
Health Information and History 
If you have a specific question for the consultant, please address it verbally 

during your consultation 
CONTACT INFORMATION: 

Name _________________________ _ Date _______ _ 

Home Address _______________________________________ _ 

City ______________________ _ State ___________ _ Zip _ __ _ 

Daytime Phone __________ _ Evening Phone _________ _ Cell Phone _________ _ 

E-mail _________________________________________ _
PERSONAL INFORMATION:

DOB ______ Time of Birth Place of Birth: City__ State/Region ________ Country ____ _ 

Age Occupation----------

Referred by ________________ _ 

Marital Status Children & Ages--------

Family Physician------------------

Primary Care Provider Name& Title ___________________ _ Phone __________ _ 

Address _________________________________________ _ 
City, State, Zip _____________________________________ _ 
OBJECTIVES: 

Please check the items that reflect your main objectives: 
Please note that Ayurvedic Consultations do not include medical diagnosis and treatments. If you are concerned about a medical condition or 
latent or potential medical condition you should see a medical doctor. 
[ J 1. I would like an alternative approach to allopathic medicine for managing illness and disease ( } 
[ ] 2. I would like to improve my general health and wellness and reduce my vulnerability to illness and disease 
[ ] 3. I would like to improve my lifestyle and dietary practices to improve my health 
[ ] 4. I would like to change my habits and behavioral patterns to improve my relationships with others 
[ ] 5. I would like to manage stress, tension and worry to attain a more stable emotional nature 

How would your life be different if you were to achieve these objectives to your satisfaction? ------------------

A) Are you currently under a physician's care for a specific medical problem or condition? Yes No If so, for what? ___ _ 

CONCERNS: Please.tell us your present concerns. How long have they troubled you?-------------------

Please describe the conditions that are currently bothering you, such as: aches, pains, degenerative illnesses, symptoms, stress, fatigue, energy 
levels, mental clarity, concentration, vision, fever, hot flashes, chills, sleep habits, nervousness, any other conditions that you can think of. 

B) What would you like to achieve or change in terms of your health and wellness?-------------------

Last physical examination: Date _______ Blood Pressure __________ Cholesterol ________ _ 

Height Weight Weight Changes ___________________ _ 
What prescription drugs or medications are yo currently taking? (how often, how much, how many years) ______________ _ 

Herbal & vitamin supplements (what how often, how much, how many years) ______________________ _ 

Smoking {what, how often, how much, how many ears) ____________________________ _ 
Drinking alcohol (what, how often, how much, how many years) __________________________ _ 

Recreational I Non-prescription Drugs (what how often, how much, how many years) _ ___________________ _ 

What surgeries have you had? Dates of surgeries? -----------------------------



C) PERSONAL HISTORY:
Do you or your family members have a history of: (check the boxes that apply)

!Allergies to Food
!Allergies to Drugs
i Dental Treatment Complications
i Bleeding Gums
i Contact Lenses
!Glaucoma
I Eye Surgery
l Pain in the Ear
l Ringing in the Ear
! Shortness of Breath
iAsthma 
!Pneumonia
:TB
i High Blood Pressure 
i Low Blood Pressure 
[Dizziness 
!Fainting
iSeizures 
jConvulsions 
!Epilepsy
iDiabetes 
l Feet or Ankles Swelling 
iChest Pain 
!Angina
I Heart Murmur
! Heart Attack
I Heart Disease 
: Heart Surgery 
! Rheumatic Fever
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,stroke 
!Cerebro Vascular Accident
iCancer
i Chemotherapy
i Radiation Treatment
!Hepatitis A
!Hepatitis B
l Hepatitis Non-A I Non-B
! Mononucleosis
[Jaundice
!Anemia
:Gallstone 
i Kidney Disease 
! Kidney Stones
! Bladder Disease
'Thyroid Condition
!Thyroid Medication
iUlcers 
i Intestinal Bleeding 
i Chronic Constipation 
i Recurring Diarrhea 
!Arthritis
!Implant
l Prosthesis 
i Prolonged Bleeding When Cut 
i Psychiatric Treatment 
I Venereal Diseases (STDs) 
\HIV Exposure 
I Sleep Disorders 
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History of Any Other Disease Or Problems? (Please list any other illnesses, surgeries, diseases, injuries, trauma, emotional stresses, mental stresses, 
life-style conditions, addictions, alcohol, drug abuse, changes of weight, or anything else to help us clearly understand your health condition) __ _ 

FAMILY HISTORY: Any other family illnesses? -----------------------------

EXERCISE: Do you currently engage in any exercise or physical activity? ______ If so, what type? __________ _ 

Have you ever done Yoga postures before? ______ If so, what type, how often?----------------

FEMALES: Pregnant ------ Number of Months ______ Number of previous births _________ _ 
Difficult past pregnancies ________ Complications----------------------
Birth Control D yes D no What Type How long _____ Date of Last Menstrual Period ____ Length of cycle __ 
Cycles: D regular D irregular Days between cycles ___ Flow: D heavy, D med, D light Color of blood ___ _ 
Clots: Dyes D no When _______ Pain and/or difficulty during cycle ________________ _ 
PMS symproms _____________________________________ _ 
Any other symptoms during cycle ________________________________ _ 
Yeast infections _____________________________________ _ 
Urinary tract infection (UTI) (frequency, duration) ____________________________ _ 
Menopausal stage / symptoms _________________________________ _ 

MALES: Prostate Condition _________________ Other _______________ _ 



 

 
Living Arts Ayurveda, LLC  

Portland, Oregon 
 

 
 
Welcome to Living Arts Ayurveda.  Your Ayurvedic evaluations will be done by practitioner Danielle Hanna. 
 
