
 
QHHT - CLIENT FORM 

 
 
Session Date: __/__/____ 
 
Name: ____________________________________________________ 
 
Date of Birth: ___________________________Age: ________________ 
 
Occupation: ________________________________________________ 
 
Email/Phone: ______________________________________________    
 
How did you find Delia? ______________________________________ 
 
Do you meditate? How often? _________________________________ 
 
Do you take any mental medication? ____________________________ 
 
__________________________________________________________ 
 
Have you ever been hypnotized? _______________________________ 
 
Why do you want to have a QHHT session? _______________________ 
 
 

 
__________________________________________________________ 

 


