ALANBATES DHP Acc.hyp
Client Consultation 
PRIVATE & CONFIDENTIAL

The following information is required so that Alan can give you the relevant therapy in your session today. You will have time to discuss your issues with Alan and all information, either written or verbally given will be strictly confidential. When you arrive for your appointment please wait in the reception area.
Name (PLEASE PRINT IN BOLD).............................................................................
Date ………............................ 
Address..................................................................................................................

Telephone..............................................................................................................

Email…………………………………………………………………………………………………………………

Age……………………………………………………………………………………………………………….….
Working? Yes        No          Occupation..................................................................

How would you like Alan to help you? 
(PLEASE PRINT)

......................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................... 
Have you ever suffered from epilepsy? 



Y (   )  N (   )

Is this a repeat session?






Y (   )  N (   ) 
Have you been hypnotised before? 




Y (   )  N (   )

Do you have high or low Blood Pressure?  



Y (   )  N (   )

Have you ever suffered from depression?  



Y (   )  N (   )

Have you had treatment from a Psychologist or Psychiatrist?     Y (   )  N (   )

Have you tried other treatment for this problem?  

           Y (   )  N (   )

Are you currently taking any medicines/drugs? 


Y (   )  N (   )

Is your current state of health?  Please tick Box

        Good        OK       Poor 
If you have answered yes to any of the above, please provide further details

(PLEASE PRINT)

...............................................................................................................................
…………………………………………………………………………………………………………………………
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