Client Questionnaire and Case History

First name: Last name:

Address:
Postcode :

Telephone No
Day: Evening : Mobile :

Email :

Date of birth :

What would you like from the session?

Please email this form to Sophia

miracletone528@gmail.com

along with payment through

paypal.me/thewayoftheligh

' PayPal

www. the-way-of-the-light.com


paypal.me/thewayofthelight
paypal.me/thewayofthelight

	Present health and medication.
	Describe relationship with Mother – whilst growing up & how it is now.
	Mother’s Birth Certificate name and Date of Birth__________________________________________________________
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	Do you meditate or have a spiritual practice?
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