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Lifestyle Profile for Yoga Practice Evaluation
Please fill pages 4-6 of this form daily for 3 weeks (see example in the end, pages 7-8) and then complete page 1 and 2 at the end of three weeks.  Please take a printed copy for discussion with the yogi.  Please email a copy at least 3 days before the appointment to rnarayanan.us@gmail.com.   (As you fill this, if the format, page numbering changes, it is OK.)
Name:






Email:

________________________________________
_______________________________________


Address:







    Phone:

_____________________________________________________   
_____________________

A. Waking and Sleeping Timing on Weekdays, Fridays, Saturdays and Sundays:

Mon – Thu:  Wake _______ 
Sleep ________; Comment: __________________________________

Friday:      Wake _______ 
Sleep ________; Comment: __________________________________
Saturday:  Wake _______ 
Sleep ________; Comment: __________________________________
Sunday:    Wake _______ 
Sleep ________; Comment: __________________________________
Exceptions, Other Comments:

B. Meals & Eating Habits – Number of meals daily: _______; fill as appropriate below.
Meal 1

When (time): ________; What (food): _________________________________________________
Any comments: ___________________________________________________________________
Meal 2

When (time): ________; What (food): _________________________________________________

Any comments: ___________________________________________________________________

Meal 3

When (time): ________; What (food): _________________________________________________
Any comments: ___________________________________________________________________

Meal 4

When (time): ________; What (food): _________________________________________________

Any comments: ___________________________________________________________________

Meal 5

When (time): ________; What (food): _________________________________________________

Any comments: ___________________________________________________________________

Exceptions,  Other Comments:

C. Any regular exercise, rituals or other practices (anything including sports, reading, music, any other arts, watching TV, etc.)
Describe time of activity, duration and nature of interaction in each activity and its regularity separately:

1. ___________________________________________________________________________
___________________________________________________________________________

2. ___________________________________________________________________________
___________________________________________________________________________

3. ___________________________________________________________________________
___________________________________________________________________________

4. ___________________________________________________________________________
___________________________________________________________________________

5. ___________________________________________________________________________
___________________________________________________________________________

6. ___________________________________________________________________________
___________________________________________________________________________

7. ___________________________________________________________________________
___________________________________________________________________________

8. ___________________________________________________________________________
___________________________________________________________________________

9. ___________________________________________________________________________
___________________________________________________________________________

10. ___________________________________________________________________________
___________________________________________________________________________

D. Describe any health problem or any concern you may have and indicate how you are handling it now
E. Describe your day from waking up through going to sleep noting any differences on different days of the 7 days of the week.  Also describe your frequency of travel, vacation and other changes that disrupt this routine.
What is your Yoga Objective?  Rate your importance of each objective below by circling a number (if using computer, use shading, bolding or colored font to indicate choice):






Not important


              Very important






--------------------------------------------------------------

Good health




0
1
2
3
4
5


Peace of mind




0
1
2
3
4
5

Develop intuitive, psychic abilities

0
1
2
3
4
5

Experience nature of existence and

0
1
2
3
4
5

answer the question of ‘who I am’

Other: ____________________________
0
1
2
3
4
5

Recommendations after discussion with Yoga Instructor:

1. What activities can be made into a yoga experience to meet your objective?

2. What activities can be removed from life to enhance the quality of life?

3. What activities can be introduced to form a daily and weekly discipline?

WEEK-1 – Detailed Log – Enter Dates here: From____________ to ___________.
	Activity
	Sun

Day-1
	Mon

Day-2
	Tue

Day-3
	Wed

Day-4
	Thurs

Day-5
	Fri

Day-6
	Sat

Day-7

	Sleeping Time previous night
	
	
	
	
	
	
	

	Waking Time
	
	
	
	
	
	
	

	Sleep Quality:

1. How quickly fall asleep?
2. Any disturbed sleep?

3. Dream?

4. Waking up fresh or tired?
	
	
	
	
	
	
	

	Physical Exercise
	
	
	
	
	
	
	

	Any Other Practice or Ritual
	
	
	
	
	
	
	

	Any food,   beverage consumption - 1
	
	
	
	
	
	
	

	Any food,   beverage consumption - 2
	
	
	
	
	
	
	

	Any food,   beverage consumption - 3
	
	
	
	
	
	
	

	Any food,   beverage consumption - 4
	
	
	
	
	
	
	

	Any food,   beverage consumption - 5
	
	
	
	
	
	
	

	Any food,   beverage consumption - 6
	
	
	
	
	
	
	

	Any food,  beverage consumption - 7
	
	
	
	
	
	
	


WEEK-2 – Detailed Log – Enter Dates here: From____________ to ___________.
	Activity
	Sun

Day-8
	Mon

Day-9
	Tue

Day-10
	Wed

Day-11
	Thurs

Day-12
	Fri

Day-13
	Sat

Day-14

	Sleeping Time previous night
	
	
	
	
	
	
	

	Waking Time
	
	
	
	
	
	
	

	Sleep Quality:

1. How quickly fall asleep?
2. Any disturbed sleep?

3. Dream?

4. Waking up fresh or tired?
	
	
	
	
	
	
	

	Physical Exercise
	
	
	
	
	
	
	

	Any Other Practice or Ritual
	
	
	
	
	
	
	

	Any food,   beverage consumption - 1
	
	
	
	
	
	
	

	Any food,   beverage consumption - 2
	
	
	
	
	
	
	

	Any food,   beverage consumption - 3
	
	
	
	
	
	
	

	Any food,   beverage consumption - 4
	
	
	
	
	
	
	

	Any food,   beverage consumption - 5
	
	
	
