Ayurveda Dosha Self-Exam
Name………………………………………………………………………………...
Address……………………………………………………………………………..
………………………………………………………………………………………..

Email Address…………………………………………………………………….. Telephone Number……………………………………………………………….
Reason for Consultation…………………………………………………………

………………………………………………………………………………………..

………………………………………………………………………………………..

Please choose the best response for each of the following categories:
      Category
       Choice 1                    Choice 2
             Choice 3
               Response:  

	Body Frame
	Thin
	Medium
	Large
	

	Fingernails
	Thick or White
	Medium, Pink, or Soft
	Thin or Cracking
	

	Pulse
	60 to 70
	70 to 80
	80 to 100
	

	Weight
	Medium or Muscular
	Low or Bony
	Gains Easily
	

	Stool 
	Small, Hard, or Gas
	Loose or Burns
	Moderate or Solid
	

	Forehead Size
	Small
	Medium
	Large
	

	Appetite
	Strong or Sharp
	Variable
	Constant or Low
	

	Eyes
	Reddish or Piercing
	Small or Unsteady
	White or Wide
	

	Voice
	Deep or Tonal
	Low or Weak
	High or Sharp
	

	Lips
	Medium or Soft
	Large or Smooth
	Thin or Dry
	

	Chest
	Round or Large
	Flat or Sunken
	Medium
	

	Bothers Most
	Heat and Sun
	Cold and Damp
	Cold and Dry
	

	Chin
	Thin or Angular
	Tapered
	Round or Double
	

	Neck
	Medium
	Thin or Tall
	Big, Wide, or Folded
	

	Memory
	Sharp or Clear
	Quick to Grasp Ideas but soon Forgets
	Slow to Learn But Never Forgets
	

	Beliefs
	Radical or Changing
	Constant or Loyal
	Leader or Goal Oriented
	

	Dreams
	Flying or Anxious
	In Color or Fighting
	Romantic or Few
	

	Speech
	Moderate or Argues
	Quick or Talkative
	Slow of Silent
	

	Habits
	Sports or Politics
	Water or Flowers
	Travel or Nature
	

	Mind
	Quick or Adaptable
	Penetrating or Critical
	Slow or Lethargic
	

	Emotions
	Warm or Can Get Angry
	Enthusiastic or Worries
	Calm or Attached
	

	Temperament
	Nervous or Fearful
	Impatient
	Easy Going
	

	Finances
	Spends on Luxuries
	Saves Money
	Spends on Trifles
	


	Mark Current Health Issues
	X
	Mark Current Health Issues
	X

	Respiratory
	
	Anemia
	

	Cardiovascular/Heart
	
	High Blood Pressure
	

	Gastrointestinal
	
	Low Blood Pressure
	

	Anorexia
	
	Arteriosclerosis
	

	Diabetes
	
	Gall Bladder
	

	Diarrhea
	
	Acidity
	

	Constipation
	
	Acidity
	

	Menopause
	
	Overweight
	

	PMS
	
	Fever
	

	Colic/Abdominal Pain
	
	Sinus
	

	Abdominal Distension
	
	Environmental Allergies
	

	Mouth
	
	Asthma
	

	Stomach
	
	Bronchitis
	

	Small Intestine
	
	Food Allergies
	

	Ulcers
	
	Addiction
	

	Colon
	
	Epilepsy
	

	Rectum
	
	Cancer
	

	Blood
	
	Tumors
	

	Urine
	
	Female Reproductive
	

	Parasites
	
	Male Reproductive
	

	Metabolic/Endocrine
	
	Skin Disorder
	

	Hemorrhoids
	
	Epstein Barr
	

	Hernia
	
	Nose
	

	Edema
	
	Throat
	

	Hyperthyroid
	
	Eyes
	

	Hypothyroid
	
	Ears
	

	Gout
	
	Arthritis
	

	Cholesterol
	
	Rheumatism
	

	Head
	
	Headaches/Migraines
	

	Emotional
	
	Worry, Fear, Anxiety, Nervous
	

	Anger, Impatience
	
	Lethargy
	

	Immune System
	
	Nervous System
	

	HIV/AIDS
	
	Muscles
	

	Bones
	
	Other:…………………………….
	


Please provide as much information as possible to the following questions; 
the more information we have about you the more thorough we can be with 
your consultation (use as many blanks as needed):

List any serious Childhood Diseases………………………………………………..

………………………………………………………………………………………………

List any Medications, Vitamins, Minerals, Herbs, etc. you are taking………….
……………………………………………………………………………………………….

List any Genetic Heredity Disease in you family……………………………………
……………………………………………………………………………………………….

Do any family members have Addiction Problems (e.g. alcohol or drugs)…….
………………………………………………………………………………………………..

Have you experienced any Physical or Emotional Abuse in your life…………..

………………………………………………………………………………………………..

What is your Current Job or Profession………………………………………………
………………………………………………………………………………………………..

How do you feel about your Job or Profession, (e.g. love, hate, it is ok etc.)…

………………………………………………………………………………………………..

How do you feel about your Family/Social Life……………………………………..
………………………………………………………………………………………………..

Is your life Spiritual……………………………………………………………………….
………………………………………………………………………………………………..

………………………………………………………………………………………………..

Is your life Purposeful……………………………………………………………………

……………………………………………………………………………………………….

……………………………………………………………………………………………….

Age…………………………………………………………………………………………..
Marital Status………………………………………………………………………………

Number of Children and Ages………………………………………………………….

Please take the time to list food and drink that you currently ingest on a 
regular basis …......................................................................................................
………………………………………………………………………………………………

Upon completion of this exam, please save it to your computer.  Email it to us at the following address.  Thank you for your responses.
Natural Obsessions
406-871-2515

naturalobsessions@hotmail.com

Disclaimer:  The information at Natural Obsessions is in no way intended to substitute for health consultations with licensed practitioners. Natural Medicine, Nutrition, Energy Resources, Spiritual Advice, and Dance Instruction are for health-building and health-maintenance which have been used for centuries in various countries and cultures.  Furthermore, our products and services are not intended to diagnose, treat, cure or prevent disease.  Always consult with your health provider before utilizing any of our services, especially if pregnant, lactating, on medication, or under the age of 18.  

