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Intake Information 

Welcome     Date:  ________________ 
 
CLIENT NAME ________________________________________________________________________  
   Last    First    Middle 
 
HOME ADDRESS______________________________________________________________________  

   Street     City  State Zip 

HOME PHONE ______________________ WORK PHONE ___________________ 
 
ALTERNATIVE PHONE (i.e. mobile, pager) _________________________________  
 
Date of Birth _____/_____/_______  Age ______ Gender    Male    Female 
 
Social Security Number ____________________________ 
 
Employer __________________________________________________________________________  
 
EMERGENCY CONTACT INFORMATION 
 
Name _______________________________________________________ Relationship ___________  
 
Phone (home) ____________________ (work) _______________________ (other) _______________  
 
IF CHILD/ADOLESCENT: 

School ____________________________________________  Grade ________  

Teacher ___________________________________________  

Mother _____________________________________ Father __________________________________  

INSURANCE INFORMATION 

Insurance Company __________________________________________________________________  

ID # ____________________________________ Group ID # ____________________________ 

Insured Name ___________________________________________________________ 

DOB ____________ SSN#______________________ Relationship to Client _____________   

Employer Name _________________________________________________________________________ 

HEALTH INFORMATION 

Name of Family Physician ______________________________Phone Number ________________________________ 

Address _________________________________________________________________________________ 

  Street      City  State   Zip  

Is the client presently under a physician’s care for physical problems?  _________________________________ 

If yes, please describe:  

___________________________________________________________________________________________________ 

 __________________________________________________________________________________________________   

List any medications presently used _____________________________________________________________________  

 __________________________________________________________________________________________________ 



Please list any allergies to include medication allergies_______________________________________________________ 

Has the client been involved in therapy or any other type of counseling program?  __________  

If yes, when: _________________________ where _____________________ 

What problems are you currently experiencing? __________________________________________________________ 

__________________________________________________________________________________________________  

 

Please list others who live in the home with the client(first names and ages) 

___________________________________________________________________________________________________

___________________________________________________________________________________________________  

If you are currently involved with the Department of Social Services, please give your DSS/social worker’s name and 

phone number:______________________________________________________________________ 


