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Helping those in pain enjoy life again . . .
CLIENT ONBOARDING FORM
Date: _________________________________ 
Name:  _________________________________________________         
Address:  ________________________________________________________________ 
Preferred Contact Telephone#:
 (________)_________________________________________ 
Email: __________________________________________________________________________ 
Date Of Birth: ________/________/__________    Age: ____________   
Gender: ____M  ____F______
______________________________________________________________________________
1.  What is your current occupation/career?  ______________________________________________________________________________________________________________________________________
2.  What do you do for fun/relaxation?  ___________________________________________________________________ ___________________________________________________________________
___________________________________________________________________
3. What are your current beliefs about counseling or life coaching? 
        I think it can help me. 

         I will try it and see what happens.
         I am a skeptic. 

4.  What motivated you to seek counseling or life coaching?  

___________________________________________________________________  ___________________________________________________________________



5.  What medications if any are you currently taking?
_________________________________________________________________________________________________________________________________________________________________________________________________________
6.  What goals do you hope to achieve along this journey to self-improvement?

            Weight loss/Improved eating habits.  Please specify weight loss goals:               
    _________________________________________________________________
               
       Overcome a fear or phobia
    Please describe:  _________________________________________________
_________________________________________________________________
        Overcome low self-esteem/ build confidence
        Overcome negative thoughts or emotions.  Please describe:
______________________________________________________________________________________________________________________________________
       Relaxation/stress management              
        Pain management
Please describe your pain:  ____________________________________________ 
        Insomnia or other sleep disorder
       Achieving a personal or professional goal.  Please describe:  
_______________________________________________________________ 
        Other:  ______________________________________________________



7.  Please describe in your own words how this situation, issue or problem affects you in your life on a daily basis or otherwise:  
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
8. Do you have sleep difficulties? ____ Rarely ____ I don’t get enough sleep 
____ I have trouble falling asleep ____ I have trouble staying asleep ____ I sleep too much 
 9.  Eating Patterns: ____ I am on a special diet - Specify: ____________________________________________________ 
____I eat mostly healthy foods ____ I don’t eat regularly ____ I overeat
 ____ I do not eat enough ____ I binge eat ____ I purge myself when full
 ____ I snack too often 
 10. Exercise Patterns: ____ I work out frequently - Specify: _____________________________________________________
 ____ I exercise occasionally - Specify: ____________________________________________________ 
____ I do not get enough exercise 
____ I have a health condition that limits my ability to exercise  - Specify:________________________ ________________________________________________ 
 11.  In my personal relationships, I am:
 ____ Unsatisfied ____ Sometimes satisfied ____ Mostly satisfied ____ I am very happy with my relationships with others
12.  What are your three biggest personal strengths? 
1.)____________________________________________________________________________
2.)____________________________________________________________________________ 
3.)____________________________________________________________________________ 

I hereby give my permission and informed consent to engage voluntarily in mental health counseling and/or life coaching.   
I agree that all of the information given by me is correct & true.
I agree that my session may be recorded, for client’s own personal use.   
I agree to take responsibility for putting forth my best efforts in achieving the positive desired outcome on this shared journey of self -improvement.
Signed _________________________________________ 
Name, printed ___________________________________
e-mail:  ____________________________________
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