[bookmark: _GoBack]Anna Papadakis
www.annapapadakis.com.au - 0408 954 120
Client Intake Form 	          			
Please complete, save and email your completed form to anna@openingtolife.com.au.
	General information
Full Name: ______________________________________Date: _____________ Age: _______________  
Address (including suburb): ______________________________________________________________
Mobile/phone number: ______________________Email:______________________________________
Occupation: _____________________________ Employer: ____________________________________
Relationship status: __________________ Number of children____ Pets _________________________
Contact person: __________________________ Contact person’s phone number: _________________
What are your religious / spiritual beliefs?  _________________________________________________
Are you presently under the treatment of a Doctor or therapist? Yes/No    
•	If yes for what condition?________________________________________________________
What medications, remedies or supplements do you take and for what condition or illness do you take them?  _____________________________________________________________________________
Tick the box if you are currently or have been treated for any of the following conditions

	· Depression
· Anxiety/panic attacks
· Fears/phobias
· PTSD
· Schizophrenia
· Other mental illness

	· Gastric bypass/lap band/gastric sleeve
· Irritable Bowel Syndrome
· Heart disease
· Asthma
· Cancer

	· Epilepsy
· Hearing difficulties
· Cognitive impairment
· Chronic Pain _________
· Chronic disease _______
· Other  _________




	Purpose of visit

	· Weight loss
· Hair loss
· Insomnia
· Emotional issues (please specify) ___________________________________

	· Cravings/Emotional eating
· Increase exercise
· Lifestyle changes
· Other _________________________
__________________________________



	
How did you hear about my services? __________________________________


	What do you hope to accomplish though these sessions? (eg what is your desired outcome?) _____________________________________________________________________________________
What have you done previously to solve this problem? ________________________________________ 
_____________________________________________________________________________________
On a scale of 1-10 (with 10 being very important), how important is it to you to solve this problem? ____ 
How is this problem impacting your life now? _______________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________

How would your life be different if you didn’t have this problem?  ______________________________
_____________________________________________________________________________________
Next week how will you know that you no longer have this problem? ___________________________
_____________________________________________________________________________________
Next month how will you know that you no longer have this problem? __________________________
_____________________________________________________________________________________





Goal Chart – use this chart to help identify hidden blocks and subconscious emotions that may get in the way of your achieving your goals.
	Desired Outcome (Goal)
	How I feel now without it
	Underlying Emotion
	How I will feel when I have it

	1.





	
	
	

	2.





	
	
	

	3.





	
	
	

	4.





	
	
	



Summary of significant events – bullet points of each event.
	Age
	Event

	0-7 (Imprint)
	






	8-14 (Modelling)
	






	15-21 (Socialising)
	






	After 22
	








Acknowledgement

By signing this form:
· I acknowledge that I have provided true information and that I will update my practitioner if the information in it changes.
· I am willing to be guided though relaxation, visual imagery, creative visualisation, hypnosis, stress reduction processes and techniques for the purpose of vocational or a vocational self-improvement. I understand that the therapy I am receiving is not a substitute for medical care and I have been advised to discuss this session with any doctor who is taking care of me now or in the future. Additionally, I should continue any present medical treatment and consult my regular medical doctor for treatment of any new or old illnesses.
· I acknowledge that I will provide my therapist with 48 hours notice when cancelling or changing appointments – and recognise that I will pay $60 if I miss an appointment with less than 24 hours notice. 

Name (Printed) _________________________________ Signature: _____________________________
Date: _________________________________________
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