
Memphis Center for Mindful Living 
4646 Poplar Ave. 
Suite 435 
Memphis, TN 38117 
 

Participant Information Form  
  

By filling out this form, you will enable me to maximize my effectiveness as your instructor. This will also 
help ensure that the class is a good fit for you. 

 
Today’s date: _________________ 
 
A. Identification  

Participant's name: __________________________________________Date of birth:____________  

Home street address: ________________________________________________________  

City: ______________________________________  State: _____ Zip: ____________ 

Home phone: _________________________ cell phone: ________________________________ 

Email:_________________________________________________________ 

Would you like to be added to our email newsletter to be informed of future events? ________ 

B. Emergency information 
If some kind of emergency arises and we cannot reach you directly, or we need to reach someone close 
to you, whom should we call? 
Name: __________________________________  Phone: ____________________  

Relationship: ________________ 

 
C. Medical/mental health care: From whom or where do you get your medical and/or mental health care?  
Clinic(s)/doctor(s) name: _______________________________________________________________   

Phone(s): ___________________________________________________________________________  

If you are currently receiving ongoing medical and/or mental health care, please state the nature of the 
medical issues and list the treatments/medications being given: 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
D. General History: 

Ongoing Chronic pain issues: ____________________________________________________________ 

____________________________________________________________________________________ 

 

History of trauma or loss: (yes/no) If so, have you received counseling to address the issues: 

(yes/no/somewhat) 



Current or past suicidal thoughts, self-harming behaviors, or suicide attempts? (yes/no) If so, have you 

received counseling to address the issues: (yes/no/somewhat) 

Current or past thoughts or acts of violence toward others? (yes/no) If so, have you received counseling to 

address the issues: (yes/no/somewhat) 

 

Quality of Sleep/Average number of hours per night:___________________________________________ 

 

Frequency/Amount of Alcohol, Recreational Drugs, and/or tobacco use: __________________________ 

____________________________________________________________________________________ 

 

History of substance abuse:______________________________________________________________ 

 

Frequency and type of exercise:__________________________________________________________ 

____________________________________________________________________________________ 

 

Concerns with eating habits and/or weight: __________________________________________________ 

____________________________________________________________________________________ 

 

Occupation/work status:_________________________________________________________________ 

 

Single/Partnership/Married/Separated/Divorced/Widowed:______________________________________ 

 

Number of pregnancies/miscarriages/number of children:_______________________________________ 

 

 

What are your greatest anxieties/stressors? 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

What would you like to see change after taking this class? 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

 

 



Memphis Center for Mindful Living, LLC 
4646 Poplar Ave. 
Suite 435 
Memphis, TN 38117 

 
 

Agreement to Pay for Mindfulness Based Stress Reduction Program 

 
I agree to pay for the Mindfulness Based Stress Reduction program according to the following payment 

plan. The program can be paid upfront or in 3 installments of $100. I agree that I will be responsible for the 

entire fee of $300 whether or not I complete the program. I understand that once I have attended the first 

class, my fee will not be refunded. I understand that there is no charge for the orientation session. 

Check one: 

___$300 by the first session 

___ 3 installments of $100. The first installment will be due by the first class, the second installment will be 

due by the second class, and the third will be due by the third class. 

 

____________________________________________ ________________ 

Signature of participant)         Date  
 

____________________________________________ 

Printed name  
 
 
 
 
 
 
 
 
 
 
 
 
 



Memphis Center for Mindful Living, LLC 
4646 Poplar 
Suite 435 
Memphis, TN 38117 
 

Informed Consent 
What to Expect: Mindfulness Based Stress Reduction is an empirically supported, educational, and 

experiential training. It is taught in a group format. It includes participation in mindfulness meditation, 

mindful movement (walking, gentle yoga), group discussion, among other activities. Additionally, an all-

day silent retreat is part of the program in week 6. A commitment must be made to attend all sessions 

as well as the retreat. Participants are also assigned 45 minutes of daily practice throughout the 

program.  

