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Welcome! As a means of better serving vou, please answer as many of the guestions below as is

our first meeting. Your personal information is absolutely confidential. it is for professional use
only.

Many thanksd"}ﬁ\/
Joy Sciabica joy@lightoflightyoga.com

Personal Pronouns ma‘sf Date 5/ 3 {, ‘Z'OQL/L

Full name
Email address
Home address
Phone number: cell ather

etired) BooKeeper/Acceunting, .

et Yhone number: R

What motivated you to begin yoga therapy at this time?

|
|
|
|

Are there any particular benefits you hope to derive from yoga therapy?
Possibly- Stress reduction, strength, flexibility, balance, focus, process loss/grief, reduce anxiety symptoms,
ease depression, improve posture, mindfulness and meditation, address a specific medical condition.

N - ] NI ENY

Have you practiced yoga before? Yes Noi |
Do vou currently practice yoga? Yes No ij

If you have any concerns about participating in yoga therapy, please briefly describe them below.

Mo

Current level of physical activity.
Please indicate your level of physical activity on a scale from 1 to 5 as described below.
1=inactive/sedentary, 2=§§gﬁi,@@§4=ﬁﬁ€ﬂﬁ@ﬂs, S=—endurance.

Exercise Routine
Do you have an exercise routine? Yes X No| |
If yes, please describe. Such as activities, frequency, self-directed or guided, duration, intensity.
Siluer Sneckers ZxX week \Jeer 3 x week i
Coy-de nNin ? |
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Mokbifity

Are any functional movements and tasks difficult for vou? For example: lowering to the floor,
getting up from the floor, reaching, bending, twisting, walldng, going up or down stairs, standing, getting
infoutofacar. Yes f}; HNo @

if yes, please describe.

] i

hsirmsnsimmmerriga

Do you have a typical waking routine? Yes D4 Nel |
Do vou have a typical preparation for sleep routine? Yes Xl Nol |

ESRT F LA R AABE N W GE T F PR IRAR, R DR D 4 PSS 3 B S
FEF SO 4

Sleen
How many hours do you usually sieep each night?
On average, what time do you go to sleep and wake up? Sleep time [0: pWake time 6230 Am.

Do you have difficulty falling aslesp? Yes] | Mo X
Is your sleep typically interrupted? Yes§ dNol |
fyour sleep is interrupted, what usually wakes you un?

1

il
N T
Eating Patterns

eating, aligning eating patierns with sverall wellness goals.
Yes| | Noi |
Ifyes, you are welcome to describe vour goals in this area.

i
i

Please indicate your overall energy level. On a scale from 1 to 5 as described below.
1=Very low/lethargic, Z=Low/fatigued, @’*zﬁﬁﬁemﬁﬁ: Hizgh, 5=Very High /Overdrive

YOl © yUr uasy vaet garon: A4 YFAITHL A5 C YU 1AL TIITE Pisou s

Stress
Please indicate your averall stress level. On a scale from 1 o 5 as described below.
1=No stress.Z=low/minimal) 3=Moderate, 4=High, 5=Verv High

= g < g - s 3 N ® [
Are there any specific life circumstances contributing to your stress level now? Yes X No[ |
If yes, you are welcome to describe your primary stressors.
| Decllh oF Hus boand, A 5125@\”5) [ Wephew Withu gyearg

What do vou do to cope with the stress in vour life?
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Pirysical ard Mentat Healilh ~

Heolth conditions. You may describe areas of nain. numbness, or discomfort heres
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Do vou have a history of any of the following? Please check all that apply.

7 . Elimination~ constipation,  Neuropathy, tingling,
M Sitergies 0 diarrhea Ll _numbness
[ 1 Anxiety or panic attacks [ 1 Eyedisease [¥ OsteoporosisGsteopenia
[ ] Arthritis [ 1 Fatigue, lethargy, low energy | | | PMS/Menstrual pain
, Head injiry~ TB], . I

[ Asthma ~ 1 B e [ 1 Respiratory condition{s}
E/} Cancer, Type {Sreagl L] Headache, migraines [l Sciatica
[l ChronicPain D Heart disease [} Seizures
[ ] Circulatory issues, swelling | [ | High blood pressure [ ] Stroke
[ 1 Depression [ 1 Insomnia, sleep issues [\ Thyreid condition{s) ey oo
D Diabetes [ 1 Joint pain 3 Urinary condition(s}) i
L1 g;;%:?%f SRS R, [l Memoryissues [ 1 Weight concerns

Difficulty Muscle pain, stiffness, }
L concentrating/focusing L cramping L] Other
[l Dizziness/vertigo [ ] Neurological disease

Are you seeing a health care provider for any of the above or
If yes, please list any diagnoses, type of provider, and current tre

other conditions? Yes{¥ No[ |
alments.

ave you iried other integraiive therapies such as acapunciure, chiropractic care, massage

’EZ”%EF&&%F or ayurveda? Yes| | Nolf

If yes, please note the type of care

X B o
e and its effects.

