	Additional Comments
	Referred by: 

	
	Name:

	
	Address:

	
	Phone: (M)			(H)			(W)

	
	Date of birth: 						Age Today

	
	Occupation: 

	
	Date of Visits: (1)__/__/__   (2)__/__/__   (3)__/__/__   (4) __/__/__	

	
	Your goals for treatment:

	
	

	
	

	
	

	
	

	
	Prior: Illness(s)

	
	

	
	

	
	Prior/Present Medical Conditions: 

	
	

	
	

	
	Drugs/Medication:

	
	

	
	

	
	Headaches:		 Stress		 Migraine

	
	How often:

	
	Dreams: 		 Yes			 No

	
	Prior Hypnosis		 Yes			 No

	
	

	
	Phobias: 

	
	

	
	

	
	Can you relax easily?		 Yes		 No		 Sometimes

	Do you have difficulties with sleeping?	  Yes		 No		

 Type 1 Difficult getting to sleep 			 Sometimes

 Type 2 Awaken frequently				 Sometimes 

 Type 3 Awaken – difficult to return to sleep		 Sometimes 
	2nd Session
Trance depth:	 1	 2	 3	 4	 5

	
	Observation:

	
	Script – Induction / Metaphor / Suggestion/ Therapy:

	Where do you like to go to relax and unwind? Imagine you are there and describe it.

[image: ]

	

	
	3rd  Session
Trance depth:	 1	 2	 3	 4	 5

	
	Observation:

	1.
	Script – Induction / Metaphor / Suggestion/ Therapy:

	
	

	2.
	

	
	

	1st Session
Trance depth:	 1	 2	 3	 4	 5
	4th Session
Trance depth:	 1	 2	 3	 4	 5

	Observation:
	Observation:

	Script – Induction / Metaphor / Suggestion/ Therapy: 
	Script – Induction / Metaphor / Suggestion/ Therapy: 
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