
 

Appointment date and time: ________________________________________ 

Patient's Signature: _______________________   Date:__________________      Intake-1 

Name: ___________________________  Address:___________________________________ 

City, State, Postcode: _________________________________ Phone: ____________________ 

Email: __________________________________  DOB: ___________________ Age: ______ 

Occupation: __________________________________________________________________ 

Marital/partner status: ____________________  Number of children: _________ Ages: ______ 

Emergency contact name and number: ______________________________________________ 

How did you hear about Brad Hay?: _________________________________________________ 

Please tell us why you have chosen to have an Ayurvedic Consultation: __________________ 

________________________________________________________________________________ 

WHAT YOU CAN EXPECT FROM YOUR AYURVEDIC CONSULTATION 

Ayurveda is a natural healing system that has been successfully practised for thousands of years. 
Originating in ancient India, this medical tradition states that each person's path toward optimal 
health is unique because each person is unique. The healing programs offered by Brad Hay are 
based on effective, time-honoured principles that focus on understanding your particular body-
mind constitution and the unique nature of your imbalance. 

An Ayurvedic Initial Intake Consultation with Brad is a comprehensive examination and 
assessment of you from an Ayurvedic and Yogic perspective. From this information Brad will 
formulate a reading of your Ayurvedic Constitution (prakruti/doshas) and your current state of 
imbalance (vikruti), thus bringing to light possible causes of imbalance or stressors you may be 
experiencing.  Brad will then determine the next most powerful positive steps for you to take 
regarding your health, well-being and spiritual growth by utilising lifestyle recommendations and 
guidance, Hatha Yoga principles and practices, Ayurvedic psychology, and other related 
techniques.    
 
The goal of all Ayurvedic programs is to create within the body and mind an optimum environment 
for healing to take place and to maximise your bodies ability to heal itself.  

Financial Policy 

1.  There is a $320 fee for a 90 minute Initial Consultation with Brad Hay 
2.  All 1hr follow up sessions are $225 unless otherwise arranged 
3.  Payments are made prior to the appointment by cash or major credit card through our website 
4.  If you miss an appointment without 24hrs notice there will be a $50 charge to your account



INFORMED CONSENT 
To Authorise Complementary or Alternative Health Care through Brad Hay 
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All Patients who participate in Ayurvedic Lifestyle Counselling should 
be advised of the following information: 

1. Brad Hay is a Certified Ayurvedic Health Practitioner and completed his studies 
through the California College of Ayurveda in Nevada City California.  

2. By changing your lifestyle and living more harmoniously, you will create within your 
body the optimum environment for healing to take place and a greater sense of well-
being that will help you to thrive and not simply survive.  

3. If you are under medical care or the care of another healthcare provider, your work 
with your Ayurveda Health Practitioner will complement the work being done by your 
other providers.  

4. If you are not under the care of another healthcare provider, the work that you do with 
your Ayurvedic Health Practitioner may help prevent disease and support your overall 
well-being.  

5. Brad Hay is not a Medical Practitioner. He and his staff are not trained in Western 
Medical diagnosis and will not alter your prescription medications.  

6. While your Ayurvedic Practitioner may take your blood pressure and vital signs, and 
perform some examination techniques similar to a routine medical examination, the 
practitioner is evaluating their findings from an Ayurvedic perspective only and not from a 
Western medical perspective. This examination does not take the place of a medical 
evaluation. If, as a result of their examination, any findings suggestive of a possible 
medical imbalance is found, your Practitioner will refer you to a Medical Doctor for further 
evaluation. 

7. By signing below, you give your permission to Brad Hay to use the information in your 
chart for research purposes (Note: No patients names, addresses, phone numbers or 
email addresses are included in research records).  

I have read and understand the above information and give my permission to begin a 
program of health promotion with Brad Hay. 

