IW/ET Pers. Nr.

Short Questionnaire

!Everything written in this record is strictly confidential!
!The information is not available to anyone without your written permission!

Please fill out the form and send it: per email to info@elijahhouse.at Or per post to
Elijah House Austria, Seebensteinerstr. 42, A-2823 Sautern-Pitten

DO NOT FORGET: Before closing the form, please save it (Ctrl/Shift/S). Otherwise your data gets lost.

General Information
NaAIC: oo, Date of Birth: ...... [oviinnn. [oviiinnn.
N1 5 SRR

Postal Code: ................. 51
Telephone: ... Cellphone: ...

Cultural background: ...

Marital status:

[single [ Imarried [ldivorced [lwidowed [Iremarried since: .....................
PO ESSION: ...ttt
PrESENt OCCUPALION: ...\ttt ettt ettt et et ettt ettt e e et ettt e et et et ettt e et e e e e e e
[ heard of Elijjah HOuse from: ... .o
I was recommended to contact Elijah HOuse by: .........ooeiiiiiii e
I have read the following books by John and Paula Sandford: ...............cooiiii i,

How strongly do you want help for your issue(s):

[ Jvery much [ ]much [ Imoderately [ ]could do without
Denomination:
[am a Christian [ ]yes [dno Ifyes, SINCE When: .......ccovvieiiiii e
Church/ Fellowship name: ...........ocoieiiiiiiiiiiiii e Place: ..o
Chruch attendance:[ |regular [Joccasional [ rarely [1no Church/Fellowship since: ......
Participation in ChUICh aCtiVITIES: ... .. .ttt ettt e eeaeas
Any other ministry INVOIVEIMENT: ........ui e e e et e e e e e eaaaas
I belong to a house group: []yes [ Ino

If yes - house group attendance: [ Jregular [ Joccasional [ Jrarely



In which areas do you want prayer?

a) Difficulties in relation to:

OGod [] Authority [] Parents OIn-laws
[CIFellowship/Church [ Friends [I Children [ISpouse
[ Siblings

b) Difficulties in relation to self:

[ restlessness Cwithdrawal [ finances [] addictions
Oinferiority L] grief [ health [] night-mares
O rejection [] depression []abortion (] sexual identity
[Ibouts of anger ] burnout

c) Any further details in relation to your request:

d) My personal history:

[Jemotional abuse [ spiritual abuse [Jsexual abuse
Cattempted suicide [addiction [involvement in the occult
In residential psychiatric care? [ ]yes [Ino

Are you taking any prescribed medication momentarily? if yes, which:
Are you already received help in these are 1? yes [] no
I yes, DY WHOM? ..

I have attended the following seminars/conferences in regard to ,,inner healing and deliverance*:

Place, Date Signature

Concerning the appointment:

I am interested in: Can intensive week Lindividual appointments

Please, return this letter as soon as possible then you will have access to the appointments where you can
enter your appointment time at your convenience.

PS: In the process of training other we do have interns in some of the sessions. These are
trustworthy people who we seek to release into this area of ministry. They submit themselves to total
confidentiality.

DO NOT FORGET: Before closing the form, please save it (Ctrl/Shift/S). Otherwise your data gets
lost. Send the completed form to info@elijahhouse.at, or per post.
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