CONFIDENTIAL QUESTIONNAIRE  

Jolene Shields C.H.
Name______________________________________ Date_______________________________

Address____________________________City__________State____Zip___________________

Home Phone_______________ Work #_______________ Cell or Pager #___________________

Age_______ Sex_______ Height_____ Weight______ Favorite Hobby_____________________

E-mail address__________________________________________________________________

Marital Status (please circle one) Single     Married     Widow/Widower     Divorced

Are you currently under the care of a physician?            Yes    or    No

Did your doctor recommend that you use hypnosis?      Yes    or    No

Physician’s Name________________________________________________________________

Please list all medications that you are taking.

____________________________________________________________________________________________________________________________________________________________

Do you exercise ______ How often?_____________ What type?__________________________

Do you experience stress? (explain) __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What worries you most? ____________________________________________________________________________________________________________________________________________________________

What do you expect from hypnosis? ____________________________________________________________________________________________________________________________________________________________

Have you ever been hypnotized before? ________Results _______________________________

______________________________________________________________________________

Why did you choose hypnosis? ____________________________________________________________________________________________________________________________________________________________

How long have you experienced this problem? ________________________________________

What methods failed to help you get relief? ___________________________________________

Does this problem make you physically uncomfortable?      Yes    or    No

Does this problem limit you and your activities?                   Yes    or    No 

Do you feel that this problem controls you?                           Yes    or    No

Describe the physical and emotional pain this problem has caused? 

____________________________________________________________________________________________________________________________________________________________

Does your family support your efforts in gettingwell? ___________________________________ 

I agree that the above information may be shared with referring physicians as needed for the success of my treatment. 

Signature___________________________________________ Date_______________________

