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Client Intake Form
All information provided is strictly confidential.
1. Personal Details
· Full Name: ____________________________
· Date of Birth: _____________________
· Email: _____________________________
· Phone: _____________________________
· Pronouns (Optional): _________________
· Emergency Contact (Name/Phone): ___________________________
2. Goals & Intentions
· What brings you to restorative movement? (e.g., chronic pain, stress, rehabilitation, mobility improvement)
_______________________________________________________________
· What are your top 3 goals for our sessions?
1. ________________________________________________________
2. ________________________________________________________
3. ________________________________________________________
3. Movement & Health History
· Do you currently have any injuries or chronic pain? (Please specify location and nature of pain):
_______________________________________________________________
· Have you had any surgeries, accidents, or broken bones in the last 5 years?
_______________________________________________________________
· Do you have any of the following conditions? (Check all that apply)
[ ] High Blood Pressure [ ] Arthritis [ ] Vertigo/Dizziness [ ] Diabetes [ ] Neurological Conditions [ ] Pregnancy/Post-partum [ ] Other: __________
· Are you currently seeing a doctor, physical therapist, or chiropractor?
_______________________________________________________________
· What kind of movement do you do regularly (if any)?
_______________________________________________________________
4. Lifestyle & Nervous System
· How would you describe your energy levels? [ ] High [ ] Moderate [ ] Low/Fatigued
· How would you describe your stress levels? [ ] Low [ ] Moderate [ ] High
· What is your occupation? (e.g., desk job, standing, heavy lifting) __________
5. Consent & Waiver (Essential)
1. Scope of Practice: I understand that Dr Longhurst (Meridian Biokinetics) is a Restorative Movement Facilitator, not a doctor, physical therapist, or psychologist. These sessions are for educational and wellness purposes only, not to diagnose or treat specific medical illnesses.
2. Liability: I accept responsibility for my body and will listen to my pain signals. I will inform the facilitator if I feel pain or discomfort. I release [Your Name/Business] from liability for any injuries sustained during sessions.
3. Cancellation Policy: Sessions cancelled within 24 hours of the appointment time will be charged in full. 
Client Signature: _________________________ Date: __________________
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