True Light Ministries Exorcism Request©
The following information is needed to best help you. Please clearly print your response to each question. Case records are strictly confidential.  And shortly after, these records will be destroyed.
Exorcism includes terminal sickness/disease, heavy demonic oppression, and finally demon oppression.  And it includes all dealings with the occult.

This is for public prayer sessions, not private prayer sessions.  
SECTION I: IDENTIFYING INFORMATION                 Today’s Date: ______________ 
Name__________________________________________     Date of Birth______________ 

Address_________________________________________   City________________ Zip____________ Home Phone_________________ Work Phone__________________  E-mail__________________ 

Age______ Gender: F___ M___ 
Emergency contact_________________________________ Relationship ____________________ Phone________________________ 

Who do you live with? _______________________________________________________________
Is the relationship supportive to you? Y / N 
What church are you a member of? ____________________________________________________

How long have you been attending True Light Ministries? ____________________

Have you seen another Pastor about the subjects that you want to discuss? _____________

If yes, when and what were their recommendations? ​​​​​​​__________________________
If coming from another church, do you have a sponsor from that church? ________
You should go to your own Pastor first and seek help there.  If no help, the Pastor should sponsor you coming to TLM.  If not, it is left up to the discretion of the pastor to begin the exorcism. 
________________________________________

SECTION II: DESCRIPTION OF PRESENTING PROBLEM 
Please state why you need deliverance/exorcism: 

____________________________________________________________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________________________________ ___
____________________________________________________________________________________________________________________________________________________________________________ 

Please tell us what you want to work on or change in deliverance/exorcism: 
____________________________________________________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name: ______________________________________________________________

How long has this been a significant problem for you? Please be specific (i.e., not “all my life”). 
____________________________________________________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________________________________________________ 

Have you ever been given a mental health diagnosis in the past from a mental health professional? 
Yes____ No____ 

______________________________________
What symptoms contributed to you coming in today? (Please check all that apply) 

	__overeating 
	__restless 
	__rapid heart rate 
	__compulsive behaviors 

	__taking drugs 
	__depressed mood 
	__sweating 
	__impulsive behaviors 

	__odd behavior/thoughts 
	__crying 
	__trembling or shaking 
	__fears/phobias 

	__recent weight gain 
	__difficulty concentrating 
	__shortness of breath 
	__anxiety 

	__recent weight loss 
	__low motivation 
	__muscle tension 
	__vomiting 

	__recent appetite changes 
	__aggressive behavior 
	__outbursts of temper 
	__distrust 

	__social withdrawal 
	__feelings of worthlessness 
	__nightmares 
	__jumpy 

	__family emotional problems 
	__stomach problems 
	__easily distracted 
	__dizzy or lightheaded 

	__chest pain 
	__sleeping too much 
	__decreased need for sleep 
	__fatigue/loss of energy 

	__difficulty falling asleep 
	__problems with school 
	__housing problems 
	__obsessions 

	__difficulty staying asleep 
	__pain 
	__drinking alcohol 
	__relationship problems 

	__experienced a traumatic event 
	__financial problems 
	__can’t turn my mind off 
	__other: __________________ 


Please let us know if there is anything else that is not included above:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name: __________________________________________________________________________
The following symptoms may indicate spiritual oppression/possession. 

Please check any that relate to your experience. 

______ Psychic abilities, clairvoyance, divination; feeling of having “special power.” 

______ Inward perception of a separate personality, name, or voice

 ______ Fearful, repetitive night visitations by an evil presence

______ Difficulty participating in prayer; agitation, nausea, anger, rebellion, etc.

 ______ Uncontrolled thoughts/impressions, e.g., sexual perversion, cursing, violence ______ Uncontrollable compulsive behaviors: sexual sin, anger, chemical indulgence

 ______ Preoccupation with thoughts of death, despair and hopelessness 

______ Uncontrollable, irrational, paralyzing fear 

______ Unusual, non-typical emotional expressions, e.g., laughter, sadness, crying, anger ______ Extreme nervousness or negative reactions at the mention of the name of Jesus 

Please describe any additional factors that led you to suspect spiritual oppression:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Check all that apply. 

______ I don’t remember being loved physically as a child (hugs, being held, etc.) 

______ My parents divorced when I was a child. I was ______ years old. 

______ I had no father growing up because of (circle one) death / divorce / preoccupation. 

______ One of my parents/friends committed suicide. I was ______ years old. 

______ I suffered abuse from a non-parental family relationship. Please identify the relationship. ____________________________________________________________________________
______ I was sexually abused as a child. 
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