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License No. 3684

Client Intake and Information

(3 pages, Please answer as much as possible)
Name:
_______________________________Date:__________
Phone:___________

Address:______________________________Email: ____________________________

Date of Birth: ___________

Person to notify in case of emergency:______________________________________                                   Contact phone: __________________

Health History: Please list any injuries or serious illnesses you have had. Include old injuries and current symptoms that are bothering you.

Medications: Are you taking any medications? Please list:

Substances: Are you using any of the following substances? Alcohol, marijuana, cocaine or other drugs. If so, please list the drug, how often it is used, and indicate when you last used. Are you in treatment for substance abuse?

Are you in relationship with anyone who is using drugs? What kind?

Treatment History: Have you been in therapy or received body sessions before? Please describe the kind of treatment you received, what was successful about your treatment and what you are seeking now.

Current Living Situation: Please describe: 

Postive Support: Please describe your support network. Include family, friends, and community resources. (you do not need to use real names of friends if you prefer not to).

Comments: Please use the back of this paper to include any information you think would be useful and that I should know. Also include anything that will enhance your treatment or better allow treatment to progress.

Treatment Goals: 

Please list the presenting problem and what goals you are seeking from therapy.  List any additional issues you are concerned with.

Please scale the goals in order of importance, 1-10 (10 being least important). Next to that please put scale how much energy you are willing to commit to these goals (10 being most).

Movement and Body Issues:

Describe how you feel about your body. 

What is your favorite form of movement?

What types of movement produce or increase your sensations?

What types limit sensations?

Describe emotional or physical patterns you use in relating to others

When do you feel strong or empowered?

Where do you feel this in your body?

When do you feel weak or fearful?

Where do you feel this in your body?

Describe your current sense of emotional/physical boundaries.

Which parts of your body are you most and least connected to? Use M and L to signify.

Describe any significant history that has affected your sense of self in the body.

Is there any thing you would like to change about your body?

Please Draw Your Body Below as You Feel It Now:

Communication:

What was your modeling around conflicts?

Who do you currently have the most conflicts with?

Do you feel comfortable/competent handling conflict in your life?

Emotional Expression:

Circle the following emotions that you are comfortable expressing:

Anger
     Sadness
Excitement
Confidence
Sexual Enjoyment
Fear

Need

Love

Joy     Playfulness
Intimacy

Loneliness

Are there any specific areas of your body that are affected by these emotions? Where? For Whom?

Spirituality: How do you relate to spirituality. Do you have a form of spiritual practice?

History:

Family Genogram: please draw a map of your family on the back of this page. Use circles for females, squares for males. Link parents together with a line and put children beneath. Please list your grandparents and (if part of treatment) your spouse’s. 

Do You know your Birth and Prenate History: If not what do you imagine?

What do you imagine your mother’s birth was like?

Please write anything else you would like me to know:

Please read the attached disclosure & policy statement. Your signature below confirms that you have read it and agree to its terms.

Signature:___________________________________  Date:_______________


