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CLIENT INTAKE FORM 

 

Client Name:  Date of Birth:     

Address:     

Cell Phone:                                                            Email:     

Employment or School:     

Person Completing this Form:      

Parent’s Name and Address (if different from above):    

Parent’s Work and Cell #:      

Employment: E-mail:   

Parent’s Name and Address (if different from above):    

Parent’s Work and Cell #:      

Employment: E-mail:   

Emergency Contact (name and #):     

Sibling(s) (names and ages)      

Are there work or school problems?      

List any health or medical problems, medications:       

    

Client Physician:      

Who referred you?     

What is the reason you are seeking services?      

      

How would you like to start addressing these issues?      

Which therapist/service are you requesting?     
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