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AYURVEDA . YOGA . WELLNESS 

Initial Appointment Instructions 
 
Please bring completed preliminary forms for your appointment. In addition, please provide 
your Medical History in the "Notes" along with specific Medications,  Herbs, Vitamins, and/or 
other supplements you are currently taking. Your most recent blood work and hormone panels 
are also acceptable and can be used as a useful tool.  
 
Note: Your initial consult is generally 1.5-2 hours in duration.  An Ayurvedic consultation is a 
comprehensive exam aimed at uncovering the root cause of what ails you. Traditionally, 
Ayurvedic diagnosis is made through careful listening to a detailed health history and a physical 
exam that involves evaluating the pulse and tongue. An Ayurveda treatment plan can include 
anything ranging from lifestyle changes tackling emotional stressors to Ayurvedic herbs, 
supplements and remedies. Ayurveda is an inclusive Holistic Medicine System and thus we will 
integrate other integrative medical programs when and if necessary.  
 
NEXT STEPS: 
 
Please Complete: 
 
 A) preliminary forms, and bring originals with you. 
 B) bring the originals with you  
 C) write down a chronological history along with any medications, supplements and 
recreational substance you've taken in the last 90 days.  
 
Logistic Information: 
 
Appointments:  All Follow Up appointments, including remote appointments are made 7 days 
in advance. Plan to arrive  5-10 minutes early and stay few minutes late if needed.  Initial 
appointments generally last 1.5HR - 2HR. Future appointments are made at the end of each 
session. We require 48 hour cancellation notice for reschedule and 72 hour notice for 
cancellation. 
 
Preparation: Please wear comfortable clothes and avoid caffeine 2-3 hours prior to your 
appointment.  
 
Office Address: 2835 Camino Del Rio S., Suite 101 San Diego, CA 92108.  
 

Parking: Parking lot located in the front and rear of the office. Street Parking is also available.  
 
Payment: Due at the time of appointment. We accept all major Credit Cards, Checks, and Cash. 
You may also process your payment on PayPal as friends and family. 
 
For follow ups or specific questions, email is best. Text are acceptable for logistic details. Please 
allow 24 hours for a response.  
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APPOINTMENT AND CANCELLATION POLICY: Wholehearted Wellness excels in 
providing a timely visit for you. We keep an accurate schedule to honor your time as well as 
other patients’. We request our patients arrive 10 minutes early for their scheduled appointment. 
Your appointment will be considered “missed” if you arrive more than 10 minutes late and you 
may be asked to reschedule. If you need to cancel or reschedule your appointment, a 48 hour 
notice is required. If you miss your scheduled appointment without giving us the required notice, 
you  may be placed on our “Day of Only” policy (advance appointments are not given). If two or 
more missed appointments occur, appointments will have a $100.00 broken appointment charge.  

When I don’t show as scheduled, three people are hurt:  

1. I, the patient because I don't get the treatment I need.  

2. You, the therapist who now has space in their schedule since the time was reserved for me 
personally.  

3. Another patient who could have been scheduled for treatment if there had been proper notice 
from me.  

I _______________,  have read and fully understand the above appointment and cancellation 
policies and accept all provisions. 

 

Patient’s 
Name:________________________________________________________________________
____________Parent’s/Guardian’sSignature:_________________________________________
________________________Date:___________________ 
Relationship:______________________________________________________________  

The obligation you have with our practice is to pay for treatment, regardless of the amount that 
may or may not be reimbursed by your insurance company. The following financial provisions 
identify our policies governing insurance claims. •  In case of payment to our office is missed 
within 60 days, we will ask you to pay the balance due at that time.  

ASSIGNMENT OF BENEFITS AGREEMENT I have read and understand the above terms and 
conditions. 

Patient’s Name:____________________________________________________________________________ 

Parent’s / Guardian’s Signature:_______________________________________________________________ 

Date:____________________ Witness:_________________________________________________________ 
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INFORMED CONSENT TO RECEIVE COMPLEMENTARY HEALTH CARE 

1. An Ayurvedic consultation or therapies such as the wellness and detoxification program are no substitute for                 

medical care and offers no health warranties or guarantees of any kind. 

