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AYURVEDIC INTAKE FORM 

SECTION 1: CLIENT INTAKE FORM 
Client Name: 

Client Address: 

City, State, Zip: 

Preferred Phone Number: Preferred Email Address: 

Date of Birth (please note if 
adopted): 

Place of Birth: Current Age: 

Any known birth complications for you?  Please describe: 

Current marital/partner status: # of pregnancies: 

# of children: # of children at home: # of people living in home? 

Occupation: Where? How Long? 

Does your job provide satisfaction for you on the 1) financial level 2) emotional level 3) “soul plan” 
level”?  Do you feel challenged and inspired daily?  Do you feel respected and rewarded fairly?   
Please describe honestly (all information is, of course, confidential) 

Please describe your goals in seeking Ayurvedic healthcare? Please consider physical, emotional, 
and spiritual well-being. 

SECTION 2: FINANCIAL POLICY AGREEMENT 

Insurance does not cover the cost of Ayurvedic care. The payments may be made via cash, check or paid 
online with a credit card.  The fee for an Initial Consultation with Keri Mangis is $150 for 90 minutes. Follow 
up consults are $99 for 60 minutes. 
I have read and understand the above financial policies of Keri Mangis.com 
Client Signature  Date 
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SECTION 3: PAST MEDICAL HISTORY: 
Childhood (0 – 18)  Illnesses/surgeries/long term medications: 

Adolescent/adult (18+) Illnesses/surgeries/long term medications: 

SECTION 4 -  Women only 
Is there a possibility you are pregnant? 

Are you considering becoming pregnant? 

Are you on birth control? What type and for how long?  How regularly do you have periods on this 
birth control?   

Are you still menstruating?  If no, what is the date (month) of your last menstrual cycle? 

SECTION 5: FAMILY MEDICAL HISTORY: 
Family Member Disease Living/deceased Notes 

Section 6: Mind/Emotions: 
Place an “x” beside symptoms you experience more than 1x/month. Then indicate how often you experience this; i.e, 
1-2 x per week, 3-4x per day, etc. Finally, describe the intensity on a scale of 1-10, 10 being the most intense.
Concern: 
‘X’ 

Symptom How often Describe 
intensity (1-10) 

Notes 

Worry 

Anxiety/Fear 

Overwhelm 

Spaciness 

Self-Destructiveness 

Difficulty remembering 

Difficulty thinking clearly 

Anger/Rage 

Resentment 
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Section 6: Mind/Emotions (cont): 

Concern: Symptom How often Describe 
intensity (1-10) 

Notes 

Jealousy/Envy 

Being critical 

Lethargy 

Sadness 

Depression 

Section 7: Digestion/Elimination: 
Concern: 
‘X’ 

Symptom How often Describe 
intensity (1-10) 

Notes 

Digestive pain 

Burning 
Indigestion/Heartburn 
Belching 

Vomiting 

Excessive gas 

Heavy/bloat after eating 

Hemorrhoids 

Constipation (<1 
bm/day) 
Diarrhea 

Constipation & Diarrhea 

Bloody stool/Anal 
itching 

Section 8: Other Symptoms: 
Concern: 
‘X’ 

Symptom How often Describe 
intensity (1-10) 

Notes 

8.A HEAD

Headaches 

Dizziness 

Fainting Spells 

Loss of Balance 

Thinning/Loss of Hair 
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Section 8: Other Symptoms (cont): 
 
Concern: 
‘X’ 

Symptom How often Describe 
intensity (1-10) 

Notes 

8.B EARS Hearing Loss                   

 Ringing in the ears                   

 Earraches                   

8.C Eyes Burning/Sore eyes                   

 Red eyes                   

 Mucous in eyes                   

 Dry/itchy eyes                   

 Blurry eyes                   

 Eye Tics                   

8.D Nose Loss of smell                   

 Nose bleeding                   

 Nose Discharge                   

 Post-Nasal Drip                   

 Sinus Congestion                   

8.E Mouth Excessive Thirst                   

 Bad Breath                   

 Lip/Ulcers/Lesions                   

 Dry/Cracking lips                   

 Bleeding Gums                   

 Receding Gums                   

 Tooth Pain                   

 TMJ                   

8.F 
Neck/throat 

                   

