STILLPOINT HOLISTIC SERVICES, LLC
Ada-Louise Porat, MA, CLC Kinesiologist & Life Coach
515 W. Kathleen Rd., Phoenix, AZ 85023
        8360 E. Raintree Dr. #240, Scottsdale, AZ 85260

Tel/Fax 602-283-4628

                                                     ada@adaporat.com
_________________________________________________________________________________________________________


INTAKE FORM

Name_________________________________________________________________________________

Mailing  Address_________________________________________________________________________

City______________________________________________ Zip__________________________________

E-mail__________________________________________ Birthday (month & day)   ___________________

Home #_________________________________________ Cell #__________________________________

Occupation_____________________________________________________________________________

Credit Card for file (This card does not need to be used for payment of appointments. No-shows or last-minute cancellations will be charged to this credit card & the proceeds donated to charity.)  
Visa__ Master__ Discover__ No.___________________________________________________
3-Digit CVC_______  Expiration Date____________  Card billing address same as above?  Yes / No
If not, please provide card billing address______________________________________________________

Name as it appears on card________________________________________________________________

How did you hear about this practice?________________________________________________________

Would you like to receive Soul Food – a monthly newsletter with inspiration and information about upcoming activities and events? (You can unsubscribe at any time) Yes___     No___
Reason for seeking support (please describe any physical, emotional, mental or spiritual concerns): ______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Cancellation Policy
Please note that a 24-hour cancellation policy applies for all appointments.  No-shows and/or last-minute cancellations will be charged for the missed session and the proceeds donated to charity.

Statement of Agreement

I understand that the processes employed in this practice promote self-awareness and personal growth while empowering each person to take an active role in healing themselves.  I further understand that these processes are not intended to diagnose, prescribe or claim cures.  This statement advises me to seek the advice of a licensed medical practitioner for any known medical condition. 

_________________________________


_____________________________

Signature






Date 

Intake form 7/10