2. Always consult a physician before starting any Ayurvedic or yogic or health program. 

3. In subscribing to an Ayurvedic consultation with Deepika Dabhi or registering for classes, events and/or                

treatments at Wholehearted Wellness or in association with Deepika Dabhi at an affiliated center you agree you do                  

so at your own risk. 

4. This includes recommendations to Food, Health Supplements, Ayurvedic Treatments, Yoga Therapy or             

participation in any related activity such as Retreats or special events. 

5. You agree on behalf of yourself (and your personal representatives, heirs, executors, administrators, agents and                

assigns), to the maximum extent permitted by applicable law, to release and discharge us (and our affiliates,                 

employees, agents, representatives, successors and assigns) from any and all claims or causes of action (known and                 

unknown) arising out of your or our acts or omissions, including negligence. 

6. This waiver and release of liability includes, without limitation, injuries which may occur as a result of a) your                    

use of any equipment or facilities, b) any instruction and supervision received while at Dancing Shiva Yoga and                  

Ayurveda c) you're slipping and falling while in the studio or on the premises and/or d) therapeutic care in various                    

healing modalities. 

7. Wholehearted Wellness is not a medical facility. 

8. The National Institute of Health Office of Complementary and Alternative Medicine currently considers              

Ayurveda a form of complementary and alternative medicine in the United States. In the State of California,                 

Ayurveda is a non-licensed profession. Its practice was formally legalized under the passage of Senate Bill 577 in                  

January 2003. Ayurvedic Consultations are considered alternative or complementary to healing arts that are licensed               

by the State of California. 

9. No one in association with Wholehearted Wellness may recommend altering your treatments/prescriptions             

without the approval of your physician. 

10. The Practitioner may suggest that you speak to your doctor about reducing medications when he/she feels that it                   

is appropriate. 

11. This examination does not take the place of a medical evaluation. 

12. Your Practitioner may take your blood pressure, check pulse and other vital signs and perform some examination                  

techniques similar to a routine medical examination and is evaluating findings from an Ayurvedic viewpoint only                

and not from a Western medical perspective. 

*You acknowledge you have carefully read this form and release Dipika Dabhi and Wholehearted              

Wellness of all liabilities. You are agreeing to waive any right you may have to bring legal action to assert                    

claim against Dipika Dabhi and Wholehearted Wellness. 

 

Name_________________________________Signature____________________Date_______________ 
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PRACTITIONER-PATIENT ARBITRATION AGREEMENT 

Despite ________________________ (hereafter “Practitioner”)’s best efforts, a dispute may arise          
as to the medical services provided to you, _______________________ (hereinafter “Patient”). In the             
event you have any claim of medical negligence, unnecessary services, unauthorized services being             
performed, or any other claim against Practitioner, this claim will be arbitrated. The claim will not be                 
filed as a lawsuit in any Court of law. Both Practitioner and Patient, by signing this Agreement are                  
knowingly giving up their constitutional rights to have a claim be decided by a Court of law. 

Further, any claims which in any way relate to services (or lack of services) provided by                
Practitioner must be arbitrated. This includes claims which may be made by Patient’s family, estate,               
spouse, assignees, affiliates, representative or heirs. Both Practitioner and Patient intend for arbitration to              
be the exclusive remedy for any claim or claims which Patient, Patient’s representative, heirs, assignees,               
affiliates, or family may have against Practitioner. However, Practitioner has the right to attempt to               
collect any of his/her fee from Patient without waiving the right to compel arbitration of any medical                 
malpractice claim.  

Arbitration Process: 

The arbitration process will begin by written notice being received by Practitioner of Patient’s              
claim. Both Practitioner and Patient will select an individual to serve as an Arbitrator within 30 (thirty)                 
days of the written notice of claim being received by Practitioner. The two Arbitrators will then jointly                 
select a neutral third Arbitrator within 30 (thirty) days. Practitioner and Patient may agree to have the                 
third Arbitrator then serve as the sole Arbitrator by dismissing the two original Arbitrators. If               
Practitioner and Patient are unable to agree on the neutral third Arbitrator serving alone, then all three                 
Arbitrators shall serve as a co-equal panel to determine the value, if any, of Patient’s claim(s). All notices                  
under this Agreement shall be sent by Practitioner and Patient and the Arbitrator by Certified Mail with                 
Return Receipt Requested or by Registered Mail. 

