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Kathryn Beck, CH, HBCE, HBFS, RMT
Imagine:  Health & Wellness 
Bloomington, IN
www.imaginehealthandwellness.com  Email:  kat@imaginehealthandwellness.com
(812)606-1311

CLIENT APPRAISAL FORM 
PLEASE MAKE YOUR INFORMATION IS LEGIBLE

[bookmark: Text1]     
Today's Date

[bookmark: Text2]     
FULL NAME (Please put the name you prefer to be called by in parentheses)                                                                              

[bookmark: Text3][bookmark: Text4]                                                                                                                                
AGE                                                                                                                         BIRTHDATE

[bookmark: Text5][bookmark: Text6][bookmark: Text7]                                                                                                                               
HOME PHONE                          WORK PHONE                                                 BEST TIME TO CALL

[bookmark: Text8]     
ADDRESS, CITY, STATE,  ZIP CODE	

[bookmark: Text9]     
EMAIL ADDRESS

[bookmark: Text10]     
WHERE DID YOU LEARN ABOUT KATHRYN (IF REFERRED – NAME OF THE PERSON WHO REFERRED YOU)

[bookmark: Text11]     
CURRENT FIELD OF OCCUPATION – HOW LONG 					

[bookmark: Text12]     
MOST IMPORTANT PEOPLE IN YOUR LIFE (e.g. Wife – Mary, Partner – Jack, kids – Joe, 10, Lisa, 12, Mom, 82)			

[bookmark: Text13]        
REASON(S) FOR SEEKING HYPNOSIS: 		

[bookmark: Check1][bookmark: Check2]Any previous efforts to solve the problem(s)?  Yes |_|  No|_|  
[bookmark: Text14]If you checked YES, What did you do and what were the results?        

Are you currently undergoing medical or psychological treatment for the above problem?  
[bookmark: Check3][bookmark: Check4]Yes |_|    No |_|

[bookmark: Text15]Please list address of where you are seeking treatment if you clicked YES above.        

[bookmark: Text16]Dr.'s name:       




[bookmark: Check5][bookmark: Check6]HAVE YOU BEEN TO A HYPNOTIST/HYPNOTHERAPIST BEFORE?  Yes |_|        No |_|

[bookmark: Text17]     
If you chose YES above, please briefly describe experience 
	
[bookmark: Text18]     
IF YES, DID YOU THINK YOU WERE HYPNOTIZED?

[bookmark: Text19]     
DESCRIBE THE MOST PEACEFUL PLACE YOU CAN THINK OF

[bookmark: Text20]     
ARE YOU SPIRITUAL AND/OR RELIGIOUS? 

Medical History

[bookmark: Check7][bookmark: Check8]Have you been under a physician's care in the past year?  Yes |_|   No |_|

[bookmark: Text21]If yes, please give reason:       

[bookmark: Text22]Dr.'s name:      

[bookmark: Check9][bookmark: Check10]Have you ever been treated for an emotional problem?  Yes |_|     No |_|

[bookmark: Check11][bookmark: Check12]If yes, are you currently receiving treatment or counseling?  Yes |_|   No |_|
[bookmark: Text23]
Counselor/Therapist's name:      

[bookmark: Check13][bookmark: Check14]Have you had any prolonged illness?  Yes |_|   No |_|

[bookmark: Text24]When?          
[bookmark: Text25]Reason?       

[bookmark: Check15][bookmark: Check16][bookmark: Check17]Have you been treated for?  Heart |_|   Diabetes |_|    Epilepsy |_|

[bookmark: Text26]     
LIST CURRENT MEDICATIONS (please write the reason for the medication in parentheses):		

[bookmark: Text27]     
MEDICATIONS CONTINUED:

[bookmark: Check18][bookmark: Check19]ARE YOU IN ANY PHYSICAL DISCOMFORT RIGHT NOW?  Yes |_|    No |_|

[bookmark: Check20][bookmark: Check21]Do you have a history of seizures?  Yes |_|     No |_|





[bookmark: Text28]Who should I contact in case of an emergency (name and phone)?       


After listening to the 37 minute Pre-Talk Audio file, do you have any questions about hypnosis?  
[bookmark: Check22][bookmark: Check23]Yes |_|   No |_|

[bookmark: Text29]If you chose YES above, please list your question(s):       


[bookmark: Check26][bookmark: Check27]IF APPROPRIATE, MAY I CONSULT YOUR PHYSICIAN/THERAPIST?  YES |_|         NO |_|


[bookmark: Check24][bookmark: Check25]WOULD YOU LIKE TO RECEIVE KATHRYN'S MONTHLY E-NEWSLETTER?  YES |_|       NO |_|







I understand that good and lasting results may require several hypnosis sessions and that I may be required to practice self-hypnosis techniques and/or listen to a reinforcement tape at home. Further, I understand that I am responsible for actively cooperating with, and participating in, the success of my program; and that I may be referred elsewhere for treatment, if deemed appropriate.  I understand that all comments, findings and results about me are kept strictly confidential. 
  

[bookmark: Text30]     
SIGNATURE (by typing your name in the box above, you are electronically signing that you have read the paragraph above and agree.                                                                  	                                        


[bookmark: Text31]     
DATE 
image1.jpeg
IMAGINE

Bl BN
WELLNESS





