Elite Sports Hypnosis Intake form and Agreement


Today’s Date_______________

Name _____________________________________    Birth Date___________
Address:
Street ______________________________________________


City____________
State___________
Zip_____________

Daytime Phone ____________________   Evening Phone _________________

Email address____________________________

Occupation ________________________  Employer______________________

Marital Status_____

Spouse’s Name ______________________________

Children: How many?  Male____   Female____

Emergency contact:  _______________________________________________


YOUR VISIT 


How did you hear about us? ____________________________

What is the reason for your visit? _______________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________
When was the first time you experienced this? Describe the situation: _________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Have you made any previous efforts to resolve this issue?  Please explain:_______________

__________________________________________________________________________

__________________________________________________________________________

_________________________________________________________________________

What triggers your unwanted behavior, circumstantial and/or emotional?​​_______________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
What 5 adjectives describe how you currently feel related to your situation? ______________

____________________________________________________________________________

What 5 adjectives describe how you want to feel? ___________________________________

____________________________________________________________________________

What are your top 5 motivators for making a change? ________________________________

____________________________________________________________________________

How will you know when you have succeeded?  _____________________________________

____________________________________________________________________________


YOUR EXPERIENCE WITH MENTAL CONDITIONING

Prior experience with trance:
Self Hypnosis__ Explain if Yes________________________________________________


Hypnosis__ Explain if Yes___________________________________________________


Meditation__ 
Explain if Yes_________________________________________________

Guided Imagery__ Explain if Yes______________________________________________

Other___________________________________________________________________

Prior experience with Neuro-Linguistic Programming (NLP)?  Y/N____

If yes, when_____________ where ___________________________________

MEDICAL HISTORY

Name of Doctor____________________________      Phone _______________
Date of last checkup: __________________

Have you been under regular Medical or Psychological treatment in the past year?

Yes_____   No_____  If yes, please explain______________________________

Have you ever been treated for an emotional/behavioral problem?  Yes____   No _____

If yes, please explain_____________________________________________________

Have you had or do you now suffer from any prolonged illness?  Yes_____  No_____


If yes, please explain: ____________________________________________________
___________________________________________________________________
___________________________________________________________________
Please list any medications you are currently taking: __________________________


 ____________________________________________________________________
Are you in general good health? __________________________________________

Are you presently in any physical discomfort?________________________________

Are you pregnant?  Yes _____ No _____

How often do you consume the following:
Alcohol______________
Tobacco_______________
Caffeine__________
Vitamins_____________
Special Diet____________
Other____________

Have you had or are you suffering from:

High Blood Pressure _____ Ulcers _____ Asthma _____ Stress _____ Epilepsy _____

Anxiety _____ Headaches_____  Migraines _____ Seizures _____ Diabetes _____ Heart Condition ______ Cancer _____TMJ _____ Overweight _____ HIV/AIDS ____ Depression _____ OCD ____ ADD ____Hypoglycemia _____ Fainting Spells _____ Allergies _____ Fatigue _____

I, the undersigned, have read and understand all questions on this form and verify that all information is complete and accurate to the best of my knowledge.  I also understand that the hypnotic and mental conditioning methods used by the hypnotist are not a substitute for medical or psychiatric treatment.  I understand these methods to be a conditioning process, whereby an individual is taught to use their own abilities for their benefit and well – being.  With this understanding, I hereby grant the hypnotist permission to use hypnosis and other mental conditioning techniques on me or the minor child whose name appears at the top of this form.  I (we) further grant permission for the sessions to be recorded/taped as needed.

I know my progress is dependant upon my efforts and that there are no guarantees as to the result or progress to be made.  I understand that the success of the treatment will be in direct proportion to my commitment to the end result.
I understand that the hypnotist takes no responsibility for the consequences of any actions the client decides to take based on any comments or opinions that the hypnotist may express in the course of the client’s visit.

Confidentiality:  The hypnotist will not release any information to anyone without a written authorization from you, except as provided for by law.

I agree to give 24-hour notice if I need to cancel my session, and understand that missed appointments or cancellations within less than 24 hours notice will be charge the full amount of the session.

I understand that all sessions are non-refundable.

I (we) agree to pay for services rendered by cash or check as the charge is incurred.

Client’s signature _________________________________________ Date __________

Guardian’s signature 

(if client is a minor) _______________________________________  Date___________ 

ALL INFORMATION IS STRICTLY CONFIDENTIAL
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