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Client Intake
First Name:  __________________________ Last Name:  _____________________________________ MI: ____
Preferred Name: ___________________ DOB: ______________ Sex: F  /  M   Preferred Gender: _____________
Address: __________________________________ City: _________________ State: _______ Zip: ____________
Home Phone: ___________________ Cell Phone: __________________ Email: ___________________________
Allowed to Leave a Message:  Yes  /  No     Appointment Reminders:  Text  /  Call  
SS Number: _____________________ Primary Language: _________________________ Interpreter:   Yes  /   No
Marital / Partner Status: __________________ Name of Partner/Spouse: ________________________________
Emergency Contact: _______________________ Relationship: ______________ Phone: ___________________
Employer /School Name: ____________________________________________ Phone: ____________________
Address: __________________________________ City: _________________ State: _______ Zip: ____________
If Client is a Minor:
Parent 1: First Name: ___________________ Last Name: ___________________ Phone: ___________________
Address: __________________________________ City: _________________ State: _______ Zip: ___________
Parent 2: First Name: ___________________ Last Name: ___________________ Phone: ___________________
Address: __________________________________ City: _________________ State: _______ Zip: ____________
If Client has a Legal Guardian:
Guardian: First Name: __________________ Last Name: ____________________ Phone: __________________
Address: __________________________________ City: _________________ State: _______ Zip: ____________
Insurance Information:									     Self - Pay
Primary Insurance Provider: ___________________________________ Member ID: _______________________
Name of Policy Holder: ________________________________ Relationship: ____________ DOB: ____________
Address: __________________________________ City: _________________ State: _______ Zip: ____________
Secondary Insurance Provider: _________________________________ Member ID: ______________________
Name of Policy Holder: ________________________________ Relationship: ____________ DOB: ____________
Address: __________________________________ City: _________________ State: _______ Zip: ____________
Medical Information
Primary Care Physician: _____________________________________ Phone: ____________________________
Address: __________________________________________ Date of Last Visit: ___________________________
Pharmacy: ________________________________________________ Phone: ____________________________
Address: __________________________________ City: _________________ State: _______ Zip: ____________
Medication List
Medication				Dosage                                	Provider
_________________________		___________________  	________________________________
_________________________		___________________  	________________________________
_________________________		___________________  	________________________________
_________________________		___________________  	________________________________
_________________________		___________________  	________________________________
Mental Health Provider History
Provider Type                            	Current Services  	Agency Name                Provider Name
Psychiatrist/Psychologist	Yes  /  No           		_______________        _________________________
Medication Management	Yes  /  No             	_______________        _________________________
CBRS or CM			Yes  /  No           		_______________        _________________________
Counseling			Yes  /  No               	_______________        _________________________
Drug/Alcohol			Yes  /  No                 	_______________        _________________________
Other Mental Health Services 	Yes  /  No           		_______________        _________________________
 
By signing below I certify that the information that I have provided is correct to the best of my knowledge.
I acknowledge that the insurance information that I have provided will be released to my insurance company for billing purposes. I understand that I am responsible for payment for any services that I have received that have not been reimbursed by my insurance company.
Signature: _____________________________________________    Date: _________________________
Print Name: ____________________________ Relationship to Client: ____________________________
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