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Simple Ayurveda Wellness Questionnaire 


Name:

Today’s Date:

Address:

Date of birth:

Time of birth:

Place of birth:

Occupation:

Phone Number:
 
Email:
 
Relationship Status:
  
Height: 
 
Weight: 
 

General Health
 
What interests you about Ayurveda?

What is your experience with Ayurveda?

 
What health concerns do you have? How long has each concern been present in your life?
 
Have  you experienced weight loss of gain in the recent past? Over the course of your life?
 
Please list any other practitioners you currently work with, the reason and for how long you have been seeing them.

 
What, if any, treatments or medications are you taking for your current health concerns?
 
 
 
List any additional vitamins, supplements or prescriptions you are currently taking including the frequency and dosage. Please explain your reason or purpose for each one.
 

 
 
 
 
Have you had surgery? If so, what type, when and what for?
 
 
What type of healing methods have you practiced for previous illness or surgery?
 

 
Do you currently experience any aches or pains? If so, where? How intense?
 

 
Do you currently work? If so, what type of job? Do you enjoy it?
 

 
What do you do for relaxation and/or fun?

 
How would you describe your personality?
 
 
Describe your schedule for a typical day.
 

 
Family History
 
Please share any health conditions you know about the following people:
 
Mother: 
Father: 
Maternal grandparents: 
Paternal grandparents: 
Siblings: 
 
What is/was your relationship like with your parents?
 

 
Food
 
What do you typically eat in a day? Please include three typical menus for each meal listed as well as where you eat and at what time for each.
 
	Breakfast:

 
	Lunch:

 
	Dinner:
 

	Snacks:

 
 
Do you consume food or drinks after dinner?


 
Do you snack? If so, how often and how much time do you allow between the snack from your meal?
 

 
How much time do you allow for each meal?
 
Breakfast: 
 
Lunch: 
 
Dinner: 


Is your appetite consistent?

Do you consume leftovers or use a microwave? If so, how often?

 
Do you experience food cravings? If so, what types of food and how often?
 
Do you consume caffeine? If so, how much, how often, and in what form?
 
Do you consume alcohol, marijuana or other drugs? If so, how often and what type?
 

Have you ever done a cleanse? If so, when and what type? For how long?

Do you consume raw foods, cold food, salads or smoothies? If so, how often?
  

Do you drink ice water or other cold drinks? If so, how often?
 

 Do you consume fermented food or pickles? If so, how often?
 

 
Do you consume refined sugar? If so, how often?
 


How much water do you consume?
 

 
Do you chew your food to liquid mush?

 
Please list all beverages you consume.
 

 
Women’s Health:
 
 
When was your last menstruation?

 How long do your periods typically last?
 
What is your bleeding like (heavy, light, clots, dark or light in color)?
 
Do you experience irregular bleeding?
 
Do you have PMS symptoms? If so, what type? How long do they usually last?
 
Do you experience symptoms during or after your flow?
 
Number of pregnancies:  
 
Number of children: 
 
Ages of any children: 
 
Age of menopause: 
 
Do you currently use birth control? If so, what type and for how long have you been using it?
 
Have you used birth control in the past? If so, what type and for how long?
 

 Are you currently trying to conceive?
 

 
Daily Routine
 
What time do you wake in the morning? Is this time consistent or does it vary?
 

 
What does your morning routine include?
 
Do you feel groggy in the morning?
 

 
What are your energy levels like during the day?
 

 
What time do you go to bed? Is this time consistent or does it vary?
 

 
 
Do you wake up during the night? If so, how often?  If so, are you able to fall back asleep easily?
 

What does your bedtime routine include?
 

 
How often do you urinate?
 

 
What is the color of your urination?
 

 
Do you need to urinate during the night?
 

 
Do you experience allergies? If so, when and to what substances? What are your symptoms?
 

 
Do you currently exercise?
	How often? What type? At what intensity?
 

 
How frequent are your bowel movements? What is the consistency? Do they sink or float? Is there an odor? If so, when and how frequently?
 

 
Do you have undigested food in your bowel movements?
 

 
Are your bowel movements thin, thick or medium?
 

 
Do you experience gas, bloating or heartburn?
 

 
Is your skin oily or dry?
 

 
Do you run hot or cold?
 

 
Is your body temperature consistent on the inside and outside?
 

 
Describe your sight. Do you experience impaired vision, watery eyes, dryness or other?
 

 
What color are your sclera?
 

Do you have dark circles under your eyes?
 

 
Describe your hearing.
 

 
Describe your sense of smell.
 
 
 
Describe your sense of taste.
 

 
Describe the condition of your skin.
 

 
What are your self-care practices? How frequently do you engage in these practices?


How much time do you spend online (phone, computer, etc.) per day?

 
Do you have a Yoga, meditation or pranayama practice? If so, what does it look like? How frequent is it?



Mind
 
Do you have a spiritual practice? If so, what does it include?
 

 
Are you going through any significant changes right now? Or have you in the recent past?
 

 
 
What is the most typical state of your mind? Ex. stress, angry, fearful, peace
 

 
What are the most prevalent emotions you feel?
 


Do you allow yourself to express your emotions?
 


How do you feel about:

Yourself 
Life purpose 
Sex 
Romantic relationship 
Family relationships 
Work relationships 

How do you respond to fear?
 

Are you or have you ever been addicted to a substance, person or other?


Is addiction present now?
 

 
 
 
 
 
How often do you travel?

 
Do you have any significant stressors now or from you past?
 
What do you hope to gain from your consultation?
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