[image: image1.jpg]ew /75l
flidlicd





COMPLETE CONFIDENTIALITY: All information on this form will be kept strictly confidential.
Name: ________________________________________________       Date: ____________
Address: __________________________________________       Apt. #________________
City: ___________________________________________ State: _____    Zip: _________ 
Email: ____________________________________________________________________
Phone: Home (____)___________ Cell(____)____________ Work (____)______________
Date of Birth: _____________ Age: _____   Sex: M  /  F   Marital Status: S  M  D  S  W
Name of Spouse/Partner: _______________________________________________________
Name and ages of Children: _____________________________________________________ 
Employer: ___________________________Occupation:______________________________
Hobbies: _____________________________________________________________________
Hours per week: At work:  ________ At home:  ____________ Doing hobbies: __________
Contact Lens: During hypnosis, your eyes may be closed for extended lengths of time.  If your contacts will cause eye irritation, please remember to bring a lens holder and solution so you can remove them just before hypnosis. 
Do you have a hearing problem? _____    Please tell me so I can position you for optimal hearing.  If you normally wear a hearing aid, use it as you will have your eyes closed and will not be able to lip-read during a session.  Please advise me if you cannot hear in both ears.
How did you hear about me?  Internet ___________   Referral __________ Other__________ 
Cancellation Policy: Your appointment time is reserved exclusively for you.  Please arrive promptly to obtain your full session.  A minimum of 24-hours cancellation notice is required, or the appointment fee is expected to be paid in full.  If you must cancel or reschedule an appointment due to an emergency, please notify me as soon as possible.  Thank you for your consideration.
Confidentiality:  Anything discussed in a therapeutic session is held in strict confidence.  Your information will not be released to anyone without written authorization from you, except as provided for by law.  You have a right to review your own records. 
Important!  Hypnotherapists are required by law to report to Authorities any information regarding illegal activities that may involve the threat of harm to you or others.  This can include suicide, child abuse, elder abuse, etc.
Therapeutic Philosophy:   By using transformative tools that utilize the resources of your mind and body, hypnotherapists help people cope with the normal problems of everyday living.  Our primary approach uses the PAUSE Model of Hypnotherapy, which empowers clients to become aware of their limiting thoughts and behaviors.  PAUSE incorporates Hypnotherapy and other techniques to assist clients in eliminating negative or unwanted habits, facilitate learning, improve memory, increase concentration, develop self-confidence, eliminate anxiety, improve athletic ability, and reduce stress.  

You can learn more about PAUSE on the web at http://P-A-U-S-E.com. 
Hypnotherapy is a form of vocational and avocational self-improvement, motivational coaching, and education.  As such, it is not considered a form of health care, psychotherapy, or counseling.  Despite research showing the value of Hypnosis and Hypnotherapy, by law, I am not able to make health benefit claims for my services.  
While the techniques and practices I utilize can reduce pain and discomfort, and are useful in improving certain health problems, for anything related to pain relief or other medical or mental issues I will need a written referral from a licensed medical, dental, or mental health professional.  All other issues may be self-referrals.
In this regard, as a Hypnotherapist and Coach:
1) I do not diagnose, treat or cure disease
2) I do not assess or evaluate Medical information 
3) I will determine if I am trained to work with your specific issues and, if not, I will refer you to other professionals
4) I am trained and certified in the skills of Hypnotherapy and its beneficial applications.
5) I utilize a number of modalities in my practice in conjunction with Hypnosis.
The benefits derived from our work together are relative to your participation.  There will be exercises, practices, and/or self-hypnosis sessions assigned as homework that you will be expected to employ in order to facilitate the quickest and most effective attainment of your goals. 
I have reviewed the above stated information.  I understand and accept the responsibilities of the Hypnotherapist/Client professional relationship that have been explained to me verbally and in written form.  Further, I agree to adhere to all of the above policies.
(Printed name) ______________________________________________________________
Signature __________________________________________________ Date ____________

INSTRUCTIONS:   Please fill out the following.  Further details can be discussed during the session.  
FILLING OUT THIS FORM IS ACTUALLY THE BEGINNING OF FINDING YOUR ANSWERS … SO PLEASE TAKE IT SERIOUSLY.
1. Your primary reason or goal for our work together: __________________________________________________________________
__________________________________________________________________
2. Other challenges or goals that may be slightly longer term: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
3. How will your life be different when you reach your goal(s)? 
__________________________________________________________________
__________________________________________________________________
	4.     Please rate the following issues, 1-5, where 1 is a small concern, 5 is a large concern

	Concern
	1 -  5
	Concern
	1 -  5

	lack of energy
	 
	poor health
	 

	nervousness
	 
	current illness
	 

	inability to relax
	 
	weight concerns
	 

	sadness / grief
	 
	compulsive overeating
	 

	anger / rage
	 
	alcohol abuse
	 

	stress / anxiety
	 
	cigarette smoking
	 

	shame /guilt
	 
	addictive/compulsive tendencies
	 

	fear
	
	nail biting
	

	sleeplessness
	 
	teeth grinding
	 

	nightmares
	 
	fear of heights
	 

	poor self-esteem
	 
	relationship challenges
	 

	lack of success
	 
	intimacy challenges
	 

	inability to focus attention
	 
	recent divorce
	 

	study challenges
	 
	abusive home situation
	 

	ringing in your ears
	
	death of a loved one
	

	other
	
	
	


Is there anything you would like to comment on concerning the above list?
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
5. Are you under the care of a physician now?  _____   If yes, last visit _________
Dr. Name: ________________________  Dr. Phone: __________________
6. List any current health problems: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
7. List any medications you are taking: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
8. If stress plays a role in your challenge, please describe the source of the stress. __________________________________________________________________
__________________________________________________________________
9. Do you think caffeine or other stimulants contribute to your situation? __________________________________________________________________
10. Do you think alcohol or other drugs contribute to your situation? __________________________________________________________________
__________________________________________________________________
11.  Sometimes we will do physical movement exercises – do you have any physical limitations or restrictions that I should be aware of?
__________________________________________________________________
__________________________________________________________________
12.  Are you experiencing any food challenges or addictions?
__________________________________________________________________
13. Please describe your typical diet:
Breakfast: _________________________________________________________
Lunch: ____________________________________________________________
Dinner: ___________________________________________________________
Snacks: ____________________________________________________________
Other:  ____________________________________________________________
14. Please describe your typical exercise routine:
__________________________________________________________________
__________________________________________________________________
15. Do you observe any religious or meditative practices? 
__________________________________________________________________
__________________________________________________________________
16.  Have you ever been hypnotized before? ______________________________ 
If so, on a scale of 0-10, where 10 is highly effective, how would you rate your experience?
17.  Do you know what your core Enneagram Type is?  __________
18.  Is there anything else I should know concerning our work together?
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
Thank you – everything here and in our sessions will be treated with upmost privacy.
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