Have you ﬂ&é aiy Surger icS méhu; unuz EED Gr ﬂObu; liza
note when and bric Eg‘r describe each.

if yes, plea

tions?

FY

Y5

s s

f/s l‘é(}i ;

7

i

|

{owmp Frovn BreasT. Jg yrs ago

<

Do you have a history of trauma or current/ongoing traumatic cire

T

Yes! | NohJ

mstances in your life?

Do you have a history of substance abuse/ aﬁﬁzgﬁﬁﬁ? Yesi | Boi Lﬁ/
Are you In recovery presentiy? Yes i'_”% Mo 5_ 4

Do you consume any of the @Ls}amg substances: alcohol, calfeinated beverages, tobacco

oroducts, or marifuana? *fszs;

1 Nens
if yes, please note the a&ﬁ"f&‘ﬁ“& and typical daily or weeldy consu

tion of each i

i sor Rl f’»’jﬁ

| CoFfee
i

Are you receiving professignal psychiatric care for any of the sbove or other mental health

é’{?ﬂ{fﬁ??‘*%’} Yes! | Hol

wrent treabimen

its relate

& to vour mental health,

If ves, please list any dm;;mage an

S
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Please list any prescription medications, vitamin, and for herbal supplements you take.

HosuvasTaTrg c‘;my) MeTopreiei ‘25"5) Rebyaspivming Lis/neprd 5"”3 Asneedaééj Le vet

nn{ [af= 1 4%
pl‘L’,SéV‘ U{S’(or\j @St@,ﬂ Bi- Fl.e,)( 3 D_g A5 ,nj feoei1l) Zy‘ rTec I&ij
If you would like to share any significant events that have shaped your life, please do.
TWISUOM BN IRTRIIBCTE ~ v me o st s st s s ot ot s ot o i s ot i Pt i e s ettt et et P P i s
What are you learning, curious about, and /er teaching others?
| |
Do you like to read, listen to audio books, and /or listen to podcasts? Yes[X] No[ ]
Cﬁmﬁﬁig and Social gagaggmgﬂg o o P P o A P P IS M P Pl P T P 3 £ P P D P B P B 8 P P o £ 0
Are you connected fo an accessible social support network such as family, friend groups; church,
e - . - N - 3 - 3
special interest, or charity/volunteer groups? Yes X] Nol !
Do you have a pet? Yes| | No X
3 = S CEEY u s Ty ,u—‘} F. $_§ s |

Is loneliness a concern for you? Yes! | No X
Do you have a spiritual practice? This could range from strong religious affiliation to experiencing the
wonders of the natural world. Yes DS Nol ]
If yes, please briefly describe. % 7

C\’\w“-“—h ALSH [::flg)oy Ve lure %

]

What aspects of your life are meaningful to you? i

C)\%\—. ~ Friends - FC-Z(””Y ~ Garden nﬁ
What inspires vou? | " 0

' ‘ PosiTive. Peopie
Do you have any special interests that allow you to express yourself in a uniguely personal or
creative way? For example, playing an instrument, crafis, wiiting, cooking, home design, gardening,
singing, visual arts, dance, outdoor activities, sports, etc. Yes [0 No[ | Ifyes, please briefly describe.
Gevden ¢ hg — Beeu Wi Fowens ¥ Plaits Grow vagq Seed watshing Them

G’TO [T

Mindfulness and Meditation
Do vou practice mindfulness or meditation? Yes{ | No X

if yes, please briefly describe.

H

If no, are you interested in exploring meditation? Yes| | No| | 6@@ W[@ﬁag%

Anything else?

You are welcome to share any other related thoughts, guestions, or concerns that you may have.

k, 1

~n Many thanlks for vour responses, ~~

o
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