
 
 

 

CLIENT'S   SYMPTOM   PRIORITIES 

  
 

Client Name          Date________   

Date of Birth        Age     

File Number    

Symptoms you would like to work on first (in order of importance to you): 

 

 

 

 

 

 

 

 

 

Other symptoms that are causing considerable problems: 

 

 

 

 

 

 

 

 

 

 

 

 

Other symptoms that are causing minor difficulties: 

 

 

 

 

 

 
 


