Assessment Form – Initial Meeting

Intake

Practitioner(s)___________________________________________________________________

	Personal Information:

Name_______________________________________ Address__________________________________________

Telephone _________________________________ Age______ Occupation_______________________________

Spiritual Practice______________________________ Health Providers___________________________________

Location of Healing Session: _____________________________________________________________________

Presenting Concern/Issue_________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________




	Mutual Goals: ________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________




	History: _____________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Stress Level: _________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Self Care Activities: ___________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________


