TRANSFORMATIONAL HYPNOSIS
INITIAL INTAKE FORM [image: ]
Name:									  Today's Date:				

How did you hear about us?
___friend   ___relative   ___website   ___internet search   ____healthcare referral 
___Other ________________________________Did you visit our website? __yes  ___no
Sex: Male________  Female_________  Other________________________________
Religious or Spiritual beliefs:______________________________________________________________

Place of Residence:__________________________________________________________________________
			Address 			City			State			Zip
Phone Number: (_____)_____________________________   (_____)____________________________
Cell					Other 
E-Mail:___________________________________________    Date of Birth:___________________
Place of Birth:_______________________________________________       Age:______________

Occupation:___________________________________   Employer:___________________________
Highest Level of Education:________________________________________________________________
**Medical Doctor:____________________________  Referring Physician:________________________
Have you ever undergone hypnosis before? (If so, when, why & with whom:)

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
MEDICAL HISTORY:
Have you been under physical or psychological treatment within the past two years?  ____Yes  No____
If so, describe.___________________________________________________________________________

** Doctor's Name._______________________________________   Phone:________________________

** Doctors Name:____________________________________   Phone:_________________________
Have you ever received professional services for an emotional/psychological problem? ____Yes  No____
If so, describe:_________________________________________________________________________
______________________________________________________________________________________
**Doctor's Name:  ________________________________________  Phone:_____________________
Are you taking any prescription medications?  ______Yes  ______No   (Attach List if needed) MEDICATION 	DOSAGE 	REASON 	HOW LONG?
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Have you been treated for: (Check all that apply) ___Diabetes  ___Epilepsy  ___Heart attack  ___Stroke
______Weight  ______Leg/Arm problems  ______  Vision______  Stomach/IBS/UC  ______Respiratory problems  _______Headaches/Migraines, 
Other: (Describe)
_______________________________________________________________________________________________
_______________________________________________________________________________________

Do you smoke?  _____Yes  _____No   # ______per day, for _________ years.
Do you drink alcohol?  _____Yes  _____No	     # _______ per week , for __________ years.
Nature of present problem or problems? (Reason you wish Hypnosis sessions.)  List all that apply.
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

Your previous efforts to solve the issue? Please describe. 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Are you currently undergoing medical or psychological treatment for the problem?  _____Yes  _____No
If so, describe: _______________________________________________________________________

** Doctors Name: _________________________________________   Phone: ____________________

**Permission to contact your Doctor(s) to release information if needed?  _______yes  _______no
Signature below indicating all information is true and accurate.
Signature:______________________________________________________________
Date:___________________________________________________________________
Please provide a Copy of Driver's License or State ID for Client file.
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