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

In all cases, the work is client-centered, and you are a full participant in the journey. By providing the
information on this Intake form you will help me to tailor services to meet your needs. 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,

The information you provide will help us to work more effectively with you. All information will be strictly
confidential, and nothing will be shared with a third party unless mutually agreed upon.

INSTRUCTIONS FOR YOUR FIRST YOGA THERAPY CONSULTATION

Thank you for giving thoughtful consideration as you complete this New Client Questionnaire. You will have ample
opportunity to address any concerns that require more detail during your appointment with your practitioner.

Please bring the completed New Client Questionnaire to your first zoom visit

Please also have available a Yoga mat, chair and wear comfortable clothing.

Client confidentiality will be observed under all circumstances.

Basic Demographic and Contact Information
Preferred Pronouns: Age: gX4

Where are vou located

Best Phone numberiest Email
Who lives in vour household? (people and pets). vy ¢ sk,
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hysical Health and History:

How would vou describe vour overall physical health?
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Please list any relevant medical history

Year Event Treatment Qutcome \»J (J\p’:\‘

Please list any current diagnosed conditions and treatments

Condition Year Diagnosed Current Treatment  Current Status N i A
{prescription, OTC,
Behavioral, etc.)

If you experience chronic pain, please describe:




Location Frequency Intensity Duration Description
\
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Energy and breath:

What time of day do vou have the most energy? FaavAt N\{\C‘S
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When do you usually sleep (time asleep and time awake)? <\ ¢ & 10°30 -\ U O0Pm |, vekl L)-‘G' 2k JoAA

How would you describe the quality of your sleep? G W b‘*\é’i et
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If you experience fatigue, please describe its impact, frequency, and what you do to manage it. }3/ Jx

Do you have any breathing challenges not mentioned above? W10

How would vou describe your breathing? (3 g(,*
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Mental Health and History:

Please list any current mental Health diagnoses and treatment: W/
A

Condition Year Diagnosed Current Treatment Current Status
(Prescription. OTC,
Behavioral, etc.)

Wisdom and Intellect:

What are the major sources of intellectual stimulation and engagement in your life now? o\l o {MmgN K> 0F Z‘N‘Jf"“-’*) ki~
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What are you in the process of learning and/or teaching others? ¢ W Uk s

What would you like to learn and/or teach? oA H edp Lo &gi Jl‘veumnk
B 4 ;




Do you have a religious/spiritual orientation? N £

What connection is important for your life and health (nature, family, pets, volunteering, etc.)?
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Do vou fell connected in meaningful ways?
e
Do you feel that you know why vou are here?
YWe N

What should I know about your belief system or worldview?
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Yoga History:

Do you have any experience with yoga/meditation? £>

If you currently have a yoga practice, please describe it. T oW rﬁﬂ\i/y du ~ot W ove o wica (}‘;4/( KA.
% J D

What is your primary motivation for seeking yoga therapy? Do xS Yo S < rveent \Wee 1o '\Aj }x[fj
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