Client Registration

Please answer all questions as completely as possible. Use this as a reflective tool. It will assist you in the process of setting your intention for healing. Use the back if needed.

General Information

Name: ______________________________   Date of Birth:_____________      Age:______  Address: __________________________________________________________Email__________
Zip Code_______ Work Phone_____________Cell_______________ Home Phone_____________
Occupation: ______________________ Employed By: ____________________________________
Employment Status: Full-time__ Part time__ Retired__ Unemployed__ Student__ Other______

Living Situation: Alone__  With Friends__  Parents__  Partner/Spouse__
Name of Partner/Spouse: _______________________   # of Children: ____
Names and Ages of Children living with you _____________________________________________
Emergency contact: _____________________Relation _________Phone ______________

Please list the reason you are here today and what you expect from our work together:

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
How were you referred? ____________________________________________________________

Psychological Health

Have you been in psychotherapy before? Yes___   No___
With whom 



Where                                                       Your Age

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________
Describe any other personal growth experiences you have had _______________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Have you ever been hospitalized for psychological problems? _____ When? __________________

Have you ever been suicidal? Yes___ No____     Attempted suicide? Yes___  No ____

Please provide some details_________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Physical Health

Please rate your physical health.   Excellent ___   Good___   Fair___   Poor___ 
My medical history (I have or have had):

                           IN THE LAST 3 MONTHS       IN THE PAST    AS A CHILD   FAMILY HISTORY
                          in THE LAST 3 MONTHS       IN THE PAST    AS A CHILD   FAMILY HISTORY

Allergies
(
(
(
(
Joint Pain  
……( ……….. (  ………..(   ……….. (    
Anxiety………...…..…..(     ………..(  ………..(   ………..( 
Kidney Disease ….…..( ….……..(  ………..(   ……….. ( 
Back Pain  ………..…..(     ………..(  ………..(   ………..( 
Liver Problems ..……..( .………..(  ………..(   ……….. ( 
Bruise Easily…..…..….(     ………..(  ………..(   ………..( 
Loss of Appetite…..…..( ………..(  ………..(   ……….. ( 
Cancer  .………..……..(     ………..(  ………..(   ………..( 
Lung Problems  ….…..( ….……..(  ………..(   ……….. (  

Constipation………..
(     ………..(  ………..(   ………..( 
Menopause  ….……....( ….……..(  ………..(   ……….. ( Depression …..…..…..(     ………..(  ………..(   ………..( 
Muscle Aches or Spasm..( ……..(  ………..(   ……….. ( Diabetes ……..…..….. (     ………..(  ………..(   ………..( 
Neck Pain……..…..…..(  ………..(  ………..(   ………..( 

Diarrhea  ……..…..…..(     ………..(  ………..(   ………..( 
Night Sweats….…..…..(  ………..(  ………..(   ………..( 

Emotional Outbursts ..(     ………..(  ………..(   ………..( 
Persistent Cough…..…(  ………..(  ………..(   ………..( 

Fatigue………..…..…..(     ………..(  ………..(   ………..( 
PMS     ………..…..…..(  ………..(  ………..(   ………..( 

Fertility Problems   …..(     ………..(  ………..(   ………..( 
Prostrate Problems…..(  ………..(  ………..(   ………..( 

Fever
(     ………..(  ………..(   ………..( 
Rheumatic Fever ...…..(  ………..(  ………..(   ………..( 

Frequent Colds or Flu.(     ………..(  ………..(   ………..( 
Self-Esteem Problems.(  ………..(  ………..(   ………..( 

Headaches
(     ………..(  ………..(   ………..( 
Sexual Concerns  ..…..(  ………..(  ………..(   ………..( 

Heart Disease ………..(     ………..(  ………..(   ………..( 
Stress   ………..…..…..(  ………..(  ………..(   ………..( 

HIV/AIDS ……………..(     ………..(  ………..(   ………..( 
Thyroid Problems ..…..(  ………..(  ………..(   ………..( 

Insomnia ……………..(     ………..(  ………..(   ………..( 
Weight Gain or Loss …(  ………..(  ………..(   ………..( 

Other medical condition(s) NOT on this list: ___________________________________________________
What happens to your body when you're stressed? _____________________________________________ Describe any chronic pain you experience ____________________________________________________ Previous surgeries_________________________________________________________Year _________
Previous broken bones_____________________________________________________ Year_________

Were you hospitalized as a child? ____   What for? ________________________Your Age at the time____

I regularly use these substances (Please write the specific name):

DAILY 
WEEKLY
MONTHLY    PRODUCT NAME




DAILY 
WEEKLY
MONTHLY    PRODUCT NAME

Antibiotics 
(
(
(    _________________
Insulin 

(
(
(    _________________
Anti-Depressants
(
(
(    _________________
Laxatives 
(
(
(    _________________ 
Anti-Anxiety
(
(
(    _________________
Minerals

(
(
(    _________________
Blood Thinners
(
(
(    _________________
Pain Relievers
(
(
(    _________________
Chemotherapy 
(
(
(    _________________
Sedatives 
(
(
(    _________________
Heart Medicine
(
(
(    _________________
Vitamins

(
(
(    ________________ Herbs or Homeopathic remedy (
(
(    _________________
Other 

(
(
(    _________________
I usually eat: ___________________________________________________________________

The following are a part of my life (to the degree indicated):
                 NONE
SMALL
MEDIUM
LARGE
NONE 
SMALL 
MEDIUM 
LARGE

NONE
SMALL
MEDIUM
LARGE

Alcohol
(
(
(
(
Exercise

(
(
(
(
Acupuncture

(
(
(
(
Caffeine
(
(
(
(
Fun

(
(
(
(
Bodywork

(
(
(
(
Nicotine
(
(
(
(
Meditation

(
(
(
(
Naturopathic Medicine(
(
(
(
Sugar
(
(
(
(
Chiropractic
(
(
(
(
Energy-Healing
(
(
(
(
I have fun in the following ways: ___________________________________________________​​​​​​​​​​​​​​​​​​​​​​

_____________________________________________________________________________

Please list your current and/or past health care providers (Medical, Body-work, Energy-work or others)

Name


 
Type of Practice

When


Satisfied with results?
_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Family History



Name



Age



Health Status Mother____________________________________________________________________________

Father____________________________________________________________________________
Siblings __________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Were your parents or caregivers: Abusive? ____   Alcoholic?____  Mentally Ill?_______

Please describe____________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Spiritual Health
Do you have a spiritual practice? _____If Yes, please describe ___________________________

_________________________________________________________________________________

Have you received Holistic or Energy-healing before? Yes ___ No____ 

If yes, describe your experiences. ___________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What is your deepest longing? _____________________________________________________

Is there anything else you would like me to know? _________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

