Essential Helping Hands Client Intake Form 
1. Client Information
Full Name: ___________________________
Date of Birth: ___________________________
Phone Number: ___________________________
Email Address: ___________________________
Address: ___________________________
Emergency Contact Name: ___________________________
Relationship: ___________________________
Emergency Contact Phone: ___________________________
2. Health & Background
Primary Physician: ___________________________
Phone Number: ___________________________
Preferred Hospital: ___________________________
Known Medical Conditions: ___________________________
Allergies: ___________________________
Mobility Assistance Needed (Yes/No): ___________________________
Use of Mobility Aids (Walker, Cane, Wheelchair):: ___________________________
3. Service Details
Type of Service Requested (check all that apply):
☐ Companionship / Conversation  ☐ Hospital Sitting  ☐ Overnight Sitting  ☐ Respite Sitting  ☐ Transportation Companion  ☐ Other: ___________________________
Preferred Start Date: ___________________________
Preferred Schedule: Days: ___________________________  Times: ___________________________  Frequency: ☐ Daily ☐ Weekly ☐ As Needed
Duration of Visits: ☐ 2 hrs ☐ 4 hrs ☐ 6 hrs ☐ 8 hrs ☐ Overnight ☐ Other: ___________________________
Do you prefer your aide/companion to be of a certain gender? ☐ No Preference ☐ Female ☐ Male ☐ Other: ___________________________
4. Client Care & Preferences
Daily Routine / Important Notes: ___________________________
Preferred Activities / Interests: ___________________________
Religious or Cultural Preferences: ___________________________
Dietary Restrictions: ___________________________
Pets in the Home (Yes/No and type): ___________________________
Any specific concerns or safety issues: ___________________________
5. Billing & Contact
Billing Contact Name: ___________________________
Relationship to Client: ___________________________
Billing Address: ___________________________
Phone Number: ___________________________
Email: ___________________________
Preferred Method of Communication (Phone / Email / Text): ___