Lil Harris Yoga Therapy
New Client Intake Form

Thank you for taking time to share a little of who you are with me. What you include in this
Sform allows me to better prepare for our meeting and tailor services to meet your needs. What
you choose to disclose is up to you. If any question feels overwhelming, skip it and add it to our
conversation when we meet. I suggest allowing 15-30 minutes to complete.

Our work will be to identify and support your goals of enhancing your health and well-being
through Yoga-based practices. The practices may range from gentle postures, stretching,
breathing, meditation, guided relaxation, affirmations, to healthy lifestyle choices. Depending
on your interests we may also use visualization, journaling, movement or other techniques to
support your self-discovery, transformation and healing.

Our work is client-centered, meaning you are a full participant in the journey. If there are any
other medical or life circumstances not included on this form that would impact our work
together, please let me know so that we may adapt practices specifically for your situation.

All information will be strictly confidential. Nothing will be shared with a third party without
your consent and mutual agreement.
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What are your current reasons for seeking yoga therapy? Do you have a goal for
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What is your previous experience, if any, with yoga?

Dobble.

What are your current and previous health conditions? (Please include medical
diagnoses, surgeries, injuries, etc. and approximate dates.) Feel free to elaborate.
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Who else are you currently seeing for your concerns or general health?
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Have you ever used tobacco or marijuana products?

When? How long? Are you currently using them?

Yes



What is your history with aleohol consumption? (How often? How much?)
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Do you inhale smoke in any form (including incense)? Yes @

What are the areas of discomfort in your body? (Mark where they are located, and
degree of discomfort: mild, moderate, severe). Feel free to elaborate.
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Where do you hold tension in your body?

Neck

What relieves your pain? What increases it? (Consider the movements, activities
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What are your current and previous mental health conditions?

CONDITION DIAGNOSED YEAR CURRENT TREATMENT CURRENT STATUS
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Please list any prescription and/or non-prescription drugs and supplements you
are taking, as well as what they are for:
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How would you describe your diet? What about it works well for you? What do you
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Describe your overall energy. Does it fluctuate or stay consistent? When are you
most energized? When are you depleted?
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How would you describe your current level of stress: low, moderate, high? What
increases your stress? What reduces it?

Low, I Don't Siress.

How would you describe your breathing? Do you have any breathing challenges?
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What life challenges are you currently facing?
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What in your life brings you joy?
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If you could change one thing in/about your life, what would it be?
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In %, how much of your day is spent doing the following activities:

Sitting % Standing % Driving %

Lifting % Desk Work % Lying Down %
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What challenges do you have with your sleep quality or routine?
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Do you have a regular exercise routine? Feel free to elaborate.
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Describe your social support system (family, friends, etc.) What social activities do

yo“enjéy? T pery Close 10 my WiFe ¢ L CQhilbdern
o7 ()ow"{{cu laovly Social,. I VoLuntesr ot
The USOFVFW, 6 Fow work /atmy Frrewd .

What connections are important for your life and health? (examples: nature, pets,
volunteering, etc.)
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Are you active in a faith community or maintain any regular spiritual practices?
How would you like to incorporate your faith into the work we do together?
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