Patient's Signature: _______________________   Date: ________________________ 



CONFIDENTIAL PATIENT HISTORY 

Patient Name: ________________________________    Date: ____________________   
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Section One 
PAST MEDICAL HISTORY 
(Please Circle) 

Please list any major condition(s) and dates of diagnosis, treatment, and procedures 
performed.  

a. Are you under the care of a licensed health care professional or any other healthcare 
provider?   Yes      No  

If so, for what reasons:  
b. Serious illnesses ▢ 

c. Hospitalisations  ▢ 
d. Surgery ▢ 

e. List other pertinent current or past conditions: _______________________________ 

Have you had any cosmetic surgery or procedures performed?  
Yes      No  

If so, please list: 
_____________________________________________________________________ 

Are you pregnant? 
Yes      No  

Section Two 
FAMILY HISTORY 

Indicate what members of your immediate family have had these conditions.  
(Go back one generation)  

High Blood Pressure ▢ 

Heart Disease ▢ 

Cancer ▢ 
Stroke ▢ 

Mental Health Condition ▢ 
Diabetes ▢ 

Other ▢ (Please specify) _________________________ 



Patient Name: ________________________________    Date: _______________________ 
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Section Three 
ALCOHOL, TOBACCO AND SUBSTANCE USE  

a. Do you drink alcoholic beverages? 
Yes    No  

If yes, how often:  
Daily ▢  

Several times weekly ▢  
Several times monthly ▢  

Seldom ▢ 

How many glasses? ________ 
 
I usually choose:             Beer ▢ Wine ▢ Spirits ▢

Practitioner 
Notes:

b. Have you ever smoked tobacco?  
Yes    No  

If yes, how much per day? ________ 

Have you ever smoked marijuana?  
Yes    No  

If yes, how much per day? ________ 

If you have quit smoking, what year did you quit? ________

c. Any current or past use of other addictive or habitual substances? 
Yes    No  

(Note: This will be kept confidential)  

Please list all substances (either current or long-term past usage) : 
________________________________________________

Section Four 
REGULAR PRACTICES  

▢  Exercise/Hatha Yoga                               None/Never ▢ Occasional ▢ Daily ▢   

▢  Team Sport/Recreation                            None/Never ▢ Occasional ▢ Daily ▢   

▢  Spiritual Practices                                    None/Never ▢ Occasional ▢ Daily ▢   
▢  Meditation Pranayama                             None/Never ▢ Occasional ▢ Daily ▢   

▢  Other                                                        None/Never ▢ Occasional ▢ Daily ▢  



Patient Name: ________________________________    Date: __________________ 
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Section Five 
HABITUAL EATING PATTERNS 

Describe any current or past eating patterns or any other food-related issues: ________________ 
_______________________________________________________________________________
_______________________________________________________________________________ 
_______________________________________________________________________________
_______________________________________________________________________________ 

Section Six 
FOOD CHOICES 

Please list below what types of foods you eat on a regular basis?  
What percentage of your food is organic? ____% 

BREAKFAST: ___________________________________________________________________ 
______________________________________________________________________________ 

LUNCH: _______________________________________________________________________ 
______________________________________________________________________________ 

DINNER: ______________________________________________________________________ 
______________________________________________________________________________ 

SNACKS: ______________________________________________________________________ 
______________________________________________________________________________ 

Section Seven 
DAILY LIQUID INTAKE  
(How many cups per day) 

Water: ____________ What quality water do you drink (i.e tap/filtered etc)? ______________ 

Caffeinated Coffee/Tea: ____________________ Herbal Tea or Juice: _________________ 

Decaffeinated Coffee/Tea: ____________________       Soda or Diet Soda: _________________    



  

 

Patient Name: ________________________________    Date: ____________________ 
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Section Eight 
RELATIONSHIP  

a. Please indicate how nourished you feel in your relationship: 1  2  3  4  5  6  7  8  9  10  
(1 being the least nourished, 10 being the most nourished)  
b. How often do you engage in sexual activity (include sex with partner and masturbation):  
Daily  ▢    

