BESA Art & Heal
                         	OIB 57206749233, IBAN HR2023400093100634551
	                                                              kontakt: maricagrgurinovic@yahoo.co.uk, +385 95 5177 577

INITIAL CONSULTATION FORM – SACRED SPOT RITUAL
Thank you for filling out this form from a place of openness and truth. This information is confidential and will remain between us. It is needed so that I can determine whether I am the right person for you and your path. Please answer the following questions honestly, transparently, and clearly, so that the work can be tailored to your individual needs. If you need more space for your answers, please feel free to expand the space provided. I will review your form and get back to you within 2–5 days. Please email me the signed form at maricagrgurinovic@yahoo.co.uk.
1. Full name:
2. Date and year of birth:
3. Address:
4. Phone number:
5. E-mail:
6. Why would you like to work with me?

7. What would you like to heal and/or transform? (Imagine that we have completed the session – what have you received from it?)

8. Have you previously worked with a sacred sexuality healer, therapist, or coach on similar topics?

9. Are you currently in an intimate relationship? (engaged, monogamous relationship, open relationship, dating, etc.) If yes, what is the status of the relationship and how is it going?


10. Do you have any known trauma related to sexuality or to having your body touched?

11. Have you ever been treated for depression, borderline personality disorder, bipolar disorder, schizophrenia, or other mental health difficulties? If yes, please state what you were treated for, during which period, and briefly describe the treatment process.

12. Have you ever participated in psychotherapy? If yes, please indicate what type of therapy you attended, what brought you to therapy, and when.


13. Are you currently in psychotherapy?

14. Are you currently taking any prescribed medication? If yes, please list which medications and the reason for taking them. This also includes over-the-counter medications and natural remedies (e.g. supplements, homeopathy, herbs, flower essences, etc.).

15. Finally – is there anything else you would like me to know or anything I should pay particular attention to?


By signing below:
I confirm that all information provided in this application is complete and accurate.
By completing this application form, I confirm that I have read and accept the terms and the participation fee. I consent to the use of my personal data for the purpose of the sessions.
I am responsible for payment of the session if I cancel the appointment less than 48 hours before the scheduled session.
I confirm that I understand that I am not required to provide all of the requested information and that I independently decide which information I wish to share, and that doing so may affect the effectiveness of the work.
Thank you!
Your signature 											Date

1

