Jami Grich, Ph.D.


Yoga Therapist

CLIENT HISTORY

Name __________________________________           Date________________

Age  ___________        Ht. __________       Wt. ____________

Occupation ____________________________________

Note: Please answer only those questions you feel comfortable answering.

1.  How did you hear about my practice/ whom may I thank for referring you?

________________________________________________________________

2.  What are you hoping to receive from yoga therapy? ____________________

________________________________________________________________

3.  Experience in yoga and/or meditation (none is required):_________________

________________________________________________________________

4. Other body work modalities received (e.g., massage, acupuncture, etc.):

________________________________________________________________

5. Current or previous psychotherapy (please include approx. dates & provider): 

________________________________________________________________

________________________________________________________________

6.  Current exercise program: ________________________________________

________________________________________________________________

7.  Briefly outline your personal support system (eg, family, friends, health care providers, groups you belong to):

_______________________________________________________________

_______________________________________________________________

8.  Please list prescription & non-prescription medications, what they are used for, and who they are prescribed by: 

________________________________________________________________

________________________________________________________________

9.  Please list any surgeries, major illnesses, chronic conditions, accidents, injuries, or anything else not already listed that might be relevant to doing yoga therapy:

________________________________________________________________

________________________________________________________________

10.  Please check any conditions that apply to you:

_____ Addiction recovery


_____ AIDS

_____ Anxiety

_____ Arthritis

_____ Asthma

_____ Bulging or herniated disc

_____ Chronic Fatigue Syndrome

_____ Contact lenses

_____ Degenerative Disc Disease

_____ Depression

_____ Eating Disorder

_____ Emphysema or other breathing condition

_____ Fibromyalgia

_____ Fatigue

_____ Fused vertebrae

_____ Heart Condition

_____ Hernia

_____ High/low (circle one) blood pressure

_____ Hepatitis

_____ History of trauma (eg,sexual assault, accident)

_____ History of physical, sexual, or emotional abuse

_____ Menopause/peri-menopause

_____ Multiple sclerosis

_____ Osteoporosis

_____ Pregnant

_____Other: ______________________________________________________

11. Please list any providers you  might like me to be in contact with and their contact information:

Provider             Type of provider                    Phone                  Condition Treated

________________________________________________________________

________________________________________________________________

________________________________________________________________

Your signature below constitutes consent for me to contact above providers

___________________________________
  ________________________

Signature





  Date 

Please feel free to ask any questions about any of the forms you have filled out today. It is important to me that we have a good working relationship and that you are comfortable with me and with this work. 

CONSENT FOR TREATMENT

The purpose of this consent is to inform you about what to expect in yoga therapy and to explain my role as your therapist. My belief is that each of us has the capacity to heal one’s self, and that healing comes from within. I can assist you in your healing by guiding you through a process that engages your body, mind, and spirit and helps you to connect with your inner wisdom. 

Sessions consist of three stages: a guided meditation or centering where you will set an intention for the session; moving into a supported yoga pose or several poses and dialoguing about your experience; and an integration in which you will determine how to carry your experience on the mat into your daily life.

These sessions are designed for you to be the creator of your experience and your healing. My role is as a guide. I will provide a safe and loving container for you to do your work. I will help you deepen your experience, explore your ideas, feelings, and experiences, and help you stay present to yourself.  I will not introject my own opinions, direct you on a certain path, or suggest changes. In my practice as a licensed psychotherapist, I would be more likely to be directive in that way. This is not psychotherapy. I am happy to provide psychotherapy as an adjunct service.  Although yoga therapy can be a stand alone treatment, I also  encourage receiving adjunct psychotherapy or other healing therapies from myself or another provider. 

At all times, you are responsible for your own healing. I make no promises other than those outlined above and, although there is an expectation for healing to occur, I cannot guarantee any outcomes. You are responsible for telling me about any physical limitations or injuries that may be aggravated in a yoga pose. If at any time during a session, your are in physical pain, tell me and I will stop immediately. While we will work at your “edge,” physical pain is never intended.

In signing this agreement, you agree that I may work with you as described.

ACKNOWLEDGEMENT AND RELEASE

I hereby acknowledge that I have read the foregoing Consent for Treatment, am satisfied that I understand the nature of Yoga Therapy and freely elect to receive the same. 

I release Jami Grich, Ph.D. from any and all liability that may occur in connection with the above mentioned practices including malpractice, non-disclosure, or lack of informed consent. 

I freely assume any and all risks of the treatment whether presently contemplated or hereinafter discovered.

My signature on this form indicated that I have read and understand the preceding information regarding my treatment. 

Signature ____________________________     Date___________________

Printed Name __________________________________________________

Address _______________________________________________________

City, State, Zip __________________________________________________

Home Phone____________________  Cell Phone _____________________

Work Phone _____________________  E-mail ________________________

Please do not list any contact information you do not wish to be contacted at.

Emergency Contact 

Name__________________________________   Relationship _____________

Home:__________________ Cell: ________________ Work:______________
1205D Linden Ave
Nashville, TN   37212
615.293.2301

jamigrich@gmail.com

