Holistic Health & Healing Herbs
With Mandi Ridley

Ayurvedic Consultation Client Information
	NAME  


	ADDRESS 

	CITY
	STATE
	ZIP 

	PHONE
	DATE OF BIRTH    ____ /____ /____

	BIRTH LOCATION 

	EMAIL


	OTHER PLACES LIVED 

	PLACE WHERE SYMPTOMS STARTED

	CHIEF CONCERNS

	ORIGIN, DURATION AND PROGRESS OF THE SYMPTOMS OF CHIEF CONCERNS



















WHAT YOU CAN EXPECT FROM YOUR AYURVEDA CONSULTATION
I am so glad you have decided to invest in yourself, now is the time to thrive.
Ayurveda is a system of natural healing, originating in India, that has been practiced for thousands of years. With the support of your health counselor, you can begin your unique journey to wholeness through achieving balance in the body, mind, and spirit. Together with your health counselor, you will have suggestions made for your lifestyle, diet, herbs, sound therapy, and other natural therapeutics. By changing your lifestyle and living more harmoniously with nature, you will begin to create within your body the optimal environment for healing. To successfully reach goals and make positive changes it is important that you are an active participant on your path to well-being.
Please note that your Ayurveda health counselor is not a medical doctor, unless otherwise certified, and serves only to educate in the system of Ayurvedic wellness. Your counselor is not a substitute for medical care, and will not diagnose, treat, or prescribe for disease or pathological conditions. For specific symptoms your counselor may recommend that your condition be evaluated by a licensed healthcare professional or Clinical Ayurvedic Specialist (CAS).
If you are under medical care or the care of another healthcare provider, your work with your Ayurveda Health Counselor will complement the work being done by your other provider(s). Please do not discontinue use of any medications without first speaking to your physician.
This Intake will be held in the deepest confidence, please fill out to the best of your ability and only as much as you are comfortable with completing. 

My signature below acknowledges that the above statements have been fully read and understood

_____________________________________________________________________________
Client’s Signature							Date

_____________________________________________________________________________
Ayurvedic Health Counselor Signature				Date	 

CONCERNS
	How long have your concerns been bothering you?
	



Any recent changes or concerns in the following areas: check all that apply
	Vata
	Pitta
	Kapha
	Ama

	☐Dryness
☐Insomnia
☐Gas
☐Bloating
☐Constipation
☐Hemorrhoids
☐Muscle: twitching, cramping, numbness, weakness
☐Joint pain, cracking
☐Stiffness
☐Shifting, tearing pain
☐Dry cough
☐Cold extremities
☐Dry skin
☐Restlessness
☐Worry, fear, anxiety
	☐Diarrhea
☐Loose stool
☐Nausea
☐Migraines
☐Vomiting
☐Skin rashes, acne, hives, boils
☐Bruising
☐Excess thirst
☐Burning, sharp pain
☐Spontaneous bleeding
☐Tenderness to touch
☐Excess body heat
☐Interrupted sleep
☐Anger, rage, envy, judgment, critical
	☐Congestion 
☐Food or respiratory     allergies
☐Edema
☐Heaviness
☐Dullness
☐Dull, vague pain
☐Cold, clammy hands
☐Difficulty sweating
☐Frequent urination
☐Excess oily skin
☐Excess sleep
☐Depression, greed, attachment
☐Mental lethargy
	☐Coating on tongue
☐Low grade fever
☐Excess sleep
☐Aches and pains
☐Malaise
☐Lethargy
☐Lack of energy
☐Lack of appetite
☐Sinking stool



	History of any serious illness:



	Family history, maternal:



	Family history, paternal: 







HISTORY OF HEALTH CONCERNS
This intake serves as a starting point for understanding and shifting into greater harmony.
	Are you currently working with a health care professional for treatment? 
If yes, please include details and any medications you are currently taking:



	For how long? 
Are you noticing any improvements in symptoms?




	How would you describe your health during childhood?






DAILY ROUTINE (DYNACHARYA)
Meals 
Indicate time(s) of day and food choices of each meal:
	Breakfast:

	



	Lunch:

	



	Dinner:

	



	Snacks:

	






Sleep
	What time do you get up in the morning? 
Is it the same time every morning?


	How do you feel when you wake up in the morning (well rested, tired, etc.)?



	How would you describe the quality of your sleep? Do you wake up frequently, have trouble falling asleep, experience nightmares, sleep soundly?



	What does your evening look like a few hours before bed?





DIET AND MOVEMENT (Eating Habits)
How often do you ingest these foods or substances during a typical week?
	
	Never
	1x/week
	multiple x’s a week
	daily
	other

	Carbs (bread, pasta)
	
	
	
	
	

	
Vegetables
	
	
	
	
	

	
Meats
	
	
	
	
	

	
Fruits
	
	
	
	
	

	
Dairy Products
	
	
	
	
	

	
Alcohol
	
	
	
	
	

	
Coffee
	
	
	
	
	

	
Tea
	
	
	
	
	

	Soda (including diet)
	
	
	
	
	

	
Sugar
	
	
	
	
	

	
Tobacco
	
	
	
	
	

	Recreational Drugs
	
	
	
	
	




	How many glasses of water are you drinking a day? 
	

	Do you enjoy cooking and how often do you cook for yourself?
	

	When is your biggest meal of the day? 
	


	Describe your habits while eating (Do you eat with your full attention on food? While watching television or your phone? Sitting at the table? Do you eat quickly?)





Appetite/Elimination
	Are there certain tastes you crave-sweet, salty, sour, bitter, hot/spicy, oily?



