
Healing Room Intake Form 
 
Personal Information 
 
Today’s Date: ___________________ 
 
 
First Name: ____________________________ Last Name: _______________________ 
 
 
Age: ____________ Date of Birth: ______________________ Gender: _____________ 
 
 
Street Address: __________________________________________________________ 
 
_______________________________________________________________________ 
 
 
Phone: _______________________________ OK to leave a message: __________ 
 
 
Email: _____________________________________ 
 
 
 
Name of emergency contact: ________________________________________________ 
 
Relationship to you: _______________________________________________________ 
 
Address: ________________________________________________________________ 
 
_______________________________________________________________________ 
 
Phone: _______________________________________ 
 
 
Primary reason for working in the Healing Room:  
 
 
 
 
 
 
 
Referral Source (how you heard about our services): _____________________________ 
 

 


