Date:







Case paper No.:

Name:  _________________________________Adresse: _______________________________  

Telefon:_________________E-mail:_________________Occupation:_____________________
Birthdate/time/place:___________________________________________ 


Age________   

Habits:
Smoking    Yes/No     Drinking Yes/No    other___________________     Blood type________
Family History  
Married/Unmarried 
No. of child_________   male:______  female:____________
Birth:  normal/Cesarean _________________________________

Family Healthrecord (Hereditary Problem) 
	
	Mother
	Father

	Diabetes
	
	

	Asthma
	
	

	Blood pressure
	
	

	Hearth 
	
	

	Obesity 
	
	

	Arthritis
	
	

	Cancer 
	
	


Any other major health disorder than above in the family
____________________________________________________________________________

Past health problems 

Allergy

Present health problems 

	


Food habits 
Veg./Non Veg.  _______________________________________

Hot/spicy/salty/oily/sweet  ______________________________

Time/items: Breakfast___________Lunch___________Dinner________

Additional course of food ____________________________

Tea/ ____kind_____coffee ______milk________soda:
Water____cold/roomtemperature/warm___________how much______________

Urination 
2/3/4/5/6/ times a day/night / 
clear/yellow / red / burning / itching / easy flow/difficult/obstructed
Motion Habit 
once/twice/thrice/regular/irregular 

with blood/hard/hart / loose/lose / constipated/pain/
Gases/Gase / Heaviness/Acidity/with pain
Sex

frequency ....................too much desire/Frigidity / with irritation/with satisfaction/Libido

Sleep
Duration/ from ________to__________
Very little/disturbance/too much/afternoon sleep/  dreams/remembering: yes/no   Nightmare__________

Sweat
more/less/ bad smell ________________________________

Exercise
regular/irregular/type/duration
____________________________________________________________________________
Menses / Menstruation
regular/irregular/painful/interval ____________________

Bleeding less/more/spotting/clots___________________

White Discharge/Backache/Abdomen Pain __

Have you undergone/are you undergoing any treatment / 
Yes/No/ name of drugs/__________________________________

Sense Organs
Eye    vision___________________problems____________________

Ear   pain/discharge/deafness/sound/____________

Nose blockage/polypen / bleeding/ dryness/____

Skin     dry/ oily/normal / boil/pimples/pickel__________

Mind   hot temper/ fatique/frustration/confusion/restless/
Teeth  cavities/bleeding gums/Gum Ulceration /pain/_____________________________________________________

Hair  normal/ falling/graying/dandruff/ ___________

Do you want to tell anything special other than the above information:

Ayurvedic Health Questionnaires
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