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Health Information and History 

 
Client Name _______________________________________________________ Date _____________________ 

Home Address _______________________________________________________________________________ 

Phone ______________________________ E-mail _________________________________________________  

DOB ______________ Time of Birth ___________ Place of Birth _____________________________________ 

Age _____ Occupation: _____________________________ Marital Status ______________________________  

Children & Ages _____________________________________________________________________________ 

 

Please note that Ayurvedic Consultations do not include medical diagnosis and treatments. If you are concerned 

about a medical condition or a latent or potential medical condition you should see a medical doctor.  

 

Health Overview 

 

Are you currently under a physician’s care for a specific medical problem?  (If yes, for what) 

 

 

Please state your current health concerns in order of importance?  

* One  

 

  
 

Two  

 

  

 

Three  

 

 

How and when did these conditions begin?  

 

  

 

 

 

How do they impair your daily activities?   

 

 

 

 

Health professionals seen for them:   

 

 

 

What are your goals in terms of your health and wellness? 
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Please list any areas of your body where you experience pain, numbness or tingling and describe the sensations. 

 

 

 

Last physical examination:  Date________  Blood Pressure __________ Cholesterol ________________ 

Height ___________Weight ___________ Weight Changes ____________________________________ Please 

list all current medicines or supplements you are taking (Or have taken within the last six months):  

 

 

 

Please list your typical daily meals: 

 

 

 

 

What surgeries and/or hospitalizations have you had? (Include dates)  

 

 

 

 

PERSONAL HISTORY: 

Please indicate whether you or a family member have had any of the following conditions and if that family 

member was maternal or paternal:  

 Myself Family Member  Myself Family Member 

  Maternal Paternal   Maternal Paternal 

Allergies to Food     Thyroid Condition     

Allergies to Drugs    Thyroid Medication     

Stroke    Ulcers    

Cerebrovascular 

Accident  

   Intestinal Bleeding     

Pain in the Ear    Chronic Constipation     

Ringing in the Ear    Recurring Diarrhea     

Mononucleosis    Diabetes    

Jaundice    Feet or Ankles 

Swelling  

   

Gallstone    Arthritis  

 

   

Anemia    Chest Pain     

Cancer    Bleeding Gums    

Chemotherapy    Dental Treatment 

Complications 

   

Radiation Treatment    Implants    

Contact Lenses     Prosthesis     

Glaucoma    Heart Murmur    

Eye Surgery    Heart Attack     

Pneumonia    Angina    

Asthma    Heart Disease    

Shortness of breath    Heart Surgery     

Kidney Disease     Rheumatic Fever     
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Kidney Stones     Prolonged Bleeding 

When Cut 

   

Bladder Disease     Psychiatric Treatment     

High Blood Pressure     Sleep Disorders     

Low Blood Pressure     Venereal Diseases 

(STDs)  

   

Dizziness    HIV Exposure     

Fainting     Hepatitis A    

Seizures    Hepatitis B    

Convulsions     Hepatitis Non-A / 

Non-B 

   

Epilepsy     TB    

Other symptoms/illness you or your family members have experienced?  

 

 

Do you currently engage in any exercise or physical activity?  If so, what type(s)?  

 

 

FEMALES: 

Age of onset of menses _______ Are you pregnant? ________  Number of Months ________ 

Number of previous pregnancies ______ Difficult past pregnancies ______________________________ 

Complications ________________________________________________________________________ 

Birth Control:  Y / N What Type? ______________________ How long __________________________ 

Date of Last Menstrual Period ________ Length of cycle _____________ Cycles:  regular / irregular  

Days between cycles ______ Flow:  heavy / med / light   Pain and/or difficulty during cycle:  Y / N 

PMS symptoms: _______________________________________________________________________ 

Any other symptoms during cycle: ________________________________________________________ 

Yeast infections: _______________________________________________________________________ 

Urinary tract infection (UTI) (frequency, duration): ___________________________________________ 

Menopausal stage / symptoms: ___________________________________________________________ 

 

