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Date:___________________ 
Office use only 
C__K__R__ 
__________ 
INTAKE QUESTIONNAIRE
(All information will be kept strictly confidential.)

Name:_______________________________________ DOB:__________ Sex: M F (circle one) 

Address: _____________________________________ 

_____________________________________ 

Daytime Phone:_____________ Evening Phone:_____________ Cell Phone:_____________ 

Email Address: (Home)_________________________ (Office)__________________________ 

Name of Physician ______________________________________________________________ 

Marital Status:_________________________ Name of Spouse:__________________________ 

Names and Ages of Children:_____________________________________________________ 

How did you hear about this office?__________________________________________ 

Why are you seeking hypnotherapy?_________________________________________ 

List any fears/phobias:_________________________________________________________ 

List any current health problems:______________________________________________ 

__________________________________________________________________ 

List any medications you are currently taking:___________________________________ 
__________________________________________________________________ 

Please list your three (3) most important life-time goals:___________________________ 

__________________________________________________________________ 

What is your current occupation?______________________________________________ 
Do you enjoy your work? (Why or why not?)____________________________________ 
___________________________________________________________________ 

Are you currently suffering from any of the following? (Please check all that apply.) 

___nervousness ___inability to relax ___sleeplessness ___depression 

___sexual dysfunction ___compulsive tendencies ___nail biting 

___nightmares ___poor health ___cigarette smoking ___alcohol abuse 

___drug abuse ___compulsive overeating ___serious eating disorder 

___codependency ___inability to focus attention ___poor memory 

___marital problems ___recent divorce ___current illness 

___death of a loved one ___childhood trauma ___fear of heights 

___poor self-esteem ___abusive home situation ___abusive work situation 

___lack of success ___sexual abuse ___other:__________________________ 

Do you follow or observe any religious or meditative practices? If so, please describe: 

_________________________________________________________________ 

Have you been hypnotized in the past? Y/N 

If yes, by whom?_____________________________ 

Where? _____________________________________________________________ 

When? ______________________________________________________________ 

For what reason(s) _____________________________________________________ 
STATEMENT: I have read, and agree to, the Client Bill of Rights and hereby authorize Denise Martin, CHT to hypnotize me for the purposes outlined in this intake form and for future purposes that I may request. I understand that the success of my hypnosis therapy depends greatly on my own ability and desire to affect change in myself. I am aware, however, that Denise Martin will do everything in his power to ensure my success. 

I understand that hypnosis is not a replacement for medical advice and I will consult my physician, as necessary. 



____________________________________                           ______________________________ 
Signature                                                                                   Date 



I understand that during the hypnotherapy session, the practitioner may touch me as an anchoring technique. The practitioner has demonstrated to me such touch, and I hereby give my permission for such touch to take place during the session. 



____________________________________                              ______________________________ 
Signature                                                                                                Date
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Hypnotherapy works!




