	Brennan Healing Science: Student Practitioner Session
	Pre-Session Questionnaire



Aloha! 
Thank you for your interest in working with me as a practice client for energy healing sessions.  I am currently a third year student at the Barbara Brennan School of Healing (BBSH).  As part of my training at BBSH, I work with individuals that are interested in energy healing, for the purpose of practicing new skills and deepening my experience.  I am not permitted to charge or accept fees for these practice sessions. 
As a pre-requisite to any work together, I ask that you complete the attached form and return it to me.  I will review it and let you know if you are eligible to work with me as a practice client.  There are various situations that are out of scope of my current training level.  Your past and current health history, lifestyle and personal background will be reviewed.  If there is any situation I am not trained to work with, I will do my best to refer you to a graduate of BBSH, or another practitioner that can support you fully in your physical, emotional and spiritual goals.
Otherwise, I will get back to you once reviewing the form to schedule our first session together.  The first session will be approximately 90 minutes.  Subsequent sessions will be 60 minutes.  During our session there will be an interview where we focus on any presenting complaint and your goals for our work together.  We will then move to the hands-on healing part of the session.  During this portion of the session, you will be fully clothed and laying on a healing table.  I will be doing energy healing work with my hands on the body, as well as through the energy field which surrounds the body.
I do not and am not qualified to medically diagnosed or prescribe treatment. If you have a physical injury or disease condition, I ask that you be in the care of a licensed medical professional. I do not advise you to discontinue any medical treatment you may be receiving.
Self-care is an extremely important part of this work and is your responsibility during our work together. If at any time during the session you are uncomfortable, please inform me immediately. I also recommend that you refrain from consuming alcoholic beverages for 24 hours following your treatment and allow yourself to integrate the session, as needed, with rest, water and listening to what your body needs.
Any information you share with me during our session is always kept confidential.  I may, however, discuss practice clients with my professional supervisors, teachers and fellow students with the intention of deepening my professional development.  Your name will always be kept confidential in any sharing.
In signing this form, you acknowledge I may work with you in the above described manner.  I look forward to our connection.  Please let me know if you have any questions about this form, the session, or Brennan Healing Science.  I’m happy to answer them! 
Warmly,
[image: ]
Julie Migneault
Brennan Healing Science Student Practitioner
julie@julie-migneault.com


PERSONAL INFORMATION
Name: ____________________________________________________ Date: _____________________ 

Address:  ____________________________________________________________________________

Date of Birth:  ___________________   		Telephone:  ___________________  

Email Address: _______________________________________________________________________

Employment/Profession: ________________________________________________________________

Referred By: _________________________________________________________________________

Reason/Intention for Visit: _______________________________________________________________

____________________________________________________________________________________
LIFESTYLE
Primary Care Physician: ________________________________________________________________
Specialist:  __________________________________________________________________________
Therapist: ___________________________________________________________________________
Other (Alternative/Complementary Therapies): ______________________________________________
Current Medications: ___________________________________________________________________


Current Supplements: __________________________________________________________________

____________________________________________________________________________________

Eating Habits / Diet: ___________________________________________________________________

____________________________________________________________________________________

Daily Intake: Water ___________ Caffeine ___________ Alcohol ___________ Cigarettes ___________


Exercise Routine: _____________________________________________________________________

____________________________________________________________________________________

Creative Outlets (Arts, Self Expression): ___________________________________________________



Spiritual Practice: _____________________________________________________________________

____________________________________________________________________________________
HEALTH HISTORY
Mark the following areas of disease or symptoms. Use: C = current, P = past, or R = recurring. Explain if necessary.

	EMOTIONAL/PSYCH
	ENDOCRINE
	CARDIOVASCULAR
	REPRODUCTIVE

	Depression  
	Adrenal Insufficiency
	Angina
	STD(s)

	Eating Disorders
	Pituitary Dysfunction
	Heart Attack
	Endometriosis

	Substance Abuse
	Hyperthyroid
	Hypertension
	Miscarriage(s)

	Mood Swings
	Hypothyroid
	Stroke
	Abortion

	AUTO-IMMUNE
	NEUROLOGICAL
	RESPIRATORY
	OTHER:

	HIV / AIDS
	Epilepsy
	Bronchitis
	Skin Disorder 

	Allergies
	Dizziness
	Emphysema
	

	Cancer
	Insomnia
	Pneumonia
	

	Fatigue
	Migraines
	Tuberculosis
	

	Fever (severe)
	MUSCULO-SKELETAL
	DIGESTION
	

	Fibromyalgia
	Arthritis
	Constipation
	

	Fungal Infection
	Back Pain
	Diabetes
	

	Herpes
	Carpal Tunnel
	Diarrhea (ongoing)
	

	Lyme Disease
	Gout
	Indigestion
	

	Mononucleosis
	Osteoporosis
	Hypoglycemia
	

	URINARY
	EAR, NOSE, THROAT
	Hepatitis
	

	Bladder Infection
	Ear Ache/Infection
	Ulcer
	

	Kidney Stones
	Jaw Pain
	Liver Disorder 
	



List any other disease symptoms you have had or currently have that do not appear above: ___________

____________________________________________________________________________________

List any injuries you have had, or currently have: _____________________________________________

____________________________________________________________________________________

List any surgical operations you have had, or know you will have:________________________________

____________________________________________________________________________________

List any hospitalizations you have had:_____________________________________________________

____________________________________________________________________________________

List any traumatic or life-threatening events that occurred in your life, and when they happened: _______

____________________________________________________________________________________

PERSONAL BACKGROUND
Have you experienced energy work before?  How?  When? _____________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
What are the major stresses in your life?____________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
What is your passion in life?  What gives you the most pleasure and joy? __________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
What are your goals for this session and long term? ___________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Is there anything else you’d like me to know?________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

ACKNOWLEDGEMENT AND CONSENT FOR PRACTICE SESSION(S)
I have read and understand the information provided by Julie Migneault and freely elect to have her work with me in the described manner.  It is acceptable to me to have the information about my healing session(s) shared (without my name or any identifying information) with professional supervisors, teachers and fellow BBSH students as necessary for the healer’s professional development.  I agree to update the healer on changes in my health status and medical history and understand that no liability on the healers part shall exist if I should neglect to do so.  I understand that energy healing should not be construed as a substitute for medical examinations, diagnosis, and treatment and that I should see a medical physician, chiropractic physician or other health care specialist to address concerns that are outside the scope of my session.
Signed: ____________________________________________________________________	Date: ____________________________________
(By typing your name above you acknowledge your typed name will serve as your signature and legal consent to these terms.)
©Julie Migneault	www.liveyourtruepath.com	808-446-5426			
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