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■application    Questionnaire ■

*Please type responses to all questions and e-mail back to me.
 All Information is Private & Confidential.
	Name                                              Email                                       Phone Number                                      Date of Birth

	


	Address

	


	What is your expectation from this session?

	





	Are there any specific issues that you want to address?

	






	Who are or have been your major role models?

	





	Do you take any prescription medication? Please list all




Do you consume recreational drugs? If yes, how frequently?




Do you consume natural supplements? Please list all                                                                                                  





	On a scale of 1 – 10, 10 = HIGH, provide a number that represents your current level/degree of stress:

	





	Have you completed the exercises from the Pleiadian light workbook (chapters 5, 6 and 13)?

	





	How Did You Hear About Me?

	Search Engine               Vitality Magazine             Flyer               Reference             Other (please note)







Consent:
I acknowledge that if my Higher Self tells Roberto that it is not the right time for me to have this session, the appointment will be cancelled and re scheduled.






Name:_____________________________      Signature:_____________________________

Phone: +593982120377   Skype: pleiadian.energy.therapy    E-Mail: pleiadianlightworker1@gmail.com    
Web site: www.pleiadianenergytherapy.com
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