Robert Sanders

Client Questionnaire

	Medical details

	GP Name
	
	GP Address


	

	Details of any medical conditions in the past
	
	Details of any current medication or medical conditions
	

	Details of any previous therapy undertaken in last 3 years.
	
	
	

	Personal details

	Name
	
	Phone numbers
	

	Address
	
	Email
	

	Marital Status
	
	Occupation
	

	Number of children
	
	Date of birth
	

	Hobbies and interests
	
	Dislikes, fears or phobias
	

	What's important to you in your life?
	
	What do you try to avoid in life?
	

	What motivates and drives you?
	
	What do you want to achieve in your lifetime?
	


	Details of the issue, problem or condition

	What is the issue or problem?


	

	Please describe a recent example of the problem in action
	

	How do you know it is a problem?


	

	What does it stop you from doing?


	

	What areas of your life is it affecting?
	

	What frightens you about it?


	

	How do you feel about it?


	

	When, where or with who do you experience the problem?
	

	When did it start?


	

	When do you not experience it?


	

	What stops you from not having the problem?
	

	What do you believe about the problem?
	

	How will your life change once the problem has disappeared?
	

	State 3 things that you will be able to do once the problem is gone?
	

	Please add any other information which you think would be useful to share.
	


