Lancaster Hypnotherapy 

313 W Liberty St. Suite 129  Lancaster, PA 17603 

717-340-3100  
Name ______________________________________   DOB__________________ Date__________

Address____________________________________________________________________________

 Email_____________________________________________________________________________ 

Occupation_____________________________________ Phone______________________________ 

Are you/have you been treated for a psychiatric issue?   YES/NO 

Are you currently under a doctor’s care?  YES/NO

  ____________________________________________________________________________________  

Are you currently taking any medications?  YES/NO 

If yes, which ones? ___________________________________________________________________ 

___________________________________________________________________________________ 

Have you ever received hypnotherapy before?  YES / NO  ____________________________________ 

Please describe your presenting issue____________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________  

When did this issue begin? _____________________________________________________________ 

___________________________________________________________________________________

How has it affected your life? ___________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

What methods have you tried to alleviate this issue? ________________________________________ 

__________________________________________________________________________________ 

What is your short-term goal regarding this issue? __________________________________________ 

__________________________________________________________________________________ 

What is your long-term goal regarding this issue? __________________________________________ 

__________________________________________________________________________________ 

Do you have any specific fears or phobias? ________________________________________________ 

___________________________________________________________________________________ 

Do you have any questions about hypnotherapy or other concerns? _____________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Consent to audio/video recording 

I authorize Lancaster Hypnotherapy to record sessions for professional purposes in accordance with the ethics and guidelines established by the IMDHA.      

Date__________________     Signature__________________________________________________ 

Parent/Guardian Signature_____________________________________________________________ 
Cancellation Policy 

24 hours notice is required when changing or canceling an appointment. If an appointment is missed or canceled without 24 hours’ notice, the full appointment fee will be charged.  Initials_________________ 

Cell Phones 

Cell phones must be turned off, not to vibrate, for the entirety of the session. Initials____________ 

D/ND 
 
A/V/K  
Bl.Plt score   1 2 3 4 5 
