The Intensive® Application

This application is for private use only. Please keep all information confidential and do not disclose it

 to others.

Today’s date:
     

Intensive you are applying for:      
     
     


City
Month 
Year
Name you would like to be called during The Intensive:

     
     

First Name
Last Name

Legal name:      
     
     



First Name
Middle Initial
Last Name

Mailing address:      


Street

     
     
     
     


City
State/Province
Zip/Postal Code
Country

Home Phone:      

Work:      
  Call at Work?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Cell:      

Pager:      

Fax:      

 FORMCHECKBOX 
 Home   FORMCHECKBOX 
 Work

E-mail address:      

  

Best way to reach you:      

Best times to reach you:      

Birth date:      /  /      Age:      
  Sex:      
  Height:      
  Weight:      


Month
Day
Year
Who referred you?      
What is your relationship to that person?      

Are you reviewing The Intensive?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If “yes,” dates of previous Intensives:      

Occupation:      

Level of Education: High School (Secondary Education) completed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


University completed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      # Years:      
  Degree:      


Other education:      

Marital status:   FORMCHECKBOX 
 Single   FORMCHECKBOX 
 Married   FORMCHECKBOX 
 Divorced   FORMCHECKBOX 
 Separated   FORMCHECKBOX 
 Widowed   FORMCHECKBOX 
 Living with someone

Number of children:      
 Ages:      


What is your native language?      

Will you need an interpreter?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No         FORMCHECKBOX 
 Full-time   FORMCHECKBOX 
 Part-time

What other languages do you speak?      




Applicant’s Name:      

1.
What are your major life goals and/or spiritual goals?

2.
What do you hope to gain from participating in The Intensive®?

3.
What areas of your life are you most dissatisfied with or would like to change?

4.
What qualities or behaviors would you like to change in yourself?



Applicant’s Name:      

5.
Describe the quality of your relationship with your family in a few words


(spouse, parents, siblings, children)

6.
The following are some significant and painful experiences that may have happened in your life from infancy to present time. Please write briefly about the areas below or others that have had the most impact on your life.

Adopted; given up a child for adoption; abortion; parents divorced; abandoned by parents; alcoholic or drug addicted mother, father, spouse or partner; death of a family member or friend; abuse (sexual, physical or emotional); raped; molested; attempted suicide; suicide of a family member or friend; divorced; betrayed in relationship; serious or life-threatening illness or accident; experiences associated with war.



Applicant’s Name:      

7.
What spiritual or personal growth groups have you been involved with, when and for how long?

8.
What are your current spiritual practices?

9.
What is your prayer or deepest desire for this Intensive?

 10.
If you are female:  Are you pregnant?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

11.
Do you smoke cigarettes?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes,” how many cigarettes per day?      

12.
Do you exercise regularly?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If “yes,” what kind and how often?



Applicant’s Name:      

13.
Please review the following list of health conditions and check-off the ones that apply


to you, either currently or in the past.     FORMCHECKBOX 
 None


 FORMCHECKBOX 
 Cancer
 FORMCHECKBOX 
 Diabetes
 FORMCHECKBOX 
 Lung Disorder
 FORMCHECKBOX 
 High Blood Pressure


 FORMCHECKBOX 
 Heart Problems
 FORMCHECKBOX 
 Asthma
 FORMCHECKBOX 
 Anxiety
 FORMCHECKBOX 
 Depression


 FORMCHECKBOX 
 Mania
 FORMCHECKBOX 
 Panic Attacks 
 FORMCHECKBOX 
 Hepatitis B, C or other contagious diseases


 FORMCHECKBOX 
 Learning Disability (Attention Deficit Disorder, Dyslexia, etc.)


 FORMCHECKBOX 
 Any other health conditions not listed above      


Please describe the extent of those conditions you have.  Include dates of occurrence and


how the conditions currently impact you.

14.
Do you have any recent or old injuries/sprains that may limit your motion or activity?


(i.e. sprained ankle, dislocated shoulder, knee problems)   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes,” describe the injuries or sprains with date of occurrence (include the part of the


body affected – i.e. right knee, left ankle):

Do you require a brace?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

15.
Within the past 3 years, have you been hospitalized or had surgery for any physical condition?


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes”, describe, including dates:

16.
Are you currently taking any medication?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If “yes,” please describe:



Applicant’s Name:      

17.
Do you have any medically significant food allergies?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes,” please describe:

18.
Are you participating in therapy or any kind of support group?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 


If “yes”, check which kind and describe below, including dates:


 FORMCHECKBOX 
 Individual Therapy     FORMCHECKBOX 
 Group Therapy     FORMCHECKBOX 
 Addiction support group


 FORMCHECKBOX 
 Other      


19.
Have you ever been hospitalized for psychiatric care, an emotional disorder, or an


eating disorder?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes,” describe, including dates:

20.
Have you ever attempted suicide or intentionally harmed yourself or others?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes,” describe, including dates:

21.
Do you have any history of drug abuse (prescription or non-prescription) or alcohol abuse?


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes,” please describe: 


Substance: (kind)      
  Started:      
  Ended:      


Substance: (kind)      
  Started:      
  Ended:      



Applicant’s Name:      

22.
What is your current non-prescription drug or recreational drug use?   FORMCHECKBOX 
 None


Drug name:      
  Frequency:      


Drug name:      
  Frequency:      


Drug name:      
  Frequency:      

23.
Do you drink alcohol?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  


If “yes”, what is your current weekly alcohol consumption?


Alcohol type: 
24.
Have you ever been convicted of a violent crime or a felony?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes,” when and what was it for?  Describe with dates

25.
Do you have any relatives or friends who are participating in The Intensive® with you?


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes,” please list their names and describe your relationship to them.


Name:
   Relationship:









26.
Do you have any relatives or close friends who are planning to staff The Intensive you are


applying for?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 


If “yes,” please list their names and describe your relationship to them.


Name:
   Relationship:











Applicant’s Name:      

27.
In case of emergency, whom should we contact?

Name: 
Address: 
Phone numbers: 
E-mail address: 
28.
Do you have medical insurance?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If “yes,” name of carrier:      


29.
Meals will be served during The Intensive®.  Do you prefer to eat :


 FORMCHECKBOX 
 vegetarian    FORMCHECKBOX 
 non-vegetarian (chicken, turkey and fish) 

30.
Is there anything else you would like us to know?

I, the undersigned, certify that all the information provided above is true and complete to the best of my knowledge.

Legal name:      
  Date:      

 (Note: Typing in your name above is the same as signing your agreement to the above statement.  If you are completing the application by hand, please sign.)
For Registrar and Office Use Only:

Name of Registrar:      


Is this an application that has been translated?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, how and by whom?      


     


Participant signature at registration check-in:      


Include area codes and country codes for all telephone numbers
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