Practitioner shall pay the fees and expenses of the Arbitrator selected by Practitioner. Patient              
shall pay the fees and expenses of the Arbitrator selected by or on behalf of Patient. Practitioner and                  
Patient shall equally have and pay the fees and expenses of the neutral third arbitrator selected by the                  
Arbitrators named by Practitioner and Patient, and other expenses approved by the neutral Arbitrator; but               
those expenses shall not include attorney fees or witness fees or other expenses incurred by Practitioner or                 
Patient for the benefit of Practitioner or Patient.  

Practitioner and Patient agree that the Arbitrators shall have the immunity of a judicial officer               
from civil liability when acting in the capacity of Arbitrator under this Agreement.  

Practitioner and Patient have the absolute right to arbitrate separately the issues of liability and               
damages upon written request to the neutral Arbitrator (or Arbitration Panel). 

Practitioner and Patient agree that the law of the State of California applicable to health care                
providers shall apply to all disputes within this Arbitration Agreement. Both Practitioner and Patient may               
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bring before the Arbitrators a Motion for Summary Judgment. Both Practitioner and Patient may conduct               
discovery and take depositions without the approval of the Arbitrators. 

All Patient claims that are based on the same course of treatment by Practitioner shall be                
arbitrated in one arbitration proceeding. Patient claims shall be forever barred if they would have been                
barred, under the laws of the State of California, on the date Practitioner is notified of the claim by Patient                    
or if Patient fails to pursue the claim in compliance with the provisions of this Arbitration Agreement with                  
reasonable diligence. 

This Agreement may be revoked by written notice delivered to Practitioner by Certified Mail              
with Return Receipt Requested or Registered Mail within 30 (thirty) days from the date this Agreement is                 
signed by Patient. 

It is the intent of this Agreement to include all medical services rendered to Patient by                
Practitioner at any time for any condition. 

It is the intent of this Agreement that the decision as to any dispute arbitrated agreed by the                  
majority of the Arbitrators shall be a full final and complete and legally enforceable decision. The                
arbitration decision shall be sent by Certified or Registered Mail by the neutral Arbitrators to the                
Practitioner and to the Patient.  

For any matter not expressed in this Agreement, the Arbitrators shall be governed by the laws of                 
the State of California relating to arbitration. 

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining              
provisions shall remain in full force and effect. 

Practitioner and Patient, or Patient’s qualified representative, agree to this Practitioner-Patient           
Arbitration Agreement, and Patient has received a copy signed by Practitioner, or his authorized              
representative, this __________ day of _________________________, 2016. 

 

NOTICE: BY SIGNING THIS CONTRACT, THE PATIENT AGREES TO HAVE ANY ISSUE OF             
MEDICAL MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND PATIENT AND         
PRACTITIONER ARE GIVING UP THEIR RIGHT TO JURY OR COURT TRIAL. 

By: _________________________________ Date:_____________________ 
       (Practitioner or Authorized Representative) 
 

 

By: _________________________________ Date:_____________________ 
       (Patient or Patient’s Qualified Representative) 
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Thank you for coming. Please help us provide you with a complete evaluation by taking the time to fill out this questionnaire carefully. All 

your information will be confidential. If you have questions, please ask. Thank you. 

New Patient Intake 
Name 

______________________________________________________________________________Date____________

______ 

Sex   F   M Marital status _____ # of children

                                                                                                                                        Date of 

birth_________________ Age__________ Occupation  

Main phone #_________________________________________  Other phone 

#________________________________________  

E-mail address _______________________________________    Allow email contact by Wholehearted Wellness   

Yes   No 

Emergency contact name & phone _____________________________________________  

Address: Street _____________________________________________City ___________________State ________ 

Zip__________  

Family physician/ chiropractor 

_________________________________________________________________________________ 

Have you ever been treated by Ayurvedic Practitioner before?  

How did you find out about our clinic? Whom may we thank for referring you?  

 
Health Concern(s)Please list your top three health concerns in order of priority. 

