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Date ______________
Name
 __________________________________   Birth Date ________________

Telephone #
:
Home
 ____________________ Work  ___________________




Cell
_____________________ Other ___________________

e-mail        ________________________________________________________

Address     _________________________________________________________


        _________________________________________________________

Health Card (OHIP) #  _________________________ Version Code ___________

Expiry date _________________________________________________________

Referring doctor 

Name:        _________________________________________________________

Specialty:
________________________________________________________

Phone # 
_____________________   Fax #   ___________________________       

	The information from your responses to the following questionnaires may be useful to you, and to us in monitoring your progress through the stress reduction program. It might also be useful in helping us to improve the program for others. For this reason, the information might be pooled and used for statistical research purposes. You will not be identifiable as an individual in any of the analyses, nor in any publications that result from it. Please sign under your choice:


□ yes, I agree my information can be used        □ no, I do not want my information to be used

_______________________________         _________________________________ 
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               ID #  ________
MBSR Intake Information and Questionnaires

	Thank you for filling out these forms. Please answer all the questions. We realize the personal nature of these questions. Please be assured that the completed forms are kept in strict confidence. 


1) Age ______________

2) Gender: (please circle) 
Male

Female

3) Weight: _________________________
Height _______________________

4) Occupation: ____________________________________________________

Currently working ____ Unemployed ____ On sick leave ____ On LTD _____

5) Education (highest level completed): High school _______  College _______ 

University Bachelor’s degree ______  Master’s degree _______  PhD __________ 

Other Professional (eg. MD, DDS, DVM, LLB, etc.) _______________________

6) Ethnic background: ________________________________________________
7) Relationship status: (please circle)

 single
married
 common law       separated       divorced           widowed

8) Do you have any children?
 No___ Yes ___  their ages: ___________________

9) Do you currently take any medication? No __  Yes __ (please list ALL of them): _____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

(please indicate with an asterisk * those you just started within the past 3 months)
10) Do you have a history of substance abuse / addiction?   No __   Yes __ 

If yes, please explain: ___________________________________________________                                                                                                     _____________________________________________________________________

current use per week: alcohol (type) _______________  # glasses/shots/pints ______

cigarettes (# of packs) ____  caffeine (# cups coffee + tea + chocolate + cola) ______ 
recreational drugs (type) __________
  frequency per week  ____________________

11) Are you currently getting some form of psychotherapy? No____  Yes_______

If yes, please describe reason/diagnosis: __________________________________

and type of therapy: group ____ individual _____ couples _____  family ______  

frequency: more than once a week __ / once a week __  / every 2 weeks or less ___

psychiatric medication: ________________________________________________

____________________________________________________________________

12) Please list ALL your other / physical health problems / diagnosis - 

Medical: _____________________________________________________________

____________________________________________________________________
____________________________________________________________________

____________________________________________________________________

13) Any previous overnight hospitalizations?   Yes_____ No ______

Medical / Surgical (include years and reason) _______________________________

____________________________________________________________________
____________________________________________________________________

Psychological (include years and reason) ___________________________________

____________________________________________________________________
____________________________________________________________________
14)  Why has your doctor referred you / what is (are) the problem(s) that motivated you to register for this program?

__________________________________________________________________

15)  Have you been in an MBSR course before?  No __      Yes __    date: ________
16)  Have you had any previous experience with yoga?    

none ___ 
   a little ___ 
    I practice regularly _____       I practice daily ___

17)  Have you had any prior experience with meditation? 

none ___ 
   a little ___ 
    I practice regularly _____       I practice daily ___

18)  Please identify 3 goals that you have for participating in this MBSR program: 

1) ________________________________________________________________

__________________________________________________________________

__________________________________________________________________

2) ________________________________________________________________

__________________________________________________________________

__________________________________________________________________

3) ________________________________________________________________

__________________________________________________________________

__________________________________________________________________





Patient  Name:__________________________________  Date of Birth:_______________ 
Address:________________________________________     Phone #: _______________ 



Street 

         City 
    Province         Postal Code 

The undersigned hereby authorizes / requests:  Dr. K. Margittai     to disclose my personal health information to: 
________________________________________________________________________



Name of Third Party - Referring Physician /  Health Care Provider

________________________________________________________________________ 


Street Address 



City 


Province 


Postal Code 

The reason for this request is: 

□   Circle of Care 

□    Lawyer 

□   Insurance 
□   WSIB 

□   Other ______________________________________________________________________
 

The personal health information I authorize to be accessed, photocopied, faxed or communicated by telephone are as follows: 

Persona! Health Information relating to the following treatment or admission:
     Mindfulness-based Stress Reduction Group and related assessments 
Dates: ________________________________________________________________________
Signature of Patient / Client  _________________________________________________

Print name of Witness ____________________________   Date ____________________

Signature of Witness  ______________________________________________________


MBSR Informed Consent Agreement – PsychSyt (Dr. K. Margittai)
The risks, benefits, and possible side-effects of the Stress Reduction Program were explained to me. This includes skill training in relaxation and meditation methods as well as gentle stretching (Hatha yoga) exercises. I understand that if for any reason I am unable to, or think it unwise to engage in these techniques and exercises, either during the weekly sessions at PsychSyt or at home, I am under no obligation to engage in these techniques, nor will I hold the above named facility or facilitator responsible for any injury incurred from these exercises. 

Furthermore, I understand that I am expected to attend each of the six (6) weekly sessions, and to practice the home assignments for 45 to 60 minutes per day, for the duration of the training program.
I also understand I am expected to notify the instructor at least 24 hours in advance (or with as much advance notice as possible, given the circumstances) if for some unforeseeable emergency, I am unable to attend any portion of a session.

_____________________


______________________________

     Name (please print)




           Signature    
______________________


_______________________________

                Witness





      
Date
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2200 Yonge Street # 909 Toronto, Ont. M4S 2C6


Tel 416-483-3778


Fax 416-487-6221


www.psychsyt.ca
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