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Confidential Client History Form 
 

This form is to be completed at the initial or subsequent session:  

Date ____________________ 
Please fill out this side of the form and read the Client Bill of Rights on the next page. 

 

Signing this form indicates that you have read that information. 

 

Name ____________________________________________________________________ 

Home Phone___________ Work Phone _______________ 

Cell Phone _________________________ 

Email_________________________________________ 

Address __________________________________________ City State Zip _________________ 

Date of birth ____________________________Marital Status ___________________________ 

Occupation____________________________________ 

No. of Children:______________________ 
How did you hear about us _______________________________________________________________ 

Or, Referral If so, who referred you? _______________________________________________________ 

May we send them a thank you note? YES / NO  

Any previous attempt to address this issue? Yes / No? ___ Results ______________________ 

Have you been or are you currently under a doctor’s care for this issue? Yes ____ No ____ If so please give 

us the doctor’s contact information. 

____________________________________________________________ 

______________________________________________________________________________________ 

May we contact them? YES / NO 

We find it useful to sometimes use a holistic approach (mind-body-spirit) when appropriate. 

Would you consider yourself a spiritual person? (Circle One) Yes - No – Maybe 

Religious Preferences ___________________________________________________ 

Are you currently receiving counseling? Yes / No  If so, by whom? 

______________________________________________________________________________________ 

Have you ever been treated for? Heart - Diabetes – Epilepsy – Pain - Anxiety? Are you currently taking any 

medications? Yes /  No? If so, what ____________________________________________________ 

Reason for medication? 

____________________________________________________________________ 

Have you had any chronic/prolonged condition? Yes / No? Describe ___________________________ 

 

 
Any appointment changes need to be made 24 hours in advance. Appointments broken or canceled without the 24 

hour notice will be charged for the session. Thank you. 

 

___________________________________ 
Client Signature   
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We do our best to ensure that we provide the highest quality services available. We do this by 

constantly improving our technique and keeping up with the latest developments in our field. 

Neuro Integration and Balancing can be a very powerful process that has helped thousands 

of Americans to make the kinds of changes that they want to make in their lives. However, 

you as the client are in control at all times. Ultimately, you are responsible for the changes that 

occur as a result of your journey through our sessions. 

 

This is both “good” and “not so good.” It is “good” because, after you have made the changes you 

want, you deserve a great deal of the credit; this knowledge helps you to make more changes in 

your life. But, on the other hand, it is not so good because we cannot guarantee that changes will 

come about. In fact, this is true in any situation where a professional is trying to help you. There 

is always a human factor. Doctors don’t guarantee that you will get well, teachers can’t guarantee 

that you will learn, and lawyers can’t guarantee that you will “win” your case. What we can 

guarantee is that your best interest is at the heart of the services we offer.  

 

By signing this I am stating that I have read this form and understand that, like the other 

healing arts, the practice of Neuro Integration and Balancing is not an exact science. 

Therefore, results are not guaranteed, nor refunds will be given for the services rendered.  

 

Name: _________________________________________________ Date: __________________ 

 

Benefits 

Please list the top three benefits you expect to attain from making the changes you would like to 

make. 

 

1. ________________________________________________________________________ 

2. ________________________________________________________________________ 

3. ________________________________________________________________________ 

 

Anything else you would like us to know?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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Acknowledgement of Review of 

Notice of Privacy Practices 

 
I, ___________________________________ have reviewed this office’s Notice of 

Privacy Practices, which explains how my medical information will be used and 

disclosed. I understand that I am entitled to receive a copy of this document. 

 

_________________________________________ 

Signature of Patient or Personal Representative 

 

_______________________________ 

Date 
 

 

DISCLOSURE OF PATIENT INFORMATION 

 
Please list the family members or other persons, if any, whom we may inform about your general 

medical 

condition and your diagnosis (including treatment, payment, and health care options): 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Please list the family members or significant others, if any, whom we may inform about your 

medical condition ONLY IN AN EMERGENCY: 

 

Name___________________________ Phone # _________________________ 

Name___________________________ Phone # _________________________ 

 

Please print the telephone number where you want to receive calls about your appointments, lab, 

and x-rays results, or other health care information if other than your home or work number (such 

as a cell phone number*): ______________________________ 

 

* I am fully aware that a cell phone is not a secure and private line. 

 

Patient Name  ____________________________________________________ 
     (Please Print) 

______________________________ Date____________________________ 

Patient/Guardian Signature 
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THE STATE OF TEXAS HAS NOT ADOPTED ANY EDUCATIONAL AND TRAINING 

STANDARDS FOR THE PRACTICE OF LIFE COACHING or NEURO INTEGRATION and 

BALANCING, THIS STATEMENT OF CREDENTIALS IS FOR INFORMATIONAL USES 

ONLY. ALL COUNSELORS AND LIFE COACHES HOLD HIGHER DEGREES AND ARE 

CERTIFIED IN MULTIPLE MODALITIES. Under Texas Law, a counselor or Neuro Integration 

specialist may not provide a medical diagnosis or recommend discontinuance of medically prescribed 

treatments. If a client desires a diagnosis or any other type of treatment from a different practitioner the 

client may seek such services at any time. In the event my services are terminated by a client, the client has 

a right to be free if physical, verbal, or sexual abuse. A client has a right to know the expected duration of 

the treatment, and may assert any right without retaliation.  

 

Your Right to File a Complaint: Clients may expect courteous treatment free from verbal, physical, or 

sexual abuse by the practitioner. If you have any questions or complaints regarding any of our therapists, 

please contact our office and speak directly to Leanna Rae at the address and phone number listed above.  

 

Fees and Billing: Sessions are billed at $90 per session for adults and $75 for minors (17 and younger). 

Sessions held away from the office are established on a case by case basis. Clients must give 24 hours’ 

notice for changing or canceling appointments, or they will be charged for the appointment. 

 

Insurance: We do not bill insurance companies for services. We suggest you think of our services as 

something you will pay for personally. That will both protect your privacy and help you value the work you 

are doing more. 

 

Theoretical Approach: The practitioners utilize multiple techniques, modalities, and instruction to help 

clients make changes both consciously and subconsciously. Techniques include but are not limited to: 

CBT, SFBT, kinesiology, EFT (emotional freedom technique), relaxation training, instructional handouts, 

and videos.  

 

Assessments and Duration of Treatment: You have the right to view your client file, including any notes 

or assessments made (additional fees may occur if taken outside of your regular scheduled time with the 

Practitioner). It is difficult to predict the number of sessions you will require to resolve your issue. 

Typically, work is done in five to six sessions for single issues, however if you have more than one issue 

you would like addressed more sessions will be needed. 

 

Treatment is Confidential: Client records and transactions with the practitioner are confidential, and may 

only be viewed by Leanna Rae LLC staff, unless release of these records is authorized in writing by the 

client, or otherwise provided by law.  

 

I acknowledge that I understand all of the above explanations provided. 

 

 

Client Name (Print) _________________________________________ Date ________________ 

 

Client or Parent/Guardian Signature ________________________________________________ 

 

 