1. _______________________________________________________________________________

______ 

2. _______________________________________________________________________________

______ 

3. _______________________________________________________________________________

______ 

Treatment Goals: (Please Circle One)      Maintenance           Resolve Symptoms-Fix Cause          Optimal-Health/ 

Wellness 

What diagnosis, if any, have you received for this problem?  

When did this problem begin? _____________ What are the causes of this problem?  

To what extent does this problem interfere with your daily activities (work, sleep, sex, etc.)?  

What kind of treatment have you tried?  

What makes this problem worse? _________________________What makes this problem better?  

Is there anybody in your family with the same/similar problems? __________ Remarks and additional information:  
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Medical History (Please include the month/year when the event occurred or when the diagnosis was established) 

Surgeries: ___________________________________________ Hospitalization:  

Significant trauma: (auto accidents, sports injuries, etc)  

Allergies: (drugs, chemicals, foods, environmental)  

DIAGNOSIS SELF FAMILY DIAGNOSIS SELF FAMILY 

Alcoholism   Heart Stent or Pacemaker   

Anemia   Hepatitis   

Arthritis   High Blood Pressure   

Breathing Problems   Seizures   

Cancer (what type)   Thyroid Disease   

Depression or Anxiety   Tuberculosis   

Digestive Disorders   Venereal Disease   

Emotional Disorders   Other   

 

 

 

Medicines taken within the last two months (including vitamins, OTC drugs, herbs, etc., and their dosages): 

______________________________________________________________________________________________

_________________ 

Occupation : _______________________________ Do you usually work   indoors   outdoors?  Occupational stress 

(chemical, physical, psychological, etc): 

_____________________________________________________________________________________________ 

Personal Height__________ Weight now_________ Weight one year ago______ Weight maximum _________ 

@Year _____________ 

 

Habits Do you smoke ?   Yes   No What? ____________________How many per day? __________ Since when? 

____________________ 

Please describe any use of drugs for non-medical 

purposes:______________________________________________________________ 

Do you exercise regularly   Yes   No  How many times a week? 

____________________________________________________________ 

How many hours do you sleep in general? ___________ What time do you usually go to bed? 

__________________________________ 

Are you healthier today than you were 5 years ago?   Yes   No 

Why?_______________________________________________________ 

 

All Copyrights Reserved by Deepika Dabhi  © 2017 

619-292-6460  | info@wholeahearted-living.com 



Wholehearted Wellness 

 
AYURVEDA . YOGA . WELLNESS 

Diet  How much coffee do you drink? _______cups/day    Colas ________number/day    Tea _______ cups/day 

_____________ 

What kind of alcoholic beverages do you usually drink, if any? ____________ Average number of drinks/week? 

______________ 

How much water do you drink per day? __________________ 

Are you a vegetarian?   Yes   No   Yes, but not so strict.   Pesco   Lacto   Ovo   Vegan   

Do you eat a lot of spicy food?   Yes   No Do you have any dietary restrictions?   Yes   No 

_______________________________ 

Remarks and additional information (e.g. 

diet)____________________________________________________________________ 

Please describe your average daily diet (Please be as specific as possible): 

Morning 

______________________________________________________________________________________________

_____ 

Afternoon 

______________________________________________________________________________________________

____ 

Evening 

______________________________________________________________________________________________

______ 

Snacks 

______________________________________________________________________________________________

_______ 

Indicate pain or discomfort with:  
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Sharp • Dull X Tingle ::: Burn Δ Cramp + Numb = Cold O

 

 

 

Please check if you have or have had (in the last three months) any of the following diseases or conditions. 

