Client Intake Form







Date: ______________

Name: _________________________________________________________________

Address: __________________________________________​​​_____________________

City: ___________________________
State: ______
Zip: ___________________

Cell Phone: ______________________
Home Phone: ______________________

Occupation: _____________________________________________________________

Date of Birth: ______________________
Marital Status: _______________________

Children’s Names and Ages: ________________________________________________

First Name of Spouse/Significant Other: _______________________________________

What are your goals for this treatment? ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Present symptoms or issues: ________________________________________________________________________

________________________________________________________________________

______________________________________________________________________________________

Are you under medical/psychotherapeutic treatment?  ____ Yes   ____ No

Referred By: _____________________________________________________________
In case of emergency, please notify: ____________________________________________
Phone: _________________

Relationship: ____________________________________________________________

Rob Nelson, MS

EFT Practitioner

850 Third Street, Santa Rosa, CA  95401

707-280-8134  robnelson.eft@gmail.com