Several times per week  ▢     
Several times per month  ▢    

Occasionally   ▢     
Not at all   ▢   
c. Is your current sexual activity satisfactory?  Yes    No  

TIME OF 
DAY

TIME HABITUAL ACTIVITIES PRACTITIONER NOTES

MORNING 
Waking 
Mealtime 
Activities 
Screen use

_______ 
_______ 
_______

___________________________________________
___________________________________________
___________________________________________

DAY 
Mealtime 
Activities 
Screen use 

_______
_______

___________________________________________
___________________________________________

NIGHT 
Mealtimes 
Activities 
Bedtime 
Screen use

_______
_______
_______

___________________________________________
___________________________________________
___________________________________________

Section Ten 
ALLERGIES OR SENSITIVITIES:  

Do you have allergic reactions to any substances, including food, pollen, medicines?   Yes    No 
If yes, please list.  
____________________________________________________________________________
____________________________________________________________________________ 

Section Nine 
DAILY SCHEDULE 

What are your habitual activities from the time you wake up until you go to sleep? Include 
mealtimes, sleeping, exercise, work, and any activities that occur on a regular basis. 



              Practitioner use only. 
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Section Eleven 
AYURVEDIC HISTORY 

For each category in the table below please identify your tendency over time by placing an“X” in 
the box that is most appropriate for you. If you are unsure or would like to speak to your practitioner 
about this please check (−ς ) in the column to the right. 

CATEGORY 1 2 3 −ς PRACTITIONER
Appetite I prefer to eat 

frequently but my 
hunger level is 
variable, and I often 
forget to eat. 
  
Practitioner use only.     V      P

I have a strong 
appetite and I prefer to 
eat x3/day and rarely 
skip meals. 

Practitioner use only.     V      P

I prefer to eat 2-3x/
day, but I can go 
without eating with no 
discomfort. 

Practitioner use only.     V      P

Appetite If I miss a meal, I 
often get light-
headed, anxious or 
cranky. 

Practitioner use only.     V      P

If I miss a meal, I often 
get irritable or angry. 

  
Practitioner use only.     V      P

If I miss a meal, it 
doesn’t really bother 
me. 

Practitioner use only.     V      P

Digestion After eating, I often 
experience gas or 
bloating.  

Practitioner use only.     V     P

After eating, I often 
experience heartburn 
or acidity. 

Practitioner use only.     V     P

After eating, I often 
feel heavy or sleepy. 

Practitioner use only.     V     P

Elimination I tend to have 
irregular bowel 
movements one time 
per day or less. 

Practitioner use only.     V      P

I tend to have 1 or 2 
bowel movements 
daily, usually with 
regularity and ease. 
Practitioner use only.     V      P

I tend to have one 
bowel movement per 
day with no straining 
or difficulty. 
Practitioner use only.     V     P

Elimination My bowel 
movements are often 
dry and hard. At 
times I may strain or 
push. 

Practitioner use only.     V     P

My bowel movements 
are usually well-
formed, but sometimes 
they are loose and 
may burn. 

Practitioner use only.     V      P

My bowel 
movements are 
usually well formed, 
slow and easy. 

Practitioner use only.     V      P

Weight I don’t usually gain 
weight very easily.  

Practitioner use only.     V     P

When I gain weight, I 
easily lose it. 

Practitioner use only.     V     P

I gain weight easily 
and lose it slowly. 

Practitioner use only.     V      P

Body Temp My hands and feet 
often feel cold, and I 
prefer warmer 
climates. 
  
Practitioner use only.     V      P

I am warm most of the 
time no matter what 
climate it is. 

Practitioner use only.     V      P

I adapt easily to most 
conditions, but tend 
to feel cold. 

Practitioner use only.     V     P

Sleep I tend to sleep lightly 
and awaken very 
easily. It can be 
difficult for me to go 
to sleep. 
Practitioner use only.     V      P

I tend to sleep soundly 
and awaken with ease. 

Practitioner use only.     V      P

My sleep tends to be 
deep and long. It can 
be difficult for me to 
wake in the morning. 