	
	
	
	

	Any food,   beverage consumption - 6
	
	
	
	
	
	
	

	Any food,  beverage consumption - 7
	
	
	
	
	
	
	


WEEK-3 – Detailed Log – Enter Dates here: From____________ to ___________.
	Activity
	Sun

Day-15
	Mon

Day-16
	Tue

Day-17
	Wed

Day-18
	Thurs

Day-19
	Fri

Day-20
	Sat

Day-21

	Sleeping Time previous night
	
	
	
	
	
	
	

	Waking Time
	
	
	
	
	
	
	

	Sleep Quality:

1. How quickly fall asleep?
2. Any disturbed sleep?

3. Dream?

4. Waking up fresh or tired?
	
	
	
	
	
	
	

	Physical Exercise
	
	
	
	
	
	
	

	Any Other Practice or Ritual
	
	
	
	
	
	
	

	Any food,   beverage consumption - 1
	
	
	
	
	
	
	

	Any food,   beverage consumption - 2
	
	
	
	
	
	
	

	Any food,   beverage consumption - 3
	
	
	
	
	
	
	

	Any food,   beverage consumption - 4
	
	
	
	
	
	
	

	Any food,   beverage consumption - 5
	
	
	
	
	
	
	

	Any food,   beverage consumption - 6
	
	
	
	
	
	
	

	Any food,  beverage consumption - 7
	
	
	
	
	
	
	


WEEK-1 – Sample Table : Week Dates: From Jan 29, 2006 to Feb 4, 2006
	Activity
	Sun

Day-1
	Mon

Day-2
	Tue

Day-3
	Wed

Day-4
	Thurs

Day-5
	Fri

Day-6
	Sat

Day-7

	Sleeping Time previous night
	11.00 pm
	11.00 pm
	10.30 pm
	11.00 pm
	12.30 am
	11.00 pm
	1.00 am

	Waking Time
	8.30 am
	5.20 am
	6.30 am
	6.00 am
	6.00 am
	5.20 am
	6.30 am

	Sleep Quality:

1. How quickly fall asleep?
2. Any disturbed sleep?

3. Dream?

4. Waking up fresh or tired?
	Couldn’t get to sleep; took at least 20 mins to calm down from laughing so much watching funny movie; no dreams
	Sound sleep – no dreams
	Sound sleep –  dreams – don’t remember them
	Sound sleep – dreams – don’t remember them 
	Sound sleep – no dreams – effort to get up and funny feeling in throat
	Sound sleep – no dreams
	Sound sleep – no dreams –slept for two hours in afternoon and dreamt intensely about some man escaping or doing sthg.

	Physical Exercise
	None
	0.5 hr (1.6 miles) – walk, run, jog.
	None
	None
	None 
	40 mins (2.0 miles) – walk, run, jog.
	Little yoga

	Any Other Practice or Ritual
	1 hr  - face work.  Did continuous TC thruout day
	Kapalabathi, ujjayee, TC 0.5 hr. 
	Kapalabathi, ujjayee, TC 0.5 hr.
	40 mins in the morning – energy merge
	40 mins in the morning.  
	Kapalabathi, ujjayee, meditaion 0.5 hr.
	Yoga session with group

	Any food,   beverage consumption - 1
	7am – saffron tea
	8.45am – wheat muffiin w_butter_jam, strawberries
	9am – wheat muffiin w_butter_jam, strawberries
	7.00am – saffron tea
	8.15am – herb tea, wheat muffin
	8.00am – some cherries, saffron tea
	7.30am – herb tea, wheat muffin

	Any food,   beverage consumption - 2
	11am – tea, plain wheat muffin
	10.45am – tea
	11am – tea
	10.30am – tea, wheat muffin
	12.30pm – small pasta, veg salad with 1 pce wheat bread
	8.30am – bowl of oatmeal with blueberries
	11.00pm – apples, canteloupe

	Any food,   beverage consumption - 3
	1.45pm – little rice, mix veg lentil soup, artichoke hearts
	11.30am – small pasta, veg salad with little bread. 
	12.30 – small pasta, veg salad with 1 pce corn bread
	12.30pm – veg lasagna, ratatouille(onions&garlic), zucchini

Throwing up sensation later
	4pm – coffee
	9am – some cherries, strawberries
	12.30pm – 1.5 corn on the cob, rice, eggplant-squash curry, mixture, lentil soup, yogurt

	Any food,   beverage consumption - 4
	3.30pm – 4 clementines
	3pm – coffee

	4.15pm – 4 clementines
	6.30pm – tortillas, cheese, veg mixture
	5.30pm – 4 clementines
	11.45am – 0.5 bowl strawberries, juice
	1.45pm – 1 pc dark chocolate

	Any food,   beverage consumption - 5
	8.15pm – rice, potato leaf curry,  yogurt
	5pm – 3 clementines
	8.15pm – rice,  , mixture, yogurt, corn on cob, 0.5 pastry w_fruit
	8.30pm – fruit punch
	9pm – rice, beans curry, eggplant-squash curry, yogurt
	3.00pm – little dates and trail mix
	4.00pm – tea

	Any food,   beverage consumption - 6
	9pm – bowl of cherry jelly
	9.45pm – rice, lentil soup, potato leaf curry, yogurt 
	
	
	
	6.30pm – tea, sweetened cereal
	4.30pm – bowl of cantaloupe

	Any food,   beverage consumption - 7
	
	10pm – little Ben n Jerry’s ice cream
	
	
	
	9.30pm – plain fruit salad
	5.00pm – corn on the cob








Update of July 18, 2006 ver on Aug 24, 07
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