Yoga Energy Therapy

Intake Assessment form for Private clients

This is a confidential form and will be only viewed by you and myself.

First Name:_________________________Last Name:___________________________

Date of Birth:____________Phone:__________________________________________

Address:_______________________________________________________________

City:____________________________________State:____________Zip:____________

Email:__________________________________________________________________

In case of emergency:_____________________________relationship:_______________

Phone:__________________________________________________________________

Details of Health concern: __________________________________________________

How long has this condition been affecting you?_________________________________

What do you hope to achieve with Yoga Therapy?_______________________________

What goals would you like to set for recovery of your ailment(s) and/or health concern?______________________________________________________________________________

_____________________________________________________________________________________

How long do you think it will take to achieve your goals using Yoga Therapy?______________________

How much time per day will you devote to this practice?______________________

Please describe your current daily routines, including activities that are fun and ones that are not so fun.

Do you currently have a meditation practice? If so, please describe what type? Seated, walking, focus on visual object, chanting, quiet mental focus?

Please describe your current sleep habits, what time to you go to bed? ____________

What time to you get up? _____________Do you sleep through the night?___________

What position do you sleep in most of the night? 

Right Side ______,Back______, Left side_____, or stomach______

Please list your health care provider and what condition(s) they are treating you.

Please include name and contact information for provider(s).

Please list all medications, the reason you take them including vitamins and medicinal herbs.

Please describe your current daily diet, including drinks. 

^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^

Do you have or have you ever had any of the following conditions: 

Please put the appropriate letters that apply to each condition. 

C = Current, M= Medication, P = Past condition (now resolved, no meds required)  N= Never U= Unsure (you may use multiple letters/answers if needed)

Example: C/M High Blood Pressure/ Current Diagnosis treated with Medication

_____ High Blood Pressure _______Heart Disease/Problems___________________________________

______Diabetes           ______Gall Bladder    ____Liver Disease/Problems       _____Circulation Problems

_____Asthma     _______Other breathing problems, please list:__________________________________

_____Neurological diseases____________________________________________________________

_____Rheumatoid Arthritis            ________Fibromyalgia       _________Chronic Fatigue Syndrome

_____Headaches                 ________Seizures                       _____Dizziness, vertigo or loss of balance

_____Cancer:______________________________________________________________

_____Arthritis                          ___________Osteoarthritis                ________Multiple Sclerosis (MS)

_____Unexplained falls or fractures            ________ Osteoporosis                ______Osteopenia

_____Unstable/”trick” joint(s)                 _____Joint dislocation                     _______Joint Swelling

Please put the appropriate letters that apply to each condition. 

C = Current, M= Medication, P = Past condition (now resolved, no meds required)  N= Never U= Unsure (you may use multiple letters/answers if needed)

Example: C/M High Blood Pressure/ Current Diagnosis treated with Medication

_____Metal implants/artificial joints, location:____________________________________________

_____Pinched nerves or disc problems___________________________________________________

_____Traumatic accidents:_____________________________________________________________

_____Major surgeries:_________________________________________________________________

___________________________________________________________________________________

______Back pain                   ___________Infertility                         _________Irritable Bowel Syndrome

_____Hearing difficulty      ________Vision              ________Glaucoma        ______Thyroid problems

_____Night sweats              ______ Menopause         ______Overweight                  _______Obesity

_____Bladder control problems                ______ bowel control problems                _______Insomnia

_____Depression        _________Anxiety           ________Panic Attacks      ______Anger/loss of temper

_____Allergies:______________________________________________________________________

Do you have any other health conditions not already described above? If so, please describe:_____________________________________________________________________________

Are you ready to find some relief from your current health concern?________

How much time will you devote daily to your yoga practice?_______

Thank you for completing this confidential form. 

Carolyn Keller Sells

Certified Yoga Therapist
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