 Pain/stiffness                   

 Swollen glands                   

 Thyroid (hyper/hypo, 
goiter) 
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Section 8: Other Symptoms (cont): 

Concern: 
‘X’ 

Symptom How often Describe 
intensity (1-10) 

Notes 

8.G Chest

Chest Pain 

Tightness/pressure 

Heart Palpitations 

Shortness of breath 

Painful/difficult 
breathing 
Persistent Cough 

Frequent Chest colds 

High Cholesterol 

8.H Skin

Dry/flaky skin 

Rashes/redness 

Acne 

Changing/Bleeding 
moles 
Fungus, 
eczema/psoriasis 

8.I Urinary

Painful Urination 

Urine 
incontinence/dribbling 
Frequent urination 

Blood in urine 

Kidney/bladder 
infections 
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Section 8: Other Symptoms (cont): 

8.J Muscles & Joints

Concern: 
‘X’ 

Symptom How often Describe 
intensity (1-10) 

Notes 

Swelling in joints 

Pain/ache/stiffness 

Muscle/Bone pain 

Muscle 
weakness/atrophy 

8.K Nerves

Loss of sensation 

Tingling sensation 

Tremors in limbs 

Uncoordinated muscles 

Fatigue/stress 

Varicose Veins 

Cold hands/feet 

Swollen ankles 

Calf Pain 

8.M Female System

Irregular Cycle 

Heavy/prolonged 
Bleeding 
Missed Menses 

Painful Menses 

Spotting 

Discharge 

PMS symptoms 

Infertility 

Genital 
sores/herpes/cyst 

Fibroids 

Vaginal itching 
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Section 8: Other Symptoms (cont) 
 
8.N Male System 

 Swollen/Painful 
Prostate 

                  

 Low Sperm count                   

 Low Sperm Motility                   

 Genital Sores/Lesions                   

 Genital Discharge                   

 Erection Difficulty                   

 Herpes                   

 
Section 9: Additional Symptoms 
 
Please list here any other symptoms you experience 
 Symptom How often Describe 

intensity (1-10) 
Notes 

                         

                         

                         

                         

                         

 
Section 10: Notes – anything additional regarding health concerns/diagnosed conditions 
      

 
  

copyright kerimangis.com 2022 
Do not copy, cite, or distribute without permission



8 
 

 
 
Section 11: Foods & Eating Habits: 
 
What types of foods are eaten on a regular basis?  Please be as honest and complete as possible. 
 
Breakfast: 
      
 
Lunch: 
 
      
Dinner: 
      
 
Snacks: 
 
      
Where do you do your grocery shopping? 
      

Do you choose organic/conventional foods generally? 
      

Who cooks the food you eat? 
      
How many times per week/month do you go out to eat or eat prepared food (i.e., deli, salad bar)?  
Please describe: 
      
 
Do you have any food allergies or other foods you exclude from your diet?  Please explain. 
 
      
Do you tend to eat when stressed/upset/sad?       
 
What kinds of foods do you crave?       
 
How much water do you drink per day?        
What kind of water do you drink (i.e., filtered, tap, well, etc.)       
What temperature do you prefer to drink water?       
How many caffeinated beverages per day?       
What types of caffeinated beverages (tea, coffee, soda, etc)       
 
 
What kinds of other non-alcoholic beverages do you drink?  How many per day?       
 
Do you drink alcoholic beverages?  If yes:  
What kinds?       
How many?       
Socially or alone?        
Describe any routines you have around eating (include prayer, sitting down, watching TV, in meetings, 
etc.,       
 
 
Do you have any past/current eating disorders or food related issues?  Please describe in detail.       
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Section 12: Lifestyle/Habits and Routines: 
Describe any regular spiritual or religious beliefs and/or practices/meditation: 

Describe your exercise routine and frequency: 

Describe any creative activities/outlets: 

If you smoke, how many packs of cigarettes do you smoke per day? 

If you smoked in the past, how much did you smoke? When Quit? 

Have you had any current or past substance abuse?  YES  NO 

Substance: Amount: When Quit: 
Substance: Amount: When Quit: 
What is the frequency of your sexual activity?  Do you feel sexually satisfied at this level? 

How many hours of sleep do you get per night? 

Do you feel well-rested with enough energy to get through the day? Please explain your energy levels 
throughout the day. 

Section 13: Daily Schedule: 

Describe your activities from the time you wake up until bedtime.  Include eating, exercise, work, etc. 

