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Ayurvedic Client Intake Form
Please fill this out at least 24 hours before your consultation. Should take anywhere between 15-30 minutes
* Required
Full Name: *

Date: *

Email address *

Sex: * Female Male MtF Female FtM Male Intersex

Marital Status: * Single Married Divorced Partnership Other

Age: *

Height: *

Weight: *

Occupation: *

Phone: *

City & State: *

Please describe your present health 
concerns and the duration of symptoms: *

Are you currently under the care of a family 
physician or any other health professional? 
If yes, please explain

Are you currently taking any medications 
and/or receiving any medical treatment for 
your health condition? 
If so, please list all medications/treatments 
and their dosage.

Are you allergic to any substances? Please 
specify: food, pollen, dust, etc., and any 
other allergic reactions?

Do you have any past medical history? If yes, 
please specify the age of occurrence, 
duration, and its treatment.

How was your health as a child? Good Fair Poor

How would you rate your usual energy 
level?

Very High High Moderate Low Very Low

Do you delay or suppress any of the 
following?

Bowel movements Gas Urination Sleep Yawning

Burping Breathing Sneezing Hunger Thirst
Semen Crying / tears

What time do you go to sleep? What time 
do you wake up?
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Do you sleep during the day? Yes No

How do you generally feel when you wake 
up in the morning?

fresh and rested little tired very tired

How is your sleep? (circle all that apply) Sound, normal duration Light, interrupted Too little sleep Too heavy and or too 
long

Difficulty falling asleep Difficulty waking up Wake up too early Frequent nightmares
Night sweats Sleep walking Sleep talking Other

What is your current state of mind and 
emotions?

Good Fair Poor

Do you often experience any of the 
following?

Worry Anxiety Fear or panic Loneliness

Depression High stress level Lack of memory Light-headedness
Lack of energy Anger Irritation Other

How are your family relationships? Excellent Good Fair Poor

How is your social life? Excellent Good Fair Poor

How is your mental status? Excellent Good Fair Poor

How is your job? Love it! Like it Dislike it

How do you feel about your career 
direction?

Love it! Like it Dislike it

How purposeful is your life? Many strong passions Happy, some strong 
interests

Neutral Not happy

Rate your spiritual life: Satisfying Neutral Empty

How regular is your daily routine (for 
example, do you go to bed early, eat meals 
at the same time each day, exercise 
regularly, etc.)?

Very regular Somewhat regular Irregular

Do you practice any type of meditation? 
Please explain.

Do you practice any yoga techniques? Please 
explain.

Do you travel a lot? Yes No

How often do you smoke cigarettes? Never About once a month About once a week Several times a week Once a day or more

How often do you drink alcohol? Never About once a month About once a week Several times a week Once a day or more

How often do you drink caffeinated 
beverages?

Never About once a month About once a week Several times a week Once a day or more

Which type of weather makes you feel most 
uncomfortable?

Cold & Dry Cool & Humid Hot & Dry Hot & Humid Other
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What is your body build? Tall & large Tall & muscular Tall Tall & thin
Medium-height & large Medium-height & 

muscular
Medium-height Medium-height & thin

Short & large Short & muscular Short Short & thin

Are you overweight? Yes No

If so, by how much?

How often do you exercise? Never Once a month Every other week Once a week
2-3 times a week 3-4 times a week 5-6 times a week every day

How long of exercise and what type?

Is your exercise (choose one) Vigorous Moderate Light

How often do you eat...?:
Grains / Cereals Daily 4-7 times a week 2-3 times a week 1-2 times a month Never
Fruits Daily 4-7 times a week 2-3 times a week 1-2 times a month Never
Vegetables Daily 4-7 times a week 2-3 times a week 1-2 times a month Never
Meat / Poultry / Seafood Daily 4-7 times a week 2-3 times a week 1-2 times a month Never
Dairy Daily 4-7 times a week 2-3 times a week 1-2 times a month Never
Eggs Daily 4-7 times a week 2-3 times a week 1-2 times a month Never
Dessert Daily 4-7 times a week 2-3 times a week 1-2 times a month Never
Sugar / Honey Daily 4-7 times a week 2-3 times a week 1-2 times a month Never
Juices Daily 4-7 times a week 2-3 times a week 1-2 times a month Never

Please explain what you typically eat for 
breakfast, lunch, dinner and snacks:

Do you eat between meals? Yes No

Do you eat your meals at the same time 
daily?

Yes No

Which is your main meal? Breakfast Lunch Dinner

My eating habits include: Eating with full 
attention on food

Talking or conversing a 
lot while eating

Eating very fast Watching TV or reading 
while eating

Never sitting to eat

Describe your diet: Vegan Vegetarian Pescatarian Paleo
Gluten-Free Lactose-free Raw Other

Are there any particular foods that create 
discomfort when you eat them?

Sweet Sour / Acidic Oily / Fatty Hot / Spicy Salty

Bitter Astringent Dairy Gluten Other

Do you experience any of the following? Gas Heartburn Low appetite Bloating Sour burps
Nausea Constipation Diarrhea Heavy feeling in 

stomach
Other

How often are your bowel movements? 2-3 times per day once daily once every 2-3 days once a week irregular

When are your bowel movements? first thing in the 
morning

late in the day immediately after meals need laxative daily irregular

Are your bowel movements usually...? Liquidy Very Soft Soft but solid Hard Hard round pebbles
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Bowel Movement associated with: Pain / Cramps Gas Blood Mucous Other

Rate your digestion: Good Fair Poor

Do you have any of the following urinary 
problems?

Pain / Burning sensation Discoloration Frequent urination 
during the day or night

Foul smell Other

How much water do you drink per day? Never 1-2 glasses 3-4 glasses 5-6 glasses 7+ glasses

Do you experience pain during intercourse? Yes No

Do you have any sexual difficulties? Yes No

Age menstruation began:

Which of the following describes your 
menstruation cycle?

Regular Irregular Too frequent Absent Ceased due to 
menopause

How many days does your menstrual period 
last?

0-4 days 5-7 days 7+ days spotty / irregular

How is your menstrual 
flow?

Heavy Average Light

Associated Symptoms (before or during 
menstruation):

Food cravings Cramping Fluid retention / 
bloating

Migraines Headaches

Acne Tension Anger / Irritability Breast tenderness Dizziness
Nightmares Depression Sadness Fatigue Other

Are you pregnant now? Yes No

Are you currently using a form of birth 
control?

Abstinence Pull-out The Pill Natural Family Planning

Vaginal Ring IUD Condom Other

Number of previous pregnancies:

How many children do you have?

Any other comments and/or questions?


