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‘‘Yoga is the process of replacing old patterns with new and more 
appropriate ones”- Sri Tirumalai Krishnamacharya 

 
Welcome to Chez Nous Chez Vous with Mélanie Ruffié and thank you for your interest 

in Yoga Therapy. Before our first session, please complete the form below and return it 

via email to cheznousvous@gmail.com. Please feel free to not answer any questions that 

might make you feel uncomfortable.  

 

Please note: All information on this form is kept confidential. 

 

REGISTRANT DETAILS: 

1. Full Name: ________________________________________________________________________  

2. Phone Number: __________________________________________________________________ 

3. Email: _____________________________________________________________________________ 

4. Date of Birth and Current Age: _________________________________________________ 

5. Emergency Contact and Relationship: _________________________________________ 

 

Have you practiced yoga before?          YES       NO 

If YES, for how long?          Less than 1 year           1-3 years          3-5 years         More than 5 years 

Which style(s) of yoga? 
__________________________________________________________ 

What are your reasons for practicing Yoga/ Yoga Therapy? 

_____________________________________________________________________________ 

 

Have you practiced meditation?        YES      NO 

Please explain your goals:  

_____________________________________________________________________________ 

mailto:cheznousvous@gmail.com
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Have you had any experience with traditional or alternative complimentary therapies?  

 Physiotherapy  Psychotherapy  Naturopathy   Reiki 

 Acupuncture    Homeopathy  Breath work 

 EMDR   Other: ______________________________________ 

 

Annamaya-Physical Body 

Are you currently experiencing any persistent pain, and/or experiencing any of the 
following therapeutic conditions and suffer from any symptoms linked to: (check all 
applicable boxes) 

 Asthma       Low blood pressure 

 High blood pressure      Muscular injury 

 Heart / Circulatory Problems   Joint injury (ankle, knee, hip, elbow, shoulder) 

 Neck / Back / Spine injury     Recent surgery 

  Nervous System (anxiety/ nerve pain)          Immune system 

 Hormones         Reproductive System (menstruation, menopause) 

  Thyroid           Urinary system (incontinence) 

 

How long has the condition existed and how it affects your day to day life: 

_____________________________________________________________________________ 

 
Please list any medications and/or supplements that you are currently taking: 

_____________________________________________________________________________ 

 
How does your body feel? Are there functional movements that are more challenging?  
 

Bend forward Stretch Twist at the waist 

Bend backward Lift heavy loads  Sitting for long periods 
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       Standing for long periods 

 

Other: _____________________ 

Kneeling 

 

 

 

   

What relieves and reduces the pain? 

_________________________________________________________ 

 

What causes the pain the increase? 

_________________________________________________________ 

 

How much better do you think you can feel? 

_________________________________________________________ 

 

Lifestyle 

What is your occupation?     Do you enjoy it?  YES NO 

____________________________________ 

 

Do you have any hobbies? If yes, list them. 

_____________________________________ 

 

What kind of exercise are you currently doing?     

______________________________________               high intensity    medium 

 Low intensity 

How often in a week?  0-2   2-4 4-6+ 

 

On a scale of 1-10, 1 less and 10 high intensity, please rate your current stress level. 
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1     2     3     4     5     6     7     8     9     10 

Please list any stress that you may experience in your life. How do you manage and release 

stress in your life? 

____________________________________________________________________________ 

 
Food 
 
What types of food do you eat?  
 

   Greens      Carbs  Meat/Fish     Junk food  Sugar    

   Fruits  Grains 

 
Do you struggle with your weight or diet?  YES NO  
 
How is your digestion, on a scale of 1-10, 1 not great and 10 great: 
 

1     2     3     4     5     6     7     8     9     10 

 

How are your energy levels throughout the day? Energetic/ Tired 

 Low  Medium  High 

 Non-existent   Adequate  Too high 

 

Describe your general mood (positive, negative, moody): 

Positive Negative  

Happy Reserved  
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Sleeping Patterns 

How many hours do you sleep each night?  

 

Less than 4 4-6  6-8  More than 8 

    

What time do you go to bed and wake up? ____________________________________ 

Do you experience insomnia?         YES        NO 

 

Manomaya – The Mind 

How is your short term and long term memory?  

 Very poor  Poor Medium 

 Good  Very good  Excellent 

   

Vijnānamaya –Higher Mind - Personality  

What motivates you to live life fully? ____________________________________ 

How do you view your life experiences? _________________________________ 

Are you adaptable/ flexible/going with the flow?  YES NO 

 

What old patterns/habits are you carrying around that affect your ability to be happy in 

your life? Which new habit would you like to implement in your life? 

________________________________________________________________ 

 

How do you view your communication skills? 

Very poor  Poor  Medium 

 Good Very good  Excellent 

 