Check All That Apply Currently And Within The Last Six Months:  

Digestion  

  

  

Discomfort 

 

 

 

 

 

 

eating 

 

Vomiting 

 

 

 

 

meals 

secretions 

Appetite  

midnight 

 

 

amount of food 

appetite 

 

urge for food 

 but still the person eats) 
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Cravings  

 

 

 

drinks 

spicy food 

 

Elimination 

constipation 

 

 

satisfaction 

elimination 

 

 

 

Pain  

 

 

 

 

 

 

breathlessness, 

 fear and tachycardia 

 

 

 

 

fever, nausea 

 and irritability 

 

 

 

 

pain 

Skin  

 

 

 

 

 

 

 

 

Acne 

 

 

 

 

 

 

 

 

 

 

 

Sleep  

 

Restless 

asleep 

 

darkness 

sleep 

 

 

 

 

 

Seasonal Allergies  

 

 Breathing 

 

 

 

 

 

 

 

 

Food Sensitivities  

-overs 

 

 

 

 

 

 

Sugar 

Wheat 

Sweating   

odor 
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Muscle Reactivity  

 

 

 

 

 

 

 

 

t 

 

 

 

 Generalized 

weakness 

Bone and Joints  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

-inflammation 

with profuse 

 infusion 

 

Circulation 

(hands, feet) 

 

 

bleeding 

 

 

ic element 

Body Weight  

 

 

 

hyper-metabolism 

gain weight 

-weight 

 

 

 

General Symptomology  

 

-headed 

external/internal 

external / non- 

 bleeding 

 

 

 

 

discoloration 

 

& strength 

 

 

 

ficulty sweating 

(hands, feet) 

 

 

 

-sensitive to 

smells 

 

 

/ bleeding 

 

inflammatory 

 conditions 

 

 

discoloration 
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Mental Emotional Depression 

concentrate 

 

 

 

 

 

 

 

 

 

 

 

with suicidal 

 tendencies 

 

 

 

 

 

 

 

 

 

 

 

-Failure mind 

set 

and position 

 Prolonged depression 

 

 

 

 

 

 

change 

 

 

 

 

Nature of response 

within relationships 

 

 

 

 

 

 

 

 

and 

position 

 

 

knowledge 

comfort & 

 pleasure 

 



Body Constitution                      Name __________________________  Date  __________ 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     



STATEMENT OF UNDERSTANDING 

 

Ayurveda is currently considered a form of complementary and alternative medicine in the 
United States.  It is not licensed by any state as a medical discipline or practice. All services and 
treatments provided are complementary or alternative to health care services provided by 
licensed health care practitioners. Ayurveda is complementary to and supportive of traditional 
western medicine as practiced in the United States and does not replace medical diagnosis and 
treatment.  

I understand that Kimberly Kubicke is an Ayurvedic Consultant and Educator who will provide 
me with information on the Ayurvedic approach to health care, which may affect my diet, 
lifestyle and health in a positive way.   I understand that Kimberly Kubicke is not a medical 
doctor or licensed medical practitioner, has not presented herself as such, and does not seek to 
diagnose, treat or prescribe for disease, disorder or other pathological conditions.  I agree that I 
am interested in enhancing my own abilities to heal and establish health in mind and body, and 
this is the reason I have sought these Ayurvedic consulting services.  I agree that I may consult a 
licensed physician for any concern, at any time, about any disease or pathology, which now 
exists or arises at any time during my professional relationship with Kimberly Kubicke. 

Furthermore, I understand that Kimberly Kubicke encourages regular medical checkups from a 
licensed medical professional of my choice, and that any medication that I am now taking upon 
my licensed physician’s advice, or will take in the future, is taken strictly according to my 
licensed physician’s directions.  Furthermore that only a licensed physician of my choice can 
advise on medication dosages or the discontinuance or resumption of such medication. 

My signature below acknowledges the above statements as fully read and understood. 

 

Client’s signature ______________________________________________________ 

Printed name _________________________________________________________ 

Date ______________________ 
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