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[bookmark: Text24]Client Intake Form 	Today’s Date	     
Press tab to move from one field to another
	
[bookmark: Text17][bookmark: Text18]	Name	     	Date of Birth	     
[bookmark: Text19]	Address	     

[bookmark: Text20][bookmark: Text21]	Phone(s)	Home	     	Cell	     	Office	     
	Email(s)	     

What goals do you want to achieve through this healing work?

     


Describe your vocation 	     


Family information
Please share the names of your immediate family members and ages (in the order of their birth).

Name/relation	Age
	
[bookmark: Text22][bookmark: Text23]     	     
     	     
     	     
     	     
     	     
     	     
     	     

[bookmark: Check1][bookmark: Check5]Are your parents still alive?   |_| Yes	  |_|  No	

If yes, are they married to one another?  |_| Yes   |_|  No

 Please list significant moments in family history and your age at that time.

Description	Your Age
	
     	     
     	     
     	     
     	     
     	     
     	     
     	     


[bookmark: Check3][bookmark: Check4][bookmark: Text12]Your marital status 	|_| Married	|_| Partnered	|_| Single?    How long?      

Medical
Please list any surgeries you have had
[bookmark: Text13]	     

Please list any allergies you have
[bookmark: Text14]	     

Please list any medications you currently take
[bookmark: Text15]	     

Feel free to write anything else you feel is important to know.
[bookmark: Text16]	     
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