SOUL RETRIEVAL
CLIENT INFORMATION FORM (online version)
Please be assured that the information requested bellow will be treated in the
strictest confidence and is for the purpose of assigning the correct treatment only.
My apologies for the amount of questions in this form, but this is essential for having the greatest solutions for your problems and best outcome for YOUR SOUL RETRIEVAL ceremony.

Name:

Email:

Mobile:
DOB:






Gender:
Emergency Contact (name, address, phone number)
Have you had complimentary therapies before? If YES, how recently and what kind?
Are you currently undergoing treatment with a psychologist, psychotherapist or counsellor?
When did you last see your GP?
Do you exercise?








Yes/No
If Yes, please list activities, frequency, intensity
Are you on any medication?






Yes/No

If YES, please list medicines 
Are you taking any food supplements?





Yes/No

If YES please list 

Are you smoker?








Yes/No

Weekly alcohol?


______units

Daily caffeine?


______cups

Are you or could you be pregnant?





Yes/No
Please DELETE all that are NOT APPLICABLE FOR YOU leaving all that is APPLICABLE (symptoms that are persistent one or more months):

  being restless and agitated

  waking up early, having difficulty sleeping, or sleeping more

  feeling tired and lacking energy; doing less and less

  using more tobacco, alcohol or other drugs than usual

  not eating properly and losing or putting on weight

  crying a lot

  difficulty remembering things

  physical aches and pains with no physical cause

  feeling low-spirited for much of the time, every day

  being unusually irritable or impatient

  getting no pleasure out of life or what you usually enjoy

  losing interest in your sex life

  finding it hard to concentrate or make decisions

  blaming yourself and feeling unnecessarily guilty about things

  lacking self-confidence and self-esteem

  being preoccupied with negative thoughts

  feeling numb, empty and despairing

  feeling helpless

  distancing yourself from others; not asking for support

  taking a bleak, pessimistic view of the future

  experiencing a sense of unreality

  self-harming (by cutting yourself, for example)

  thinking about suicide.
Please list (briefly) ALL of the traumas and effects of them that you remember, or have been told of whether they are EMOTIONAL, PHYSICAL OR SPIRITUAL using example bellow. Please include accidents, surgeries, injuries, illnesses, treated or untreated medical conditions.
“1978 – 4.y.o. - moved home with parents, never felt good in new home.

1979 – 5 y.o. – went to kindergarten and was constantly abused by some child, did not want to attend it and suffered every morning, developed stomach sickness in order to stay at home.

1983 – 9 y.o. – fall of the bicycle and broke my arm
 And so on…..”

Please describe your earliest memory (including age). This does not have to be the traumatic memory.

If known or possible to find out, please describe your mother’s emotional state when she was pregnant with you.

Please describe how the labour went (if known or can find out).

WHAT ARE YOUR EXPECTATIONS AND/OR GOALS for the SOUL RETRIEVAL session?

Client Signature            





Date
