
MOVEMENT EDUCATION-THERAPY 

Intake Assessment

NAME:













DATE:






  SESSION #






ADDRESS:












PHONE:




  E-MAIL:






EMERGENCY CONTACT:










BIRTH DATE:


  OCCUPATION:






Reason for coming and what would you hope to gain?




















Relevant Medical Information:


Health Care Professionals










Medications
























List any physical restrictions










Do you have any existing medical conditions?  Please explain.

















Have you been in any accidents or have any major surgeries?


















Frequency of exercise










Meditation experience 










Relaxation 













What is your level of stress? (home/work) 






















Would you be interested in knowing about upcoming workshops or events? (yes/no)


Release Form

I 




, understand this is an informational and educational setting and acknowledge  Mary Francis Hoffman PhD, RSME as the educator and facilitator.  I also understand that this is in no way intended to replace or act as a therapy session although it is a therapeutic process.  I also release her from any liability if I should strain my body in any way while doing this work.

Signature






  Date

Cancellation Policy: In the event you cannot make your appointment a 24 hour notification is appreciated.  If notification is not received you will be billed for the full amount of the missed appointment.  Thank you very much.

Signature






  Date

Mary Francis Hoffman PhD, RSME


314-443-0206


