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INTAKE FORM 

Please provide the following information.  Please note:  information you provide here is protected as 
confidential information. 

 
Name of Client: __________________________________________________________________________ 
    
Date of Birth:  __________________________________________  Age: __________________________ 
 
Address: 
 
_______________________________________________________________________________________ 
(Street & Number) 
 
_______________________________________________________________________________________ 
(City, State, Zip code) 
 
Telephone: (please circle preferred primary number to use) 
 
Cell: _________________________________________ May I leave a message? _____Yes _____No 
 
Home: _______________________________________ May I leave a message? _____Yes _____No 
 
Other: ________________________________________ May I leave a message? _____Yes _____No  
 
 
Marital Status: 
_____ Never Married _____Domestic Partnership  _____ Married 
 
_____Separated  _____Divorced   _____Widowed 
 
 
Emergency Contact: 
(In the unlikely event you miss your appointment and I’m unable to get in touch with you for numerous 
days, who may I contact to verify that you’re okay?  I will not release any clinical information, but would 
indicate that I am your psychologist with whom you had an appointment.) 
 
 
_______________________________________________________________________________________ 
Name      phone                  relationship 
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Referred by (if any):_____________________________________________________________________ 
 
 
 
 
Primary Care Provider or Treating Specialist (if relevant): 
 
_______________________________________________________________________________________ 
Name        Specialty 
 
_______________________________________________________________________________________ 
Address  
         
_______________________________________________________________________________________ 
Phone  
 
 
 
 
 
 
*   If you are a Medicare patient, please provide a copy of your Medicare card, any Secondary insurance 
you may have, and a copy of your driver’s license. * 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


