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Client History 
Date:__________________________ 

Name:_______________________________________________________________________________ 
E-mail:______________________________________________________________________________ 

Address:_______________________________________________City:__________________________

State:_______Zip:________ 

Home phone:(____)______________________ Work phone:(______)________________

Date of birth:___/___/______              Age____           Sex_____ 

Marital status:___________________         # of children:____________     

Doctor’s name: ___________________________ Phone number: (______)__________________
Are you open to getting a release of information so I may consult with him or her? Yes ( or No ( 
Are you employed: Yes  ( or No ( by:_________________________________________ Title:__________________________________ 

How did you hear about us? Word of mouth □   Journey’s the store □   Add□   Referral: □ Name:___________________________________Other:________________________________________ 

Has anyone ever attempted to hypnotize you?   Yes□   No□ Who?___________________________Reason:_______________________________________________ 

Do you believe you were hypnotized?   Yes□    No□ Why?:_________________________________________________________________________________ 

Medical History 
Have you been under a doctor’s care in the past year?   Yes□   No□    

If yes, please give the reason:______________________________________________________________ 

______________________________________________________________________________________

Doctor’s name:__________________________________________________________________________ 

Have you ever been treated for an emotional problem?  Yes□  No□  

If yes, are you currently receiving treatment or counseling?   Yes□   No□ 
Have you had any prolonged illness?   Yes□   No□ When?:________________________________________________________________________________ 
Reason:_______________________________________________________________________________
Have you been treated for Heart □ Diabetes □ Epilepsy □ 

Are you currently taking any medications? Yes ( No (
If so, what?:____________________________________________________________________________ 

Reason for medication?:__________________________________________________________________ 

Reason you are coming for coming to hypnosis:____________________________________________
Any previous efforts to solve this problem? Yes□ No□ Results:_______________________________________________________________________________ 

Are you currently undergoing medical or psychological treatment for the above problem? Yes□ No□ 

Where?: ______________________________________________________________________________ 
Doctor’s name__________________________________________________________________________ 

Do you have any questions about hypnosis?  Yes□  No□ 
What are they?:_________________________________________________________________________ 

Are you currently under the care of a physician and if so, have you been released to try hypnotherapy to help manage your pain?

On a scale of 1 to 10, what is your pain level right this minute?
How long have you been experiencing the pain?


What are you doing at present to manage it? How well is it working for you?


Have you ever experienced any non-medication forms of pain management in the past? If so, what was it, and how well did it help in keeping your pain level down?


How well are you able to sleep, right now? How well were you able to sleep before experiencing the increase in pain?


What, if anything, do you do, to help yourself get to sleep at night?


Describe for me, the most relaxing place you’ve ever been or can imagine, anywhere in the world. What makes this place so relaxing for you?


On a scale of 1 to 10, what is your pain level now? (After Session) 
____________________________________________________ 

Signature (If client is a minor a parent or guardian must sign.) 

Lisa Solterbeck, LCSW., C.Ht.
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