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CLIENT INTAKE FORM

Client Intake Form I

Date

Client Informallion
Address

Phone (Home) _
Work
Email
Okay to contact at vrork?
At home? _-By email?
Date of birth
Employer
Occupation
Marital Status
(divorced, single, separated, never married, married,
widowed)
Spouse/Partner Name
Names & Ages of Children

Emergency Contact
Contact Phone(s) _

Primary
Name
Address

FAX
Date of last exam

Current Health [nformation
List mental health and physical symptoms that are of
most concern at this time.

Have you been treated for these concerns previously?
When? By Whom? Was treatment successful? When
did symptoms reoccur?

Health History

List & include dates & treatment. Write on back if
necessary.
Surgeries

Accidents

Major lllnesses

Trauma

Health Care Provider

Any other sigrificant events you wish to share?



Family llealth lflistory

PIease give age, lis,ts of illness, or if deceased (list
cause ofdeath and age ofdeath.)
Mother:

Father:

Brothers & Sisterc:r

Maternal Grandparents:

Paternal Grandparents:

Lifesfyle Factors

Habits (Please indicate if use is current or
past, how much you use, and how often
Tobacco

Alcohol

Drugs

Coffee/Caffeine Drinks

Sugar/Candy

Food Binging and/or Purging

Client Intalce Form 2

Medications
Name Form Dosage Frequency

List additional medications on back if necessary.
Please include over the counter druss.

Exercise Activities

List daily activities affected by your condition. Please
be specific.
Work

Home & Family

Social/Recreational

How do you reduce sfess?

Tvpe Never Minutes Hours Weeklv Daily
Swim
Run
Walk
Dance
Bike
Garden
Golf
ski
Curves
Weights

Yosa
Other
Other
Other

What are your goals for receiving therapyl'



Mark areas of pain/discomfort:
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List any other issues you would like to have addressed during your session(s):

Rate your stress level as of todav

10
high

Qt/tl
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