Time Activities Variations 

Awaken 

Breakfast 

Activities 

Lunch 

Activities 

Dinner 

Activites 
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Section 14:  Evaluation of Prana, Tejas, Ojas, and Other 

Ayurveda lists 4 Main Goals in Life.  Please rate your satisfaction with each of these on a scale of 1-10. 

Artha (outer enjoyment/financial security) 

Kama (inner enjoyment, positive self-talk, enjoy alone time) 

Dharma (career, vocation) 

Moksha (liberation, spirituality) 

Please expand: 

Ayurveda considers three important factors in overall health and well-being.  Please rate how strong you 
feel in each of these on a scale of 1-10. 

Ojas (Ease, contentment, immune function, stability/groundedness) 

Tejas (inner fire, discipline, strength and courage, discrimination) 

Prana (enthusiasm, vitality, creative/mental agility, flexibility) 

Please expand: 

Please rate your cravings, and desire for each taste from 1-10, 1 being not interested/not taking and 10 
being craving, desiring regularly 

Sweet (fruits, grains, sugar, milk) 

Salty (sea salt, sea vegetables) 

Sour (sour fruits, fermented foods, yogurt) 

Bitter (dark leafy greens, herbs & spices) 

Astringent (legumes, raw fruits and vegetables,herbs) 

Pungent (chili peppers, garlic, onions) 

Please expand, describing your cravings, whether they are stress related or other emotions as much as 
you are aware: 
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Section 15: Functional History (Circle all that apply) 
Short term - consider the past few years.  Long term – go back as far as you can remember. 

15.A Appetite Short Term Long Term 
Hunger Level 

Typical Quantity 

Typical Frequency 

Reaction to missed meals 

Notes 

Vikruti V   P   K Prakruti:  V    P   K 
15.B Digestion after eating Short Term Long Term 
After eating response 

Timing of response 

Trigger foods? 

Notes 

Vikruti V   P   K Prakruti:  V    P   K 
15.C Elimination: BM’s Short Term Long Term 
Frequency, times per day 

Timing of BM 

Consistency 

Shape of BM 

Color of BM

Level of comfort 

Vikruti V   P   K Prakruti:  V    P   K 
15.D Weight Patterns
Current Weight Balanced  Overweight by:  Underweight by:   

Body Shape 

Long-term weight Patterns 

Notes: 

Vikruti V   P   K Prakruti:  V    P   K 

kerimangis
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Page Summary Vikruti Total:  V=  P=    K= Prakruti Total:  V=  P=    K= 

Section 15: Functional History (cont): 

15.E Temperature Short Term Long Term 
Body temperature 

Seasonal discomfort 

Climate Preference 

Notes 

Vikruti V   P   K Prakruti:  V    P   K 
15.F Sweating Short Term Long Term 
How often do you sweat? 

Exertion/heat needed to sweat? 

Odor of sweat 

Notes 

Vikruti V   P   K Prakruti:  V    P   K 
15.G Skin Short Term Long Term 
Condition of Skin? 

What skin irritations? 

Notes: 

Vikruti V   P   K Prakruti:  V    P   K 
15.H Menstrual Patterns
Regularity 

Quantity of flow 

Level of discomfort 

How many days Days of flow:     

PMS symptoms (list) 

Notes: 

Vikruti V   P   K Prakruti:  V    P   K 
15. I Sleeping Patterns
Type of sleep 

Falling asleep 

Ease in waking up 

Notes: 

Vikruti V   P   K Prakruti:  V    P   K 
Page Summary Vikruti Total:  V=  P=    K= Prakruti Total:  V=  P=    K= 

Short Term Long Term

Short Term Long Term

Days of flow:    Days of cycle:     Days of cycle:     
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Section 16: Evaluation of Manas (Mind)

16 A. Work Short Term Long Term 
Leadership 
Stress Reaction 

What generates stress 

Notes 

Vikruti V   P   K Prakruti:  V    P   K 
16 B.  Decision Making Short Term Long Term 
How do you make decisions? 

How easily do you change your 
mind? 
Notes 

Vikruti V   P   K Prakruti:  V    P   K 
16 C. Speech Patterns Short Term Long Term 
How would others describe you? 

