example, shout immediately; keep it to you; stop talking to person on whom you are angry; throw things, etc.)

How do you express your reaction to a bad news? (Example, weep, shock and no reaction; plan what has to be done etc.)

How do you express your reaction to good news? (Example, distribute sweets, give a party, ecstatic, etc.)

Have you ever faced any disappointment? How you reacted then?

Have you ever been duped by anyone? If yes, then what will you do if catch the person who duped you? 

Are you able to concentrate and control your thoughts

Do you insist everything to be in order?

Do you felt any telepathy or sixth sense? 
 

Behaviour
Are you anxious about anything and where do you feel this anxiety?

Do you believe others easily or it takes time?

Do you prefer being in company or prefer being alone?

How much time it takes you to mix up with new people?

Any depression or depressive thought?

What are you afraid of? Do you fear anything?

Is there any grief that you have not been able to come out of?

Are you always in hurry?

Are you impatient by nature?

How is your memory? 

Are moods changeable?

Do you find your symptoms are better when you are occupied with some work?

Do you get Offended easily?

Is your mind Restlessness?

Is there any nervousness about anything?

Do you get startled under any circumstances?

Any time any Suicidal thoughts have crossed your mind?

How do you react when somebody shows sympathy on you?

Do you like being consoled in any situation?

Are you talkative or not?

How much time it takes you to weep?

Can you cry in front of others or prefer crying alone?

How is your will power?

Attachment: Very much attached to (name the relation, where is that person)

 

Do you have a dream which you wish to pursue or left its thought thinking it cannot be fulfilled now

Hair complaints 

How often do you oil your hair?

What cosmetics do you use on your hair?

Do you have dandruff?

Does your scalp itch?

How often do you wash your hair with shampoo?

For children

Does the child mixes up easily with new people or take a long time?

Is the child active or hyperactive, explain broadly? Can he sit at one place for long time or no?

Is the child destructive or non-destructive? How he keeps his toys and possessions?

For lady patients

Do you have or had any gynecological problem? If yes, then give details.

Menarche: At what age the menses start……………………………………………………………..

LMP( last menstrual period ) Date:…………………………………………………………………….

Is it regular,early/late………………profuse/scanty/how many pads per day……………………...

Duration of bleeding……………………………………………………………………………………..

Colour of bleeding……………………………………………………………………………………….

Leuorrhoea/white discharge……………………………………………………………………………

Anyother associated complaint:Backache/Leg pain/Appetite loss……………….........................

Pain:Bearable/Unbearable……………………………………………………………………………….

 Please mention any kind of physical or mental stress if you are carrying it from Many years.
 

 

 

