Life by Design, LLC

COACHING & HYPNOTHERAPY

437 Wayman Lane    Virginia Beach, VA  23454   (757) 631-9940     hypnocoach@cox.net     www.hypnocoachlisa.com

~ Quicker, easier, lasting change thru' the power of your mind ~
Please complete this information before initial session (all information is strictly confidential):

Child's name 

Child's date of birth 


Name of parent/guardian 

Today's date 

Address 


Street
City
State
Zip
Home Phone (        )

Work Phone (        )


How did you hear about my services? 


What has been your exposure to/about hypnosis? (Please describe below):

MEDICAL HISTORY 

(Note: This section is important in assuring that hypnotherapy will not conflict with any other current treatment you are receiving or physical/psychological conditions you may have.)

Reason for seeking hypnotherapy 


Has your child been under any physical or psychological treatment within the past year relating to the condition you are seeking help with through hypnotherapy?* 


( No    ( Yes--please describe treatment(s) 



Please list all providers/practitioners you have seen regarding this:


Provider's name 

Phone # (        )



Provider's name 

Phone # (        )



Provider's name 

Phone # (        )


Describe any other previous efforts to resolve the problem 


*
Note--physician referral or consultation is required with all treatments for pain or with clients currently undergoing psychological treatment.  Please list the main treating physician below:

Referring physician's name 

Phone # (        )



continued on next side     (
Does the child currently take any medication?   
( No    ( Yes

Please describe 



Has he/she been treated for any of the following medical conditions? (Check/circle all that apply)


( Diabetes       ( Epilepsy or seizures       ( Heart problems        ( ADD/ADHD/OCD

Has he/she ever utilized other "alternative" treatment modalities (such as chiropractic, herbs, homeopathy, acupuncture, acupressure, Reiki, etc.)?   ( No    ( Yes

Please describe 



Child's favorite activities 



Does the child have any fears or aversions to certain objects, situations, activities, environments? 
(For example, to water, stairs, elevators, dark places, flying, heights, open places, enclosed places, certain animals, etc.)       ( No    ( Yes+
+If Yes, please describe below.  (Note:  please be as accurate as possible on this question to ensure that the hypnotherapist does not put your child into an uncomfortable situation while in hypnosis)

I hereby attest that all information above is true and complete, to the best of my knowledge.

I also grant permission for the above-named provider(s) to release to Lisa M. Smith, MHt, any of my medical information that may relate to my child's hypnotherapy treatment and continuity of care.

Parent/Guardian signature 

Date 


Please take some time to talk to your child about the condition for which you are seeking resolution, then describe below (if child is old enough to articulate this information clearly, encourage them to do so instead).  Include information such as when it started, how frequent it is, the severity, what your child's motivation is to eliminate/change it, how it has affected other areas of his/her life, how you will know when you have resolved this issue to your satisfaction, and when you would like to have resolution.  Feel free to add any other information you feel is pertinent to your child's problem.  (Use another sheet of paper, if necessary)

