Ultimate Personal Transformation Program - Confidential Application/Intake Form 
Lindsay Kenny, EFT Master

1st Preferred Start Date: ________ Time:  AM/PM:________(PST)                     Prefer Phone___ or Skype______

NAME: _________________________ HOME #:____________________WORK/CELL#:____________________

ADDRESS: _______________________________CITY:__________________ ST:_____ZIP:________________

D.O.B.___/___/___ SEX:___ MARITAL STATUS:_____ SPOUSE or SIG.OTHER:__________________________

E-MAIL:___________________________________HOW DID YOU HEAR ABOUT US: _____________________

OCCUPATION:_____________________________COMPANY:________________________________________
OTHER MEMBERS OF HOUSEHOLD AND AGE______________________________________________________________

_____________________________________________________________________________________________________

Below, check all issues you would like to work on. –   Put an X by the most urgent issues: 

__Depression or grief

__Weight Issues or Self Esteem

__Chronic or Current Pain

__Stress/Anxiety

__Relationship Challenge(s)

__Fears or Phobias

__Being More Effective at Work (or home)

__Balancing Work and Personal Life

__Sports Performance (Golf, Tennis, Skiing, etc)

__Anger, Frustration, or Resentment

__Past Trauma or Painful Memory

__Experiencing more joy and/or peace of mind

Issues not mentioned above: ______________________________________________________________________________

______________________________________________________________________________________________________

Have you seen a therapist for these or any other issues, and if so, when?____________________________________________ 

What, if any, medications are you taking? _____________________________________________________________________

Are you now, or have you ever been suicidal? ____ If so, when? _______and why?____________________________________  

Do you or anyone in your family have a history of substance abuse? If yes, please specify: ______________________________

Do you have any medical condition(s) of which I need to be aware?_________________________________________________

______________________________________________________________________________________________________

Please answer the following questions:  (Feel free to use additional page(s) for more detail.)
1. If you were to live life over, what person or event would you prefer to skip?

2. What makes you angry and why?

3. What was the last time you cried and why?

4. What is your biggest regret or sadness?

5. What is missing in your life to make it ideal?

6. Who would be upset if you were completely "healed"?
7. What do you wish you had done but didn’t do?

8. What is are three positive goals you would like to achieve?

9. How would your life be different if/when we handle all of your issues?

____________________________________________________________________________________________
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