[bookmark: _GoBack]Client Intake Form - Reiki
Name:________________________________________________________________

E-mail:________________________________________________________________

Mailing Address:________________________________________________________

City:__________________________________________ State:_______ Zip:________

Home phone:(____)______________________

Cell phone:(______)______________________

Date of birth:____/____/______ Age____ Sex_____

Marital status:___________________# of children:____________

Occupation:____________________________________________________________
 
Emergency Contact:___________________________        Phone:_________________

How did you hear about Beyond Healing?
Yellow pages □ Ad □ Web site □ Referral □(We thank referring customers with 10% discount on their next session)

Name:___________________________________Other:________________________
 
Medical History

Have you been under a doctor’s care in the past year? Yes □ No □
If yes, please give the reason:______________________________________________

______________________________________________________________________

______________________________________________________________________

Doctor’s name:__________________________________________________________

Have you ever been treated for an emotional problem?	 Yes □ No □

If yes, are you currently receiving treatment or counseling? 	Yes □ No □

Have you had any prolonged illness?	 Yes □ No □

Details:___________________________________________________________________________________
Are you currently taking any medications? If so, what? ____________________________________________

_________________________________________________________________________________________


Reason for medication? _____________________________________________________________________


Reason you are coming for Reiki: ___________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

______________________________________________________________________


Any previous efforts to solve problem?	 Yes □ No □   What did you do? 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________


Results:___________________________________________________________________________________

_________________________________________________________________________________________


Are you currently undergoing medical or psychological treatment for the above problem? 	Yes □ No □

Where?___________________________________________________________________________________

Please briefly share anything else that would be helpful to know about you, (i.e., recent life-changing events such as deaths, divorce, relationships, job changes, health issues, past trauma, accidents, etc.):  
_________________________________________________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________



Signature________________________ Date ________________
(If client is a minor a parent or guardian must sign)