Danielle Hanna is not a licensed physician nor are Ayurveda services licensed by the state. Ayurveda is the 
5,000 year old Wisdom of Healthy living.  It is a way of natural healing and emphasizes maintaining the 
harmony of body-mind-spirit through diet, life style, and natural herbs. In Ayurveda the emphasis is not on 
disease but on maintaining the balance of the individual’s constitutional nature, so Ayurvedic treatments are 
never one size fits all, but custom tailored for each individual. As practitioners of Ayurveda we will provide 
you assessments and recommendations in the following areas: 
 

§  Constitutional analysis 
§  Diet and lifestyle counseling 
§  Exercise 
§  Herbal supplements 
§  Ayurvedic bodywork and practitioner training 

 
Our method of treatment in Ayurveda is alternative or complementary to conventional medicine. If you ever 
have any concerns about the nature of your treatment, please feel free to discuss them with us. We 
recommend that you inform your medical doctor that you are receiving Ayurvedic treatment. 
 
Your consultation will be with Danielle Hanna: 
 
 
 
 
 
 
 
I have read and understood the above disclosure about the Ayurvedic treatment offered by Living Arts 
Ayurveda, LLC.  I understand the nature of the services to be provided. I understand that Danielle Hanna is 
not a licensed physician and that Ayurvedic services are not licensed by the state although they are legal. I 
understand it is my responsibility to maintain a relationship with my medical doctor. I have consented to use 
the services offered by Living Arts Ayurveda, LLC and am informed that herbs may be available for 
purchase. 



 

 
 
 

HEALTH CARE CONSULTATION AGREEMENT 
AND LIABILITY WAIVER/ RELEASE 

 
*** Please Read Carefully *** 

 
I understand that Living Arts Ayurveda, LLC (“LAA”) and Danielle Hanna are not licensed in the United 
States to diagnose or treat medical conditions. They may be able to help in my management of my health, and 
may recommend various things for me to consider in management of my health and energy. They may assist 
me to learn the differences between medical diseases and the balancing of life energy, which deals with health 
factors that are within my own control. I may elect to consult a physician prior to seeing LAA, work with a 
physician concurrently with LAA, or I may decide that my concern about medical conditions does not call for 
seeing a physician at this time. 

 
I understand that I am seeking an educational experience rather than a personal diagnosis of any disease or 
malady. This educational experience is being provided as part of a seminar on the teaching of the principles of 
Ayurvedic medicine. The educational experience may involve an examination of me and a demonstration of 
how Ayurvedic practices would be used to make a diagnosis of particular people. In this experience I may 
learn of conditions that would be part of an Ayurvedic diagnosis and may hear of the remedies that an 
Ayurvedic physician would use to treat these conditions.  If I choose to use the ideas from the demonstration, 
I will first present them to a licensed health care provider and obtain his or her evaluation of the efficacy of 
the approach I wish to use.  
 
I am aware that people may develop pathological conditions (i.e., illness, injury and/or disease) when natural 
resistance or immunities may be lowered as result of energy and health imbalances persisting for extended 
periods. However, I am aware that an energy or health imbalance does not necessarily create or reveal the 
existence of a medical condition. I am aware that recovery from an illness or injury may be facilitated by 
balancing vital energy, but I am also aware that there may be no way to assure that this effect may occur in 
any particular case. 

 
I certify that I am not seeing LAA for treatment of any physical infirmity or chronic ailment or injury, and that 
I am seeing them to help manage and strengthen my general health and vital energy. LAA and Danielle Hanna 
does not recommend the discontinuance of legend drugs or controlled substances prescribed by an 
appropriately licensed practitioner.  

 
I acknowledge that I have voluntarily requested a consultation with LAA and Danielle Hanna. I further 
acknowledge that Mount Madonna Center for the Creative Arts and Sciences and Mount Madonna Institute 
are not a party to this consultation, have not advised or given recommendations to me regarding this 
consultation and provide the class on Ayurveda teachings on an educational basis only. Any information or 
advice received from MMI Faculty and Staff and Student Interns is independent from and not related to any 
other health service available at Mount Madonna Center or Mount Madonna Institute. 



 

 
 

In consideration of my consultation LAA and Danielle Hanna, I agree that I (or my heirs, guardians, legal 
representatives and assigns) will not make a claim or file an action against LAA or Danielle Hanna, and for 
injury for damage resulting from negligence or other acts, howsoever caused in connection with my 
consultation with LAA and Danielle Hanna. If I am the parent of a minor who I am asking LAA and Danielle 
Hanna to consult with, I agree to indemnify and hold harmless LAA and Danielle Hanna from claims or 
actions made or brought on behalf of my child in connection with LAA consultation. 

 
In addition, I hereby waive, release and discharge LAA and Danielle Hanna from all actions, claims or 
demands I, my heirs, guardians, legal representatives or assigns, now have, or may hereafter have for injury or 
damages resulting from my participation in my consultation with LAA. 

 
I HAVE CAREFULLY READ THIS AGREEMENT AND FULLY UNDERSTAND ITS CONTENTS. I AM 
AWARE THAT THIS IS A WAIVER AND RELEASE OF POTENTIAL LIABILITY AND A CONTRACT 
BETWEEN MYSELF, LIVING ARTS ARUYVEDA, LLC AND DANIELLE HANNA, AND I SIGN IT OF 
MY OWN FREE WILL. 

 
 
 
________________________________Dated: ______________________________ 
 (Signature) 
 
 
__________________________ 
 (Print your name) 
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