Moira Fitzpatrick, PhD, FICPP, ND, ECIM
Whole Life Medicine@Balancing Health

12900 NE 180th Street, Suite 100

Seattle, WA 98011

P: 425.398.9355 F: 425.486.5913  E-mail: drfitznd@comcast.net
Preliminary Psychotherapy/Hypnotherapy Intake Form

Name:  ________________________________________________SSN:________________________

Address: _____________________________________City______________State______Zip_______

Day Phone:_________________________________Evening Phone:___________________________

Referred by:_________________________________________________________________________

Age:_______________________DOB:______________________Marital Status:________________

Occupation: ________________________________________________________________________

How many hours per week do you work?________________________________________________

Do you enjoy work? Yes__No __ Please describe your relationship to work.

____________________________________________________________________________________

Please write down your reason(s) for seeking psychotherapy/Hypnotherapy.

Current Medications:

Name of Medication

Dosage

Prescribed by

Taken for
   Date Started

Please write down the name of your physician/psychiatrist:











Phone:





Current Supplements:

Supplement


Dosage

Prescribed by

Taken for
    Date started

Please write down the name of your healthcare provider











Phone:





Please write down current medical conditions for which you are being treated.

Past hospitalizations and/or surgeries:

Lifestyle:

Do you drink alcohol?  If so, how much per day?  Per week?

Do you smoke cigarettes?  If so, how many cigarettes per day?

When did you begin smoking? ____________

Do you drink coffee?  Y    N    
If yes, how many cups per day? 





Do you drink other caffeinated beverages?
Y
N

Please indicate what beverages you drink.

Do you exercise?
Y
N

What kind of exercise and how often do you exercise?

Do you feel better or worse following exercise?

Please explain if you feel worse.

Habitual Issues:

Do you have a history of substance abuse?
Y
N

Please indicate your drug of choice, other drugs you have used and when you began using substances.

Do you have a history of gambling?
Y
N

Do you have a shopping compulsion?   Y
N

Do you have an internet compulsion?
   Y
N

If yes, briefly explain the type of compulsion that has become a habit.

Do you have a history of eating disorders? Y
N

Food Issues? Y
N

How would you describe your relationship to food?

Abuse Issues:

Have you been a victim of physical, sexual or emotional abuse?
Y
N

Do you feel safe at home?
Y
N

Do you ever blank out?
Y
N

If so, for how long?













Do you wear glasses?


 Contacts? 









Have you ever had the experience of finding something in your closet that you don’t remember buying?  Other experiences of losing time?  Please describe.

Significant Family Medical History and Mental conditions:

Please list any medical problems in your family and the relationship of the family member to you.

Medical problem



Family member


Deceased

What are your hobbies? What do you do that is fun, joyful, renewing?




















Have you had previous psychotherapy?
Yes___  No ___

When? _____________________________________________________________________________

Did you find it helpful? ________________________________________________________________

Have you had previous hypnotherapy/visualization experience?  Y      N
When?




Did you find it helpful?

What are your specific goals for this psychotherapy experience?
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