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Intake Form
(please print)
This information will remain confidential
Date: _______________
Demographic Information:
Last Name: ____________________________ MI: ____  First Name: _____________________________
Sex: ____  Identifies as: _____________            Age: _____     DOB: ____________    
Social Security number: ___________________________
Street Address: __________________________________    City: _______________    State: _____
Zip Code: ______________              Phone number: (       )_________________
Marital Status: (check one)  □ Single   □ Married   □ Widowed   □ Separated   □ Divorced   □ Domestic Partner 
Employer’s Name: _______________________________   Occupation: ____________________
Emergency Contact: ______________________________  Phone number: (      ) ________________
Insurance Information:
□ check here if you will not be filing through insurance
Insurance Company Name: _______________________________ Policy Number: _______________________
Policy Holder Name (if different) : __________________________ Policy Holder DOB: ____________________
Policy Holder Social Security number: ____________________________
Policy Holder’s Employer: _____________________________________________
Information related to your care:
Have you sought out mental health services before? (check one) □ Yes   □  No If yes, when and what for? __________________________________________________________________________________________
__________________________________________________________________________________________

Primary Care Physician: _______________________________  Last visit with PCP: _______________________
Are you currently under the care of a physician other than your PCP? □ Yes  □ No If yes, what physician and what are you being treated for? _______________________________________________________________
__________________________________________________________________________________________
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Intake Form
(please print)
This information will remain confidential

Known Medical Conditions (check all that apply): 
□ Diabetes                □ Asthma         □ Epilepsy                            □ Thyroid problems
□ Hypertension        □ Cancer          □ Digestive problems         □ HIV
□ Chronic pain          □  Obesity       □ Heart problems                □ STI
□ Other: ___________________________________
Current Medications (if any):
      Medication name                                       Dosage                                               Prescriber
_______________________         ________________________          ________________________
_______________________         ________________________          ________________________
_______________________         ________________________           ________________________
_______________________         ________________________           ________________________

Reason for today’s visit: _____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

*No one listed above will be contacted without your consent
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