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Flower Essence Therapy Client Intake Form
Please complete this form in your own handwriting unless disabled or otherwise unable to do so.
Name _______________________ Date ____________ Age _______    Gender ___________
Phone: _______________________________     Email: ____________________________________
Date of Birth: ___________________________   Birth Time: ________  Birth Place:________
Emergency contact ____________________________________________________ 

(name & phone)

Mailing Address (for flower essences):  

                               ___________________________________________________________________

                               ___________________________________________________________________

Billing Address (if different from Mailing address):  

                 ___________________________________________________________________

                              ___________________________________________________________________

Occupation ______________________   For how long? ______________________
Relationship/ Family:

___ Single     ___ Married     ___ Divorced      ___ Significant Other     ___ Widowed 
___  Caregiver for dependent/s

____Number of children ________ 

Identify below the primary concerns that have brought you in for a consultation: 

1_______________________________________________________________________


2________________________________________________________________________
List below all drugs, vitamins, herbs or homeopathic remedies you are currently taking: (use back of sheet if necessary)

Lifestyle

How do you feel about the following areas of your life?
 (please rate according to the following scale): 

0= Not applicable  
1=  Yikes! This area of my life is a major source of stress  

2= Hmmmm- I could use some support in this area

3= Okay- I have a handle on this, or know what changes I need to make
4= Good- This area of my life is really working for me

5= Excellent!  This aspect of my life is a source of joy and satisfaction!
Work/ Career/ School  ______

Living Situation _______

Family Life ______

Personal/Romantic relationships  _____

Diet/ Exercise Regimen ______

Creative Pursuits _____

Physical Health _____

Stress Management _____

Spirituality _____

Finances _____


Hobbies/ Personal interests  _____

Sex Life/Sexuality______

Parenting ______

Social Life ______

Would you like to elaborate on any of your responses above?

Are you engaged in any of practices that are geared toward emotional well-being (i.e. meditation, yoga, etc.)?  If so, how often?

Please give an overview of your spiritual values of moral experiences that have shaped your life:

Briefly discuss your family of origin and any significant childhood events.

What aspects of life have been most challenging to date, or have provided recurring themes for learning and development?
If you feel comfortable sharing at this time, please list any major emotional or physical traumas you’ve experienced.
If you wish, you can use additional space to elaborate on any of the above questions or share anything further about yourself.  All information is strictly confidential.
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