
Intake Form

Date    ______________________

Name  
___________________________________________________________________

Address_____________________________________________________________      
    
___________________________________________________________________

Phone Number __________________________ Cell  ________________________   
  

Email address _______________________________Fax _____________________

Date of Birth ______________

Occupation  
___________________________________________________________________

How did you hear about  
me?________________________________________________________________

Are you taking any medications? If yes. Please  
list.________________________________________________________________

___________________________________________________________________

Do you have any health concerns? If yes. Please explain.  __
___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Are you seeing a therapist?  Yes     No

If yes, would you like coordinated care?  If so please ask me for and sign a 
release.

In case of emergency, call:  
___________________________________________________________________

Phone number  
____________________________________________________________