Practitioner use only.     V      P

V PRAKRUTI: P PRAKRUTI: K PRAKRUTI:

V VIKRUTI: P VIKRUTI: K VIKRUTI:



Practitioner use only. 

Patient Name: ________________________________    Date: _______________________ 
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CATEGORY 1 2 3 −ς PRACTITIONER
Stress Under stress I often 

become worried or 
overwhelmed. 

Practitioner use only.     V      P

Under stress I often 
become irritable, but 
usually rise to the 
challenge. 

Practitioner use only.     V      P

Under stress, I 
often withdraw to 
observe or become 
reclusive. 

Practitioner use only.     V      P

Decision 
Making

I am changeable 
and often have 
difficulty making 
decisions. 

Practitioner use only.     V      P

I make decisions 
easily, but can 
change my mind with 
new information. 

Practitioner use only.     V       P

I am careful but 
easy-going about 
decisions. 

Practitioner use only.     V      P

Projects I like to start 
projects, but at 
times I have 
difficulty finishing 
them. 
  
Practitioner use only.     V      P

I like to start projects. 
Completion is 
important to me. 

Practitioner use only.     V      P

I like working on a 
project, but prefer 
to let others start 
them. 

Practitioner use only.     V      P

Personality When I am 
balanced I feel 
creative, 
enthusiastic and 
vivacious. 

Practitioner use only.     V      P

When I am balanced 
I feel perceptive, 
disciplined and 
logical. 

Practitioner use only.     V      P

When I am 
balanced I feel 
nurturing, calm and 
devotional. 

Practitioner use only.     V      P

Vata PRAKRUTI: Pitta PRAKRUTI: Kapha PRAKRUTI:

Vata VIKRUTI: Pitta VIKRUTI: Kapha VIKRUTI:



Patient Example 

Digestion                                                            Elimination 

Patient Name: ________________________________    Date: ______________________ 
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Section Twelve 
Challenging Patterns 

Please indicate any physical and emotional patterns that you find challenging to each symptom 
below. Assign a Frequency (a number of times per week, month or year) and Intensity (a number 
from 1 to 10) 

INTENSITY SCALE: 

1 to 3 = MILD DISCOMFORT 

4 to 6 = MODERATE DISCOMFORT 

7 to 10 = SEVERE DISCOMFORT 

Frequency Intensity 

Acid reflux 3x wk 4

Complaint Frequency  
(Specify times per 
week, month or year)

Intensity 
1-10 

Complaint Frequency  
(Specify times per 
week, month or year)

Intensity 
1-10 

Excessive 
gas

Constipation  
(less than 1BM/Day)

Excessive 
belching

Alternating 
constipation & 
diarrhoea

Acid reflux Food particles 
in stool

Burning 
indigestions

Diarrhea

Nausea or 
vomiting

Rectal pain or 
haemorrhoids

Sleepy after 
eating

Mucus in stool

Heaviness 
after eating

Abdominal 
pain



Emotions                                                          

  

Energy Levels 

Practitioner Use Only: 

Patient Name: ________________________________    Date: _______________________ 
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Emotion Frequency  
(Specify times per week, month or year)

Intensity 1-10 

Worry

Anxiety

Overwhelmed

Self-destructiveness

Anger

Resentment

Critical/blaming

Intense

Lethargic

Melancholy

Depression

Stubbornness

Describe your energy levels on a scale of 1 (lowest) to 10 (highest)

Patient notes: 
 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 

Vikruti Overall Vikruti

V Vikruti: ____ P Vikruti: ____ K Vikruti: ____ Primary: _____ Secondary: _____ Tertiary: _____



Patient Name: ________________________________    Date: ___________________ 
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Section Thirteen 
Current medications, herbs or supplements 

What medications, herbs, and supplements are you currently taking? Please include significant remedies 
that you have stopped taking, including birth control and hormone replacement therapies.  

____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Practitioner notes: 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________


