
Client Intake Form

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.


Today’s Date_____________

General Information

Name: ______________________________   Date of Birth:_____________      Age:______    Sex________
Address: _______________________________________________________________________________________
Phone_______________Occupation: ______________________ Employed By: ______________________________
Living Situation: ____________________________________________________Married____Dating____Single_____
Name of Partner/Spouse: _______________________   # of Children: _______Ages___________________________
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 therapy? _____How long?_____________Method_________________________________________

Describe your experience___________________________________________________________________________ ________________________________________________________________________________________________

________________________________________________________________________________________________

Have you ever been hospitalized for psychological problems? _____ When? _____________What for?_____________ ________________________________________________________________________________________________
Are you happy with your relationships with family and friends?_______________Your partner?____________________
Describe(You can use the back if you would like) _______________________________________________________
If you are single, how would you describe your relationship history?__________________________________________
_______________________________________________________________________________________________
What makes you angry?____________________________________________________________________________ What do you do when you are angry?_________________________________________________________________
_______________________________________________________________________________________________
What makes you happy?___________________________________________________________________________


Physical Health

Rate your physical health.   Excellent ___   Good___   Fair___   Poor_____    Do you smoke?___________________

How much? _________Drink?__________How much?____________________Recreatiional drugs?___________

Which and how often?_________________________________________________________________________

Do you have addiction problems?__________________________________________________________________

Do you exercise regularly?______What kind?________________________________________________________

Medical History:

Broken Bones__________________________________________________________________ Year(s)________

Previous surgeries______________________________________________________________Year(s) ________
Hospitilizations_________________________________________________________________Year(s)________
Illnessess_____________________________________________________________________Year(s)________
Where in your body do you usually get sick?________________________________________________________
What happens to your body when you're stressed?___________________________________________________ ____________________________________________________________________________________________ 
Describe any chronic pain you experience __________________________________________________________

____________________________________________________________________________________________
Please list any medications and/or supplements______________________________________________________
____________________________________________________________________________________________
Do you work with an alternative health practitioner (Homeopath, naturopath, acupuncturist, etc.)?
____________________________________________________________________________________________

I usually eat: __________________________________________________________________________________

My cravings include_____________________________________________________________________________
I have fun in the following ways: ___________________________________________________​​​​​​​​​​​​​​​​​​​​​​_______________
____________________________________________________________________________________________
Family History:




Name



Age



Health Status Mother__________________________________________________________________________________________


Father__________________________________________________________________________________________

Siblings _________________________________________________________________________________________

_______________________________________________________________________________________________


_______________________________________________________________________________________________


_______________________________________________________________________________________________

Do any illnesses “run in the family?”___________________________________________________________________


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


Please describe___________________________________________________________________________________

_______________________________________________________________________________________________


_______________________________________________________________________________________________

 
Spiritual Health

Do you have a spiritual practice? _____If yes,  describe _________________________________________________

_______________________________________________________________________________________________

Any unusual or interesting spiritual experiences?____If yes, describe_______________________________________

_______________________________________________________________________________________________
Have you received Energy-healing before? Yes ___ No____ What kind?____________________________________


If yes, describe your experiences. __________________________________________________________________

_______________________________________________________________________________________________


_______________________________________________________________________________________________


_______________________________________________________________________________________________
What is your deepest longing? ____________________________________________________________________
Is there anything else you would like me to know?_________________________________________ _____________

_______________________________________________________________________________________________


_______________________________________________________________________________________________


_______________________________________________________________________________________________


_______________________________________________________________________________________________