	Do you eat between meals?

	What do you typically snack on?



	Are you hungry upon waking? 


	Do you experience any of the following symptoms after eating?
☐ Bloating	☐ Belching	☐ Acid reflux	☐ Nauseous	☐ Sleepy	☐Abdominal pain
☐ Sluggish	☐ Fatigue	☐ Heartburn	☐ Heavy	☐ Indigestion
☐ Gas		☐Other (specify below)


	Please elaborate on any symptoms selected regarding their frequency, intensity and typical source of disturbance.


	What most accurately describes your elimination pattern?
☐ 1x every 2-3 days	☐ First thing in the morning       ☐ Later in the day    
☐ 2-3 times per day          ☐ Immediately after meals        ☐ Need laxative daily     
☐ 1x per day                       ☐ Immediately after dinner       ☐ Other (specify)

	Are your stools (check all that apply)?
☐ Soft               ☐ Don’t feel complete      ☐ Sticky (wiping multiple times)     ☐ Floating      
☐ Medium       ☐ Straining to go                ☐Burning upon elimination              ☐ Mucousy               
☐ Hard	           ☐ Painful	                           ☐ Sinking                                               ☐Foul smelling                                   ☐ Pale              ☐ Light brown                      ☐ Yellow or green                               ☐ Other
☐ Dark brown to black                                 ☐ Medium brown                


Movement
	Do you travel frequently?


	Do you have a commute? 


	How often?


	How long is your commute?


	What sorts of exercise/movement practices do you participate in?




	How often do you exercise?


	How long do you exercise each time?


	Rate the intensity of your exercise:	
	☐ Light	
	☐ Moderate
	☐ Vigorous

	Is there anything else you would like to share about your diet and exercise routines?








REPRODUCTIVE HEALTH FOR WOMEN
Connecting with nature requires us to tune into our own internal rhythms as well. Answer to the best of your ability as much as you are comfortable with.

Menstruation
Cycle History, for women that have not entered menopause.
	Would you consider your cycle regular? ☐ Yes         ☐ No
If no, please provide additional information.


	When was the first day of your last menstrual cycle? 


	How long does your menstruation last? 


	Is your menstrual flow typically light, heavy, or moderate? 
Please describe.


	Do you have cramping or pain? ☐ Yes         ☐ No


	Does it vary during different parts of your cycle?  ☐ Yes         ☐ No


	Around the time of, or during your menstrual cycle do you experience any of the following: ☐ Changes in mood      ☐  Cravings       ☐ Depression         ☐ Yeast
☐ Weight gain                ☐ Fatigue          ☐ Anxiety	☐ Breast tenderness
☐ Acne or rashes           ☐ Bloating	☐ Intense dreams
☐ Other 
(Please list, add other symptoms, and use extra space provided if an explanation is needed).


	Do you use products made of natural materials during your cycle?  ☐ Yes         ☐ No




Perimenopause and Menopause
	Are you experiencing any symptoms of Menopause and Perimenopause:
☐ Hot flashes                    ☐ Vaginal dryness                    ☐ Loss of libido
☐ Mood swings                ☐ Difficulty sleeping                ☐ Other

	Please list and use this space to provide an explanation if needed.






Birth Control
	What method are you currently using for contraception?


	Are you using, or have you ever used, hormonal contraceptives like the pill, patch, ring, or other?

	Do you, or have you ever, used an IUD for contraception? 


	Have you ever experienced side effects while using any of the above methods of birth control?


	Are you, or have you ever used bio-identical hormones? 




Pregnancy
	Are you, or have you ever been pregnant? 


	Number of times you have been pregnant: 


	Have you ever miscarried? 


	Have you ever experienced complications during pregnancy, delivery, or after giving birth? Please describe. 






THE MIND
	Sit for a moment and notice the rhythm of your breathing without changing it. Allow thoughts to arise. What did you notice.










History
	Have you ever been treated for, diagnosed with or experienced symptoms of mental illness?






CURRENT EMOTIONAL EXPERIENCE
	FEELING
	INTENSITY
	FREQUENCY
	PRECIPITATING EVENT (if known)

	Anxious
	
	
	

	Overwhelmed
	
	
	

	Self-destructive
	
	
	

	Resentment
	
	
	

	Anger
	
	
	

	Depressed
	
	
	

	Intense
	
	
	

	Melancholy
	
	
	

	Stubborn
	
	
	

	Lonely
	
	
	

	Irritated
	
	
	

	Fear or Panic
	
	
	

	High Level of Stress
	
	
	

	Lethargic
	
	
	

	Worry
	
	
	

	Other
	
	
	

	
	
	
	


	Please use this space to provide details about what you have checked above.




	How well do you believe you handle stress? 




	What are some of the ways you currently manage stress right now? 




	Have you ever been addicted to any substance? What and for how long?







Work
	Do you currently work?       ☐ Yes         ☐ No


	What type of work do you do?


	Do you enjoy the work you do?     ☐ Yes         ☐ No




Life
	Do you have hobbies you enjoy? 



	How often do you get to participate in them? 


	Are there spiritual practices, such as prayer, meditation, or others that are important to you?


	What is your current relationship to Nature/Divine/Spirit/God? How does this look for you?



	Do you have other cultural rituals you would like to share?







Please include the following photos of yourself in the return email for a complete assessment.

· Full length profile from the front wearing a swimsuit or form fitting clothes
· Full length profile from the side wearing a swimsuit or form fitting clothes
· Close up of the face
· Close up of Eyes looking left and right
· Close up of both hands, palms down and palms up
· Entire top of the tongue, including the back
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