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Leslie Gould-Barkman MSW. LCSW. LMT.
West Hatfield, MA 01088 413-320-9365

Client Intake Form
Date: ________________ 
Name: ____________________________________________ Date of Birth: ____________________________
Address: __________________________________________ City: ____________________________________
State: __________________ Zip Code: _______________Email: ______________________________________

May I include you on my email list for updates, events, and occasional newsletters?    Yes No
Home Phone: __________________________ May I leave a message at this number? Yes No 
Cell Phone: ____________________________ May I leave a message at this number? Yes No 
Work Phone: ___________________________May I leave a message at this number? Yes No 
(Circle or check the preferred methods of contact)

Emergency contact information including name and phone numbers: _________________________________
Where or from whom did you learn about Ladybug Body-Mind Healing? 
Online if so, where? _________________________________________________________________________
Friend, neighbor, family, colleague? ____________________________________________________________
Business card or pamphlet? ___________________________________________________________________
Workshop, event? __________________________________________________________________________

What brings you to Ladybug Body-Mind Healing and what do you hope to accomplish? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List the symptoms you would like to reduce or eliminate: ____________________________________________________________________________________________________________________________________________________________________________________

Have you ever been in therapy? Yes__ No__ If so, how long? ________________________________________
 
What were you seeking treatment for? __________________________________________________________

What type of therapy was it? __________________________________________________________________
What diagnosis if any were you given? __________________________________________________________
Please describe the symptoms you had and how the therapy helped: 
____________________________________________________________________________________________________________________________________________________________________________________
Prior experience with hypnotherapy, energy work or spiritual counseling?  ____________________________________________________________________________________________________________________________________________________________
Please indicate a favorite, relaxing place (such as the ocean, lake, trees, beach etc.): ____________________________________________________________________________________________________________________________________________________________________________________ 
Indicate if you are afraid of: Heights__Close Spaces__Water__Other 
Do you have a spiritual connection? If so, what do you call it? __________________________________________________________________________________________
Your educational level? __________________________________________________________________________________________
Indicate allergies: __________________________________________________________________________________________
Medical conditions, treatment and current medications: ____________________________________________________________________________________________________________________________________________________________________________________
Anything else you think I should know? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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