DR. DIA LYNN RSD., MMQ.
SPIRIT OF WHOLENESS HEALING PROGRAMS
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HEALTH INFORMATION & MEDICAL HISTORY
In order to provide you with the most appropriate treatment, I need you to complete the following questionnaire. All information is strictly confidential.
PERSONAL HISTORY: 
Client’s Name:_________________________________________________Today’s Date: ________
Date of Birth:________Age_____Sex: M (  )    F (   )  Other (explain)__________________________
Occupation:________________________________Main Activity:____________________________
Marital Status:   Single (  ) Married (  )  Divorced (   )   Other (  ) ____Race:   __________________
Home Address:____________________________City:_____________State:___Zip: Code_______ 
Home Phone (     )				          Work Phone (     )_________________________
Emergency Contact Name                                           _______________Phone #__________________
How were you referred?______________________________________________________________
You primary care pysician:__________________________________ Phone #__________________
Current health concerns:_____________________________________________________________
____________________________________________________________________________________
Is your request primary 1.(   )Physical  2. (   ) Mental  3. (   ) Emotional    4. (   ) Spiritual
For your primary concern, please refer to questionaire in the appropriate section of the website.  Mail the completed form and Dr. Dia will contact you for an online interview to devise a treatment plan and schedule apppoointments. If you wish to explore other aspects for what treatments are available you can download intake forms from the Physical, Mental, Emotional or Spiritual programs on the website. Some services may be listed in more than one category as they are interrelated. 

Dia Lynn, RsD, MMQ, Certified Breathwork Facilitator
831-601-3338     dia@dialynn.com
https://spiritofwholeness.com/holistic-healing-program/





Levels of participation
· Individual session
· Weekly until completion (TBD)
· Group teaching/ therapy
	       Weekly by Zoom including S.M. Treatments 
              Bi-weekly with 1 personal Zoom meeting/month.
· Personal Counselling





































SPIRIT OF WHOLENESS HEALING PROGRAMS
INTAKE FORM  -  MENTAL  ASPECT
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Areas of distress I can address with SPIRITUAL MIND TREATMENTS, PASTORAL COUNSELING, CLASSES   
Please mark areas of problem with details.

		                    	          NEVER           OCCASIONALLY         OFTEN       USUALLY       ALWAYS
(   ) Agitation                          		     ____________    ________________         ________    _________      _________
(   ) Alienation		    	     ____________    ________________         ________    _________      _________
(   ) Anger management       	     ____________    ________________         ________    _________      _________
(   ) Anxiety		      	     ____________    ________________         ________    _________      _________
(   ) Apathy		     	     ____________    ________________         ________    _________      _________
(   ) Attachments and aversions	     ____________    ________________         ________    _________      _________
(   ) Birth trauma		      	     ____________    ________________         ________    _________      _________ 
(   ) Codependency	     	     ____________    ________________         ________    _________      _________
(   ) Communication blockages	     ____________    ________________         ________    _________      _________ 
(   ) Delusions		    	     ____________    ________________         ________    _________      _________
(   ) Depression		      	     ____________    ________________         ________    _________      _________
(   ) Disorientation	      	     ____________    ________________         ________    _________      _________
(   ) Family disputes	     	     ____________    ________________         ________    _________      _________
(   ) Fears		  	     ____________    ________________         ________    _________      _________
(   ) Gender confusion	     	     ____________    ________________         ________    _________      _________
(   ) Grief and Loss	    	     ____________    ________________         ________    _________      _________
(   ) History of sexual abuse 	      ____________    ________________        ________    _________      _________
(   ) Identity crises	     	     ____________    ________________         ________    _________      _________
(   ) Insomnia 		    	     ____________    ________________         ________    _________      _________
(   ) Intoxication		    	     ____________    ________________         ________    _________      _________
(   ) Isolation		    	     ____________    ________________         ________    _________      _________
(   ) Memory lapse	   	     ____________    ________________         ________    _________      _________
(   ) Nightmares		    	     ____________    ________________         ________    _________      _________
(   ) Self doubt		   	     ____________    ________________         ________    _________      _________
(   ) Self medication	   	     ____________    ________________         ________    _________      _________
(   ) Separation anxiety	   	     ____________    ________________         ________    _________      _________
(   ) Suicidal ideation     	     	     ____________    ________________         ________    _________      _________
(   ) Tension headaches	     	     ____________    ________________         ________    _________      _________

Return forms to dia@dialynn.com     831-601-3338

Application, Interview, Plan, Review   90 min.                               $ 100.00
Spiritual Mind Treatments (phone)      30 min.                                $   50.00
Holotropic Breathwork (private)              4 hrs.                                 $  300.00
Classes   (60-90 min)                                    4 series		 $  100.00


SPIRIT OF WHOLENESS HEALING PROGRAMS
INTAKE FORM  -  MENTAL ASPECT
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HOLOTROPIC BREATHWORK may involve strenuous physical experiences.
 If there are any questions concerning your physical or emotional health, please speak to us/ and or send a medical report. 

Please indicate if you have any of the following contraindications

(   ) Arteriosclerosis				(   ) Cardiac insufficiency
(   ) Epilepsy					(   ) Glaucoma
(   ) High blood pressure 			(   ) History of heart attacks	
(   ) Malignant hypertension			(   ) Manic depression
(   ) Medications for severe mental illness   (   ) recent surgery or limb injury
(   ) Pregnancy 			

Meditation experience (years / type)___________________________________________________

Are you currently in therapy or involved in a support group?______________________________

Do you have present or past physical injuries we should be aware of?

Have you recently been hospitalized or have you had any surgery?_______________________

Are you presently on any medication? If so, for what?___________________________________


Sessions are 4 hours long and the fee is $300.00
Set and setting are of utmost importance.  Music is played loud, so privacy is essential.
Holotropic Breathwork involves regression to birth, a non-ordinary state of consciousness.   
Because of Dr. Lynn’s vast experience, she is also available to “sit” with people undergoing supervised psychedelic therapy.
A preliminary interview and planned arrangements are made in advance of a session.
Contact Dr. Lynn at 831-601-3338     dia@dialynn.com
For more details see my website  https://spiritofwholeness.com/holotropic-breathwork/
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