THE AYURVEDIC CENTRE
HIMALAYAN INSTITUTE HOSPITAL

SWAMI RAM NAGAR 

DEHRADUN – 248140

Client information form
Name:
------------------------



Date of Birth: ---------------------------
Address: ----------------------



Telephone: ------------------------------

City/State  ---------------

Occupation: ------------------

General Health Condition:



Blood Pressure: -------------------------

1 Have you had any serious/chronic illness/infection or traumatic accident? ------
2 Are you in recovery for addiction or abuse? -----------------------------------------

3 Are you under treatment of any doctor or health practitioner? --------------------
If so, for what condition (s)? ------------------------------------------------------------
4 Are you on any medication? ------------------------------------------------------------
If so, give details. ------------------------------------------------------------------------

Details of Consultant Physician/Surgeon:
Name-----------------------------------------

Address---------------------------------------

Telephone------------------------------------


5   Why do you want to opt for our services? (For therapeutic treatment /Rejuvenation/

                  Wellness etc.)-----------------------------------------------------------------------------
6 What is your expectation to achieve from our work? -------------------------------

7   Had you any Panchakarma therapy session before? ----------------------------------
     If so, when, by whom and where? -----------------------------------------------------
8   From where did you get the details about our services? ----------------------------

9   Were you referred to the centre? -------------------------------------------------------

      By whom? --------------------------------------------------------------------------------

I have completed this information from the best of my knowledge.  I understand the Panchakarma Therapy is designed to be a health aid for promoting my health, rejuvenation and will help me in improving my health status.

Date:







Signature:

