
Life Matters Hypnotherapy & Life Coaching

Client Intake Form
Name:__________________________________________________________________	  Date:____________________________
Address:___________________________________________________________________________________________________
Phone:________________________________________	   E-Mail:_____________________________________________________
How did you hear about me:___________________________________________________________________________________
Age:_____________________	Relationship Status:_______________________________ (married, single, partner, widowed, etc)
Family Status:_______________________________________________________________________________________________
 (i.e. live alone, live with parent, live with spouse and children, etc)
Are you satisfied with your family/relationship situation:     [ ] Yes    [ ] No
Why or why not:____________________________________________________________________________________________
Profession:_________________________________	Job/employment status:________________________________________
Are you satisfied with your profession/job/employment situation:    [ ] Yes    [ ] No
Why or why not:____________________________________________________________________________________________
How would you rate your health:  [ ] Excellent    [ ] Good    [ ] Fair    [ ] Poor
Why:______________________________________________________________________________________________________
Are you under a physician’s care:  [ ] Yes    [ ] No	   If yes, why:________________________________________________________
__________________________________________________________________________________________________________
Are you under a psychiatrist’s/psychologist’s care:  [ ] Yes    [ ] No      If yes, why:_________________________________________
__________________________________________________________________________________________________________
Would you like me to notify any of them regarding your visit with me:  [ ] Yes   [ ] No   If yes, provide name and address:
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Are you taking any prescription medication:  [ ] Yes    [ ] No   If yes, please list them:______________________________________
__________________________________________________________________________________________________________
Do you use any vitamins, herbs or diet supplements:  [ ] Yes    [ ] No  If yes, please list them:________________________________
__________________________________________________________________________________________________________
Do you use tobacco, alcohol or other drugs:  [ ] Yes    [ ] No  If yes, please list them: ______________________________________
__________________________________________________________________________________________________________
Do you engage in any other habits that may have an adverse effect on your life (gambling, infidelity, etc): [ ] Yes	[ ] No
If yes, please indicate:________________________________________________________________________________________

Are you currently experiencing any of the following:
Nervousness ______    Inability to relax ______    Sleeplessness ______    Depression ______    Nail Biting ______ 
Sexual Dysfunction ______    Poor Health ______    Tobacco Use ______    Teeth Grinding ______    Nightmares ______
Alcohol/Drug abuse ______    Self-mutilation ______    Codependency ______    Eating disorder ______    Inabiltiy to focus ______
Poor memory ______    Relationship issues ______    Recent breakup ______    War/abuse trauma ______    ADD/ADHD ______
Childhood trauma ______    Abusive home situation ______    Abusive work situation ______    Lack of success ______
Recent illness/death of a loved one ______    Lack of energy ______    Poor Self-esteem ______    Irritability ______    
Recent change in lifestyle/relationship status/job status (if yes, what) _________________________________________________
Abnormal fears/phobias (if yes, what) ___________________________________________________________________________
Do you experience any compulsive tendencies (if yes, what) _________________________________________________________
Do you have any health conditions/concerns not indicated above:____________________________________________________
 _________________________________________________________________________________________________________
List any other issues or concerns currently affecting your life ________________________________________________________
__________________________________________________________________________________________________________
How long have you had these concerns:__________________________	Are you doing anything about them:  [ ] Yes    [ ] No
If yes, what:________________________________________________________________________________________________

Set intention (what do you want to accomplish with today’s visit):____________________________________________________
__________________________________________________________________________________________________________
Why do you want to make this change:__________________________________________________________________________
__________________________________________________________________________________________________________
How does this issue affect your life:_____________________________________________________________________________
__________________________________________________________________________________________________________
How do you benefit from this issue:_____________________________________________________________________________
__________________________________________________________________________________________________________
What will be your greatest benefit by changing:___________________________________________________________________
__________________________________________________________________________________________________________
What will you lose by making this change:________________________________________________________________________
__________________________________________________________________________________________________________
What will your life be like after you make this change:______________________________________________________________
__________________________________________________________________________________________________________
