STRICTLY CONFIDENTIAL “CLIENT QUESTIONNAIRE”

Your success is my number one priority. Our success, working together, will be assisted by the completion of this form.

Full Name:




Address:

Occupation:




Gender: M/F


Age:

Telephone Numbers:





Home:





Work:



Mobile:

E-Mail:






Children/Grandchildren: Yes/No

Ages:

Single/Married/Separated/Divorced?

Did your Doctor/Complementary Practitioner recommend that you see a hypnotherapist: Yes/No

Doctor’s name and surgery address:

Practitioner’s name and surgery address (only if referred by a Practitioner):

Are you currently taking any medication: Yes/No 

If yes, please list with the condition:

Are you currently receiving treatment from a Doctor or another practitioner: Yes/No

If yes, please list:

My normal procedure is to notify your Doctor and/or Practitioner of relevant work that we have undertaken. Do you give your consent? Yes/No 

Tick any items that indicate a problem to you:

	Weight
	
	Business/Work
	
	Confidence
	

	Appetite
	
	Relationships
	
	Matrimonial
	

	Smoking
	
	Sexual Problems
	
	Unable to Cope
	

	Worry
	
	Anxiety/Upsets
	
	Poor Sleep
	

	Guilt
	
	Confusion
	
	Nervous Symptoms
	

	Stress
	
	Suicide
	
	Habits
	

	Grief
	
	Unusual Fears
	
	Other Problems
	


How old were you when you first noticed the problem?

How does the problem affect you now?

If there are times when it is more or less, please indicate:

Give three main reasons why you want to address this issue:

1.

2.

3. 

What concerns do you have, if any, about addressing this issue?

What are you looking forward when you have addressed this issue?

How much do you really want to solve this issue? 

Please circle on the scale below. 0 = “Not really” and 10 = “Fully committed

	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


What methods, if any, have you used to try to resolve this issue before?

What is the most difficult part of this problem to address?

Was your childhood happy? Yes/No 
If no, what were the issues?  

Think of your happiest memory, remembering images, sounds, feelings, smells etc. Write down the key words that represent this memory:

How long does it take you to get to sleep each night?

Do you suffer from nightmares or other sleep problems? Yes/No - If yes, please state what the problem is:

Have you ever had any mental health illnesses? Yes/No

If yes, please provide details:

Do you use any recreational drugs or tranquillisers? Yes/No

If yes, please indicate rate of usage and why you use the substance:

Have you ever had any traumatic experience(s)? Yes/No

If yes, please indicate the nature of the experience:

Have you ever entered hypnosis before? Yes/No

If yes, please provide details:

Do you have any history of violence? Yes/No

If yes, please outline the circumstances:

Who referred you to me/ how did you hear of me?

Is there anything else that is relevant that you feel that I should know?

CANCELLATION OF APPOINTMENTS POLICY:

The service I offer involves room hire from third parties and careful planning of my diary to ensure that all clients get the best service possible. Therefore I am afraid that there is a charge for appointments, which are cancelled WITHOUT 48 HOURS NOTICE. The charge will be as follows:

· If the appointment was during the day (before 5.30 pm)  - £30. 

· If the appointment was 5.30 pm or later - £40

I clearly understand that at times the unexpected can occur, so please feel free to discuss this with me. 

Signed:







Date:
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