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Client Intake Form 

 

 

 Date:  ______________________________  

Name:   _______________________________________________________________  Sex:  o Male   o Female 

Address:  ______________________________________________________________________________________________________  

City:  ______________________________________________________ State:  ______________  Zip:  ___________________  

Daytime Phone #:  ____________________________________________ Evening Phone #:  ________________________________  

Social Security #:  ____________________________________________ e-mail                                                                              

Date of Birth:  _______________________________________________ Occupation:  ____________________________________  

Employer:  _____________________________________________________________________________________________________  

Employer’s Address: _____________________________________________________________________________________________  

Marital status:   o Single   o Married 

Children’s Names and Ages (if applicable):  ___________________________________________________________________________  

Name of Spouse/Significant Other:  _________________________________________________________________________________  

Preferred Appointment Day and Time:  _______________________________________________________________________________  

 

 

Primary Health Care Provider (if applicable):  _________________________________________________________________________  

Provider’s Address: ______________________________________________________________________________________________  

City: _______________________________________________________ State:  ______________  Zip:  ___________________  

Telephone #:  ___________________________________________________________  Extension:  __________________________  

Permission to Consult with Primary Provider?  o No     o Yes  _________________________________________  ___ (please initial if yes) 

 

In Case of Emergency, Please Notify: 

Name:  ____________________________________________________________  Telephone #:  ____________________________   

Relationship:  ___________________________________________________________________________________________________  
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