Risks and Benefits: Because mindfulness sometimes involves focusing on areas of difficulty, it can 

arouse intense emotions and unpleasant memories may be recalled. These feelings or memories may 

bother you in your daily life. Positive or desired outcomes cannot be guaranteed. However, many people 

enjoy significant benefits of mindfulness which may include reduction or elimination of problematic 

symptoms, increased ability to manage stressors and relationships, greater self-respect, and increased 

satisfaction with life and clearer personal goals and values. MBSR is not intended to replace medical or 

psychological treatment. 

Confidentiality: For the most part, the information you share is confidential and will not be shared with 

others without your permission. Where applicable, the regulations of HIPAA are followed (the medical 

information protection law). Please be aware of the following limits to confidentiality: If you have legal 

problems, the court could order that your records be shown. If you make a serious threat to harm 

yourself or another person, the law requires that efforts are made to keep people from harm, which 

usually involves telling others about the threat. If there is reason to suspect that a child or dependent 

elder is or has been abused or neglected, a report must be made to the appropriate authorities.  

Emergencies: During the MBSR classes, if you experience troubling symptoms and need to talk outside 

of class, you may call Amy Balentine at 901-537-2900. She may advise you to seek treatment as part of 

continuing in the MBSR program, or even require you to discontinue your participation. If you have a 

psychological emergency or crisis and cannot reach her immediately by phone, please call one of these 

crisis lines: 901-274-7477 or 1-800-suicide (1-800-784-2433) or go to the nearest emergency room. 

Background: Amy Balentine is a licensed clinical psychologist. She earned her PhD in 2002 from the 

University of Kentucky and has been licensed for independent practice since 2004. She has earned her 

Provisional Certificate of Qualification in teaching MBSR and is currently receiving mentoring as she 

continues her training.  

I understand the information presented above and consent to attending the MBSR classes as 

described.  

 

_____________________________________________  ________________ 

Participant’s Signature     Date 



 
 
Memphis Center for Mindful Living, LLC 
4646 Poplar Ave. 
Suite 435 
Memphis, TN 38117 
 
 

Consent to Use and Disclose Your Health Information 

 
This form is an agreement between you and Memphis Center for Mindful Living, LLC. When we use the words “you” and 

“your” below, this can mean you, your child, a relative, or some other person if you have written his or her name here:   

   

 

When we examine, test, diagnose, treat, teach, or refer you, we will be collecting what the law calls “protected health 

information”(PHI) about you. We need to use this information in our office to decide on what classes or treatment are best 

for you and to provide classes and treatment to you. We may also share this information with others to arrange payment 

for services, to help carry out certain business or government functions, or to help provide other treatment to you. By 

signing this form, you are also agreeing to let us use your PHI and to send it to others for the purposes described above. 

Your signature below acknowledges that you have read or heard our notice of privacy practices, which explains in more 

detail what your rights are and how we can use and share your information. A copy of the privacy practices is available at 

the table at the office's entrance. 

 

If you do not sign this form agreeing to our privacy practices, we cannot provide services to you. In the future, we may 

change how we use and share your information, and so we may change our notice of privacy practices. If we do change it, 

you can get a copy by calling us at 901-537-2900.        

 

If you are concerned about your PHI, you have the right to ask us not to use or share some of it for classes, treatment, 

payment, or administrative purposes. You will have to tell us what you want in writing. Although we will try to respect your 

wishes, we are not required to accept these limitations. However, if we do agree, we promise to do as you asked. After 

you have signed this consent, you have the right to revoke it by writing to our privacy officer. We will then stop using or 

sharing your PHI, but we may already have used or shared some of it, and we cannot change that. 

 

____________________________________________  _____________________  

Signature of client or his or her personal representative    Date 

 

____________________________________________  ____________________________________________ 

Printed name of client or personal representative      Relationship to the client 

 

____________________________________________ 

Signature of authorized representative of this office or practice 

 

 

FORM 23. Consent to privacy practices. From The Paper Office. Copyright 2008 by Edward L. Zuckerman. Permission to photocopy this form is granted 

to purchasers of this book for personal use only (see copyright page for details). 


