
name date of birth social security number 

home address city state zip   

work address city state zip   

home phone work phone cell phone

ok to call:  yes     no ok to call:  yes     no ok to call:  yes     no

ok to leave message:  yes     no ok to leave message:  yes     no ok to leave message:  yes     no 

email 

emergency contact emergency contact phone

referred by telephone

limited release:  approved     disapproved

physician telephone

limited release:  approved     disapproved

health insurance company member id group number

relationship to health insurer telephone

address city state zip

 
consent to treatment 
I consent to psychotherapeutic evaluation and treatment. i have received a client contract and agree with the terms stated therein.

client signature date

INTAKE FORM

medical conditions

present medications

reason for seeking services

what have you attempted to address on your own?

have you consulted with other professionals regarding this matter? if so, whom? do you know of any possible medical or genetic (family) causes of 
this problem?

are there any special family, work, legal or other stressors of which i should be aware?

PLEASE FILL OUT ALL FORMS (1 OF 5)
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