New Client Intake Form

Gea Belle LMT, CMH
161 St Helens St, Ste 101
St Helens OR 97051
503-998-0034

Name:_________________________________________ Sex: F  M       Date of Birth:__________________ 

Street: _________________________________ City: ______________________ Zip Code:________________ 

Home: ________________Work:__________________Cell:__________________Email__________________ 

Occupation:_______________________________________________Marital Status:___________________ 

Religious/Spiritual Affiliation: _____________________________________________________________

Emergency Contact: _____________________Relationship__________________Phone____________ 

Have you ever been hypnotized before? Yes________No_______ 

If yes, Please Explain:________________________________________________________________________ 

Please list what you wish to accomplish through the use of my services. 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________


I am aware that this is my session and I am free to cancel or end a session at any time, without reason. Likewise, my Therapist can end a session at any time if it appears I require additional medical intervention. I will hold my Therapist harmless for any medical/psychiatric condition that I chose not to share that my affect my hypnosis session.  

Client:_______________________________________ __Therapist:____________________________________
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