Client Intake Form
Name _____________________________________ Age ____ DOB___________ Sex: M F 
Marital Status: Married/Single/Divorced/Separated ________________ Children______ 
Other Significant Relationships_____________________________________________ 

Reason for coming in: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Living Situation____________________________________________________________________
Daily schedule/activities (include work/profession)____________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
Daily physical exercise/movement____________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________ 
Diet:__________________________________________________________________________________________________________________________________________________________________________________
 
How much water do you drink? ________________  Is it tap water?  ______ Source? _____
What else do you drink? ___________________________________________________ 
How frequent are your bowels? ____________________________ Consistency? ________
Health/Medical History (diagnosis, surgeries, illnesses, etc) ____________________________________ ___________________________________________________________________________________________ ___________________________________________________________________________________________
Dental Issues (fillings, root canals, bridges) ___________________________________________________ ___________________________________________________________________________________________ 

Family health/medical history (diagnosis, surgeries, illnesses, dental issues, scars) ______________ ___________________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________
Emotional History__________________________________________________________________________
___________________________________________________________________________________________ ___________________________________________________________________________________________
___________________________________________________________________________________________ 
Medications, supplements, vitamins, herbs, homeopathics, etc. currently taking: __________________________________________________________________________________________ ___________________________________________________________________________________________ 
Previous Treatments Attempted:_____________________________________________________________
___________________________________________________________________________________________ 
Physical Stressors __________________________________________________________________________ ___________________________________________________________________________________________ 
Emotional Stressors________________________________________________________________________ ___________________________________________________________________________________________ ___________________________________________________________________________________________ 
Top issues you wish to address:
1. __________________________
2. __________________________
3. __________________________
4. __________________________

[bookmark: _GoBack](See next page for informed consent agreement)



Informed Consent Agreement
I, ____________________________, understand that Victoria Vines is not a licensed therapist or psychologist and offers her services (PSYCH-K®, EFT (Emotional Freedom Techniques), Bioenergetic Assessment, etc.) as a self-help educator and Holistic Health Practitioner only.
I am aware that Victoria Vines does not diagnose illness or disease, and does not prescribe medications.  I agree not to discontinue or change any medications I am taking while working with Victoria Vines without first consulting my doctor.  (Please initial) ____
I understand that Holistic Health recommendations, EFT, and PSYCH-K® are considered experimental procedures and are not a substitute for medical, psychological or psychiatric treatment or medications, and that it is recommended that I currently work with my primary caregiver for any condition I may have.  (Please initial) ____
I understand that all information I share with Victoria Vines is confidential and that no information will be released to any third party without my express written consent, with the following exceptions:
	- When there is imminent risk of danger to myself or another person
	- When there is suspicion that a child or elder is being sexually or physically 
	abused or is at risk of such abuse
	- When a valid court order is issued for session records
(Please initial) ____
I give Victoria Vines permission to describe the details of my sessions to colleagues and/or mentors for supervision purposes only, as long as my personal anonymity is strictly protected.   
(Please initial) ____
I honor Victoria Vines’ time and agree to pay 25% for any booked sessions that have not been canceled 24 hours in advance.  (Please initial) ____
I agree to take complete responsibility for my own comfort, health and well-being while working with Victoria Vines.  I agree that typing in my name below is the electronic equivalent of my actual signature.  (Please initial) ____
___________________________________      _______________
Client Signature				Date
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