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	8 Week Online Mindfulness Practice Development Program

Please complete and return to julia@kaizenleadershipcoach.com

	Contact Information

	Name:
	Today’s Date:

	Home Phone:
	Cell:
	Work Phone:

	Current address:

	City:
	Province:
	Postal Code:

	Email address (required):

	Employment Information (for students, indicate educational institution and program)

	Current employer:

	Job Title:
	Job Satisfaction (out of 10, 10 being highest): 

	personal information

	Date of birth:
	Gender:   

	Marital Status:
	Number of Children and age:

	Religious Affiliation:
	Level of Education:

	First Language: English  FORMCHECKBOX 
   French  FORMCHECKBOX 
  Other:

	Referral Source:

	HEALTH/Medical information (if applicable)

	Health/Life Concerns/medical diagnosis:

	History of medical concern/how long:
	Date of Treatment Completion/if relevant:

	Current Medications/Treatments (type):

	lifestyle habits (DIET, EXERCISE, SLEEP PATTERNS)

	

	

	SPIRITUAL/PERSONAL CARE (SELF-HEALTH/SELF-CARE PRACTICES) IF ANY: 
(eg: vacations, yoga, meditation, contemplative arts, expressive arts, nature retreats, hikes etc)

	

	What are you hoping for – what are your intentions/goals and/or expectations for participating in this program?

	

	Your Preferred Time/Availability for participating in this program (Time here is EDT or EST)

	
	Sun
	Mon
	Tue
	Wed
	Thu
	Fri
	Sat

	10 am – 12 noon
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	

	2 - 4 pm
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	

	7 – 9 pm
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	For Office Use Only

	Application Received Date:
	Participant Number:



	Class Start Date:
	

	Notes:








