				RETREATANT QUESTIONNAIRE		RETREAT DATES:


										Full             Partial


										from:_______________


___________________________________________________________ M / F 	to:_________________


Name:	First					Last			    Sex





________________________________________________________________________________�____


	Date of birth				Occupation			Home Phone		     





____________________________________________________________________________________


	Street/P.O. Box				City			State			Zip





_______________________________________________      


email address 





*    *    *


The teachers of this retreat request each retreatant to answer the following questions about their medical, psychological and meditation history so that they may more skillfully guide your practice.  This information is strictly for their confidential use only and this sheet will be destroyed at the end of this retreat.  Please be as complete as possible and write clearly.





Please list dates of previous retreats with this teacher.

















Other vipassana (insight) meditation retreats [date, teacher(s)]:

















Other meditation, spiritual practices, etc.:

















Current daily or weekly spiritual practice(s):














Any history of physical illness or current physical limitations that might be aggravated by or interfere with sitting and/or walking?




















In the event of emergency, whom should we notify? THIS INFORMATION IS IMPORTANT TO FILL OUT.





Name:_______________________________________________________________________________





Relationship:___________________________________Phone:_________________________________





(please turn page)


Are you currently seeing a therapist or counselor?  Yes________No________


If yes, does your therapist approve your coming to this retreat?  Yes_________No________


In the unlikely event of a psychological emergency, do we have your permission to contact your therapist?    Yes________No________		


Therapist’s Name:______________________________________________________________________


Phone: H:___________________________________W:_______________________________________





Please list physical or psychological conditions you are currently taking medications for.  (Condition and medication)


























Have you ever been hospitalized for a psychological condition?  If so, please describe with dates, diagnosis and treatment.























Have you ever attempted to take your life?





Are there present conditions or circumstances in your life which might be placing you under additional stress or which might make meditation difficult for you at this time (e.g. fasting, substance abuse or withdrawal, loss of loved one, job, etc. )?






































Additional information or comments you would like to convey to the teacher(s).
































Signature________________________________________________________Date:________________





THANK YOU FOR COMPLETING THIS QUESTIONNAIRE.
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