[image: A colorful text on a black background

AI-generated content may be incorrect.]


Client Intake Form
	Client Name
	
	
	Date of Birth

	
	

	First Name
	Last Name
	
	MM-DD-YYYY

	
	

	Address
	
	
	Postal Code

	
	
	
	

	City
	Province
	Phone Number
	Alternative Phone

	
	
	
	

	Is this client a minor 
	Yes
	No
	Parent of Guardian must fill out next section

	

	Parent or Guardian Name
	
	Date of Birth

	
	

	First Name
	Last Name
	
	MM-DD-YYYY

	
	

	Address if different from Client
	
	Postal Code

	
	
	
	

	City
	Province
	Phone Number
	Alternative Phone

	Section 2 Please fill out completely. (Client Information)

	Marital Status

	
	Single
	
	Married
	
	Divorced/Separated
	
	Widowed

	

	Ethnicity/Cultural identity
	
	First Nations/Metis/Inuit
	Yes
	No

	Status       
	Yes
	No
	Status Card Number: 

	Email address
	

	Preferred contact Method (Select all that apply)

	
	Phone
	
	Cell
	
	Email
	
	Text

	Emergency Contact Information

	Name
	
	
	

	
	

	First
	Last
	
	Phone

	

	Address
	
	
	

	
	
	

	City
	Province
	Relationship to client

	

	Insurance Information

	Name of Insurer
	Phone Number

	
	

	Subscriber Name
	Date of Birth

	
	

	First
	Last
	mm-dd-yyyy

	Relationship to client
	Group Number

	
	

	
	Policy Number

	Medical History
	

	Please check all that apply

	
	None
	
	Anemia
	
	Anxiety
	
	Asthma

	
	Allergies
	
	Angina
	
	Arthritis
	
	Atrial Fibrillation

	
	Benign Prostatic
	
	Hypertrophy
	
	Blood Clots
	
	Cancer

	
	Cerebrovascular Accident
	
	Coronary Artery Disease
	
	COPD (Emphysema)
	
	Crohn’s Disease

	
	Depression
	
	Diabetes
	
	GERD (Reflux)
	
	Gallbladder Disease

	
	Hepatitis C
	
	Hyperlipidemia
	
	Hypertension
	
	Irritable Bowel Disease

	
	Liver Disease
	
	Migraine Headaches
	
	Myocardial Infraction
	
	Osteoarthritis

	
	Peptic Ulcer Disease
	
	Renal Disease
	
	Seizure Disorder
	
	Thyroid Disease

	
	Other
	
	
	
	
	
	

	

	Do you use Tobacco?
	How much per?
	Do you use Alcohol? 
	How much per?

	
	No
	
	
	No
	

	
	Daily
	
	
	Daily
	

	
	Weekly
	
	
	Weekly
	

	
	Less
	
	
	Less
	

	
	Former User
	
	
	Former User
	

	

	Caffeine Use?
	How much per? 
	Do you Use Drugs or Substances? 

	
	None
	
	
	Yes

	
	Daily
	
	
	No, I have never used

	
	Weekly
	
	
	No, but I have used in the past 

	
	Less 
	
	
	

	
	Formal User 
	
	
	

	

	If you stated yes to drug/substance, use or previous drug/substance use, can you please explain what Drugs/Substances you use/used and when you last used them. 

	

	Are you currently taking prescription medication?
	Prescribing Doctor’s Name
First                                              Last

	
	Yes
	No
	
	

	Prescribing Doctor’s Number 

	Have you had any surgeries in the past 5 years?
	
	Yes
	
	No

	If yes, please specify: 

	

	Family History (Please select all that apply)

	
	Adopted
	
	Alcoholism
	
	Allergies
	
	Asthma

	
	Arthritis
	
	Blood Disease
	
	CAD (Hart attack)
	
	Cancer

	
	CVA (Stroke)
	
	Depression
	
	Developmental Delay
	
	Diabetes

	
	Hearing Deficiency
	
	Hyperlipidemia (High Cholesterol)
	
	Hypertension (High Blood Pressure)
	
	Irritable Bowel Disease 

	
	Learning Disability
	
	Mental Illness
	
	Tuberculosis
	
	Obesity

	
	PVD
	
	Renal Disease
	
	Scooper (60,70,80,90, 00)
	
	Residential School 

	
	Family and Children Services
	
	Homelessness
	
	Autism
	
	Alcohol Down Syndrom

	
	ADHD
	
	Addictions
	
	Criminal Activity
	
	Other

	

	Mental Health History

	Why are you seeking treatment? 

	

	What do you expect from this counselling? 

	

	Have you seen a counselor, psychologist, psychiatrist, or other mental health professionals before? 

	
	Yes
	
	No

	Therapist Name (if more than one, please list them in the additional comments section.)

	
	

	First Name
	Last Name

	Reason for seeking help? 

	

	Average hours of sleep per night? 

	

	Please describe any other experiences you have had problems with.

	

	Additional Comments or concerns 

	





Your signature below indicates that the information you have provided above is truthful and accurate to your knowledge. 

Date (MM-DD-YYYY) ___________________________________

Client Name (please Print): ______________________________________

Client Signature: ________________________________________

If the client is a minor, Parent/Guardian, please print and sign your Name Below.

Name of Parent/Guardian: _________________________________

Signature of Parent/Guardian: _________________________________________
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