Notes: 

Vikruti V   P   K Prakruti:  V    P   K 
16 D. Project Approach 
Beginning projects 

Ending projects 

Notes: 

Vikruti V   P   K Prakruti:  V    P   K 
16 E.  Other 

Vikruti V   P   K Prakruti:  V    P   K 
Page Summary Vikruti Total:  V=  P=    K= Prakruti Total:  V=  P=    K= 

Short Term Long Term
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Section 17: Physical Evaluation 

Feature Prakruti Examples Vikruti 

Face Shape V  P   K Oval, angular, square, round V  P   K 

Facial Energy V  P   K Delicate, passionate, 
intensive, soft, kind 

V  P   K 

Eyes V  P   K Small, deep-set, large, moist V  P   K 

Eye Color V  P   K Blue, brown, hazel, green V  P   K 

Nose (size) V  P   K Small, medium, large V  P   K 

Nose Bridge V  P   K Small, medium, wide V  P   K 

Lips V  P   K Thin, medium, thick V  P   K 

Neck V  P   K Long, medium, short V  P   K 

Hair traits V  P   K Course, dry, kinky, thin, fine, 
curly, early gray, thick, oily, 
straight, wavy 

V  P   K 

Skin Thickness V  P   K Thin, medium, thick V  P   K 

Skin Condition V  P   K Dry, rough, wrinkles, slightly 
oily, moles, soft, moist, 
smooth 

V  P   K 

Complexion V  P   K Lacks luster, pale, rosy, 
radiant 

V  P   K 

Physique V  P   K Slight, moderate, stocky, 
irregular, shapely 

V  P   K 

Bones V  P   K Narrow, moderate, stocky V  P   K 

Palm of Hand V   P   K Rectangular, square V  P   K 

Fingers V  P   K Long, narrow, medium, 
short, think 

V  P   K 

Nails V  P   K Striations? Smooth, brittle V  P   K 

Skin reaction 
to sun 

V  P   K Burn easily, tan easily V  P   K 

Teeth V  P   K Large, Moderate, crooked, 
yellow, white 

V  P   K 

Other V  P   K V  P   K 

Prakruti Total:   V:  P:  K: Prakruti Total:   V:  P:  K: 

Describe using the 
options to the left



Complementary & Alternative Health Care Client Bill of Rights 

Practitioner Name: Keri Mangis, CAP, E-RYT, Ayurvedic Lifestyle Counselor, Yoga and Ayurveda Health Educator 

Business Name: Curiosa Publishing, LLC dba KeriMangis.com 

Practice Address: 4316 Upton Ave S, Minneapolis, MN 55410 

Telephone number: 612-599-9668 

Web Address: www.kerimangis.com  

Email: kerimangis@gmail.com

As of July 1, 2001, Minnesota’s Freedom of Access to Complementary Care Law (Statute Chapter 146A) requires that you receive 
and acknowledge that you have received by your signature on the back of this page, the following information prior to your treatment.

¨ Qualifications: 

• Certified Ayurvedic Practitioner (1 year + internship) which includes dietary and other natural and holistic remedies for diseases
of the digestive system, respiratory system, circulatory system, nervous system, reproductive system

• Ayurveda Lifestyle Counselor (300 hours), which includes offering an Ayurvedic understanding of lifestyle choices, including
work/life balance, diet, sleep, exercise, etc.

• Yoga and Ayurveda Health Educator (300 hours), which includes support to balance one’s mind and body through the practice of
yoga and the understanding of Ayurveda

• Experienced Registered Yoga Teacher (E-RYT) with Yoga Alliance
• 30 hours of training in Yin Yoga with Sarah Powers
• Additional 200 hours in Tantra Yoga, Yoga Nidra and Mantra with Tara Cindy Sherman, Tree Spirit Yoga
• Healing Touch Levels 1 and 2 with Healing Touch Spiritual Ministry
• Human Anatomy & Physiology course through Dakota County Technical College
• 10 hour anatomical Yoga Workshop with Raymond Long

¨ THE STATE OF MINNESOTA HAS NOT ADOPTED ANY EDUCATIONAL AND TRAINING STANDARDS FOR UNLICENSED 
COMPLEMENTARY AND ALTERNATIVE HEATH CARE PRACTITIONERS. THIS STATEMENT OF CREDENTIALS IS FOR 
INFORMATION PURPOSES ONLY.  Under Minnesota law, an unlicensed complementary and alternative health care practitioner 
may not provide a medical diagnosis or recommend discontinuance of medically prescribed treatments. If a client desires a diagnosis 
from a licensed physician, chiropractor, or acupuncture practitioner, or services from a licensed physician, chiropractor, nurse, 
osteopath, physical therapist, dietitian, nutritionist, acupuncture practitioner, athletic trainer, or any other type of health care provider, 
the client may seek such services at any time. 