 

General   Poor appetite   Poor sleep   Fatigue   Fevers   Chills   Night sweats   Sweat easily   Tremors   Cravings   Change 

in appetite   Poor balance   Bleed or bruise easily   Localized weakness   Weight loss   Weight gain   Peculiar tastes   

Desire hot food   Desire cold food   Strong thirst (cold or hot drinks)   Sudden energy drop (What time of day) 

_______________ 

Favorite time of year ___________ Worst time of year _________ 

 

Skin & hair   Rashes   Ulcerations   Hives   Itching   Eczema   Pimples   Acne   Dandruff   Dry skin   Recent moles  

  Loss of hair   Purpura   Change in hair or skin texture   

Other?_______________________________________________ 

 

Musculoskeletal   Neck tightness   Neck pain   Shoulder pain   Hand/wrist pain   Elbow pain   Back pain   Hip pain   Knee 

pain   Pain/soreness in the muscles   Muscle weakness   Joint disorders   Tremors   Cold hands/feet   Swelling of 

hands/feet   Hernia   Numbness   Tingling   Paralysis   Joint Sprain   Difficulty walking   Spinal curvature:   Cervical   

Thoracic  

All Copyrights Reserved by Deepika Dabhi  © 2017 

619-292-6460  | info@wholeahearted-living.com 



Wholehearted Wellness 

 
AYURVEDA . YOGA . WELLNESS 

  Lumbar   Other? 

____________________________________________________________________________________ 

 

Head, eyes, ears, nose, and throat   Dizziness   Concussions   Migraines   Glasses/lens   Eye strain   Eye pain  

  Color blindness   Night blindness   Poor vision   Cataracts   Blurry vision   Earaches   Ringing in ears   Poor hearing  

  Spots in front of eyes   Sinus problems   Nose bleeding   Sore throat   Grinding teeth   Teeth problems   Facial pain 

  Jaw clicks   Sores on lips/tongue   Difficulty swallowing   Other? 

_____________________________________________ 

 

Cardiovascular   High blood pressure   Low blood pressure   Chest pain   Palpitation   Fainting   Phlebitis   Irregular 

heartbeat   Rapid heartbeat   Varicose veins   Other? 

________________________________________________________________ 

 

 

Respiratory   Cough   Coughing blood   Shortness of Breath   Wheezing   Difficulty breathing   Bronchitis   Pneumonia  

  Chest pain/ tightness/ congestion   Production of phlegm – What color? 

________________________________________ 

 

Gastrointestinal   Nausea   Vomiting   Diarrhea   Constipation   Gas   Bloating   Belching   Black stools   Blood in stools  

  Indigestion   Bad breath   Rectal pain   Hemorrhoids   Abdominal pain/cramps   Gallbladder problems   Parasites  

  Chronic laxative use Bowel movements: Frequency _______ Color ______ Odor ______ Texture/ Form 

_____________ 

 

Neuro-psychological   Loss of balance   Lack of coordination   Concussion   Poor Memory   Poor Concentration  

  Difficulty Making Decisions   Speech problem   Depression   Anxiety   Stress   Short temper   Mood Swings   Bi-polar  

  Other? 

_____________________________________________________________________________________________ 

Genito-urinary   Painful urination   Frequent urination   Blood in urine   Urgency to urinate   Kidney stones  

  Unable to hold urine   Dribbling   Pause of flow   Frequent urinary tract infection   Genital pain   Genital itching  

  Genital rashes   STD   Other? 

__________________________________________________________________________ 

 

Female   Frequent vaginal infections   Pelvic infection   Endometriosis   Vaginal/genital discharge   Fibroids   Ovarian 

cysts  

  Regular periods   Clots   Pain/cramps prior/during periods   Breast tenderness   Breast Lumps   Fertility Problems  

  Hot flashes   Moodiness related to periods   Hysterectomy/ ovaries removed 
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First date of last period ________________ Age of first period ______ Duration of periods ______days, cycle ____ 

days 

______ Number of pregnancies ______ Number of births ______ Miscarriages ______ Abortions ______ 

Premature births ______  

C-section ______ Difficult delivery______ 

Do you practice birth control ?   Yes   No. If yes, what type and for how long? 

________________________________________ 

If you’re on birth control pills, what are you taking and for how long? 

________________________________________________ 

 

Male   Prostate problems   Discharge   Erectile dysfunction   Ejaculation problems   Frequent seminal emission  

  Fertility problems   Painful/swollen testicles   Other 

___________________________________________________________ 

 

I have completed this form correctly to the best of my knowledge. 

 

Signature:   Adult Patient   Parent or Guardian   Spouse 

 

________________________________________________________ 

Signature Date 

 

Are there any other health issues you want to discuss with us? 
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