
Date       

Name 

DOB                                                                          Male/Female

Email  

Phone / Mobile  

Referred By

Have you had any complementary therapy treatments before?

Do you have any hobbies?

WHO/What inspires you in your life?

How often do you laugh?

Is sadness  your companion?

Do you have any recent injuries? 

Please Speci

short Intake form

Wellmindedness



If your condition had a message for you, 

what would it BE?




What areas of your life would you like to work with,?
i.e. overcoming health/physical/ mental/emotional/spiritual issues, 

or setting and accomplishing goals etc?

Reasons for seeking treatmentReasons for seeking treatment

Expectations and Goals out of treatment
(positive statements)

Anything else I should know...
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