¨ The fee is $150 for a 90 minute consultation. Payment is made online at time of booking. No insurance is accepted. 

¨ The theoretical approach to a session is to intuitively assist the client with information and suggestions for further assistance as appropriate 
within the community of alternative holistic practitioners. 

¨ The client has a right to reasonable notice of changes in services or charges. 

¨ The client has a right to complete and current information concerning the practitioner's assessment and recommended service that is to be 
provided, including the expected duration of the service to be provided. 

¨ The client may expect courteous treatment and to be free from verbal, physical, or sexual abuse by the practitioner. 

¨ Client records and transactions with the practitioner are confidential, unless release of these records is authorized in writing by the client, or 
otherwise provided by law. 

¨ The client is allowed access to records and written information from records in accordance with Minnesota Statutes, Section 144.291 to 144.298. 

Other alternative health services are available in the community.  These may be found by asking the practitioner or by doing an online search. 

¨ The client has the right to choose freely among available practitioners and to change practitioners after services have begun. 

¨ The client has a right to coordinated transfer when there will be a change in the provider of services. 

¨ The client may refuse services or treatment, unless otherwise provided by law. 



¨ The client may assert the client's rights without retaliation. 

¨ The client may file complaints with: 

Office of Unlicensed Complementary and Alternative Health Care Practice, Health Occupation Program, Minnesota Department of Health, 121 
East Seventh Place, Suite 400, PO Box 65975, St. Paul, MN  55164-0975 

Or call: 612-282-6319 

Before providing treatment to a client, an unlicensed complementary and alternative health care practitioner must provide the 
following informed consent form to, you, the client and must receive the signed, dated form back from the client: 

"I ________________    ____________________ Name of Client (or client's legal guardian), hereby 
First name Last Name 

authorize Keri Mangis, Ayurvedic Practitioner, to provide complementary and alternative healthcare to me (or to my 

child: __________________  __________________). 
First name Last Name 

The complementary and alternative health care practitioner has provided information to me in writing about the practitioner's 
education, experience, and training; the services the practitioner provides; and information regarding fees, billings, and insurance 
practices. The practitioner has discussed with me the nature and purpose of the proposed treatment; the benefits that may most likely 
be expected. 

I understand that THE STATE OF MINNESOTA HAS NOT ADOPTED UNIFORM EDUCATIONAL AND QUALIFICATION 
STANDARDS FOR COMPLEMENTARY AND ALTERNATIVE HEALTH CARE PRACTITIONERS. THE PRACTITIONER'S 
STATEMENT OF CREDENTIALS IS FOR INFORMATIONAL PURPOSES ONLY. I understand that I can direct my complaints 
regarding complementary and alternative health care practitioners to the office of health care consumer assistance, advocacy, and 
information at the Minnesota department of health. 

I understand that 

(1) the practitioner is not credentialed in the state of Minnesota to practice medicine, chiropractic, osteopathy, nursing, physical
therapy, dietetics or nutrition practice, or acupuncture practice.

(2) the practitioner may provide me with personal consultations, screenings, assessments, an explanation of the practitioner's method
of detection and assessment of my health problems and concerns, educational services, and recommendations regarding the
complementary and alternative health care practice to be used; and

(3) these actions do not constitute a diagnosis from a licensed physician chiropractor, or acupuncture practitioner. I understand that if I
desire a diagnosis from a licensed physician, chiropractor, or acupuncture practitioner, or services from a physician, chiropractor,
nurse, osteopath, physical therapist, dietitian, nutritionist, acupuncture practitioner, or any other type of health care provider, I may
seek such services at any time.

I understand that my health care records and communications and transactions with the practitioner shall be kept confidential, unless I 
authorize the release of records in writing or as otherwise provided by law.  

______________________________________ _______________________ 
Client or Legal Guardian's Signature Date 

Please provide your current address below: 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 
City,  State,  Zip 
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