
MiBoSo 
Practicing Therapist: ______________________

Client’s initial discussion and Consent form.

Where did you hear about us?

Personal Details

NAME:

BIRTH DATE:                                                                                                AGE:

GENDER:                                                                                                       M □ F □

Height:                                                                                                            Weight:

1. Do you do substance abuse, like smoking, drinking, and or any internationally 
classified drugs?  

2. If Yes, What all do you abuse on? How regularly? 

3. What is it you want to get help for? Tell us about your problem in your own words?

4. Which natural therapy have you chosen?

Aromatherapy, Aura Reading, Bach Flower, Bodywork, Clinical Hypnosis, Craniosacral Balancing, 
Emotional Freedom Technique, Myramati, Meditation, Pranic healing, Past life regression therapy, 
Reflexology, Counseling, Shiatsu or Reality Therapy.

http://www.lifepositive.com/practitioner/SearchResults/Practitioners_Reflexology_INDIA.asp
http://www.lifepositive.com/practitioner/SearchResults/Practitioners_Past%20lives%20therapy_INDIA.asp
http://www.lifepositive.com/practitioner/SearchResults/Practitioners_Meditation_INDIA.asp
http://www.lifepositive.com/practitioner/SearchResults/Practitioners_Emotional%20Freedom%20Technique_INDIA.asp
http://www.lifepositive.com/practitioner/SearchResults/Practitioners_Craniosacral%20Balancing_INDIA.asp
http://www.lifepositive.com/practitioner/SearchResults/Practitioners_Body%20work_INDIA.asp
http://www.lifepositive.com/practitioner/SearchResults/Practitioners_Bach%20Flower_INDIA.asp
http://www.lifepositive.com/practitioner/SearchResults/Practitioners_Aura%20Reading_INDIA.asp
http://www.lifepositive.com/practitioner/SearchResults/Practitioners_Aromatherapy_INDIA.asp


5. How much do you know about it/them?

6. What is your reason for choosing this discipline of natural therapies?

7. Do you suffer from any medically diagnosed illnesses/allergies, hereditary or 
otherwise?  If yes please let us know?

8. Is there anything else you want to tell us medically or otherwise?

Please note that all the information written by the client or client’s guardian will be considered as the 
factual truth and shall be dealt with confidentially. If and when needs be we shall discuss and share the 
given information with other practitioners. 

PERMANENT ADDRESS:

                                                                                                                    POSTALCODE:

TELEPHONE LAND LINE:                                 TELEPHONE MOBILE:

E-MAIL:



Healing and Medicine are two very different disciplines. The information and healing 
techniques that we offer you is of holistic approach and is neither medicine nor a medicinal 
tool.  

Therefore our services to you here are in any respect/aspect will not constitute or substitute 
Medical advice and assistance. In case of any serious illnesses you may have been suffering 
with, you must please consult the appropriate Medicinal Practitioner of your choice. 

Client’s Consent: 

I have been explained properly and I understand thoroughly the program that they offer. Am solely 
responsible in choosing this wellbeing program and will go through this program as per the instructions
given by my Practitioner. In case if I don’t I shall not hold anyone else accountable at all for the adverse 
consequences I may suffer.  

I also understand that, this program is uniquely designed to fulfill my current needs and the above 
given information is adequate true and complete to the best of my knowledge. I knowing that my 
personal information is kept and dealt with highest confidentiality shall permit my recordings to be used
solely to undergo integrated analysis according to their internal procedures. 

I understand that I should pay the total fees charged in advance for the therapy I undergo as directed by
my Practitioner. Unless there is an arrangement that has been agreed with the therapist.

In case of any changes in the scheduled plan from our side I understand that I should inform at least 24hrs before 
the session, failing to do so may incur a fee of up to 50% of the scheduled session’s cost. 

Client’s Signature:                                                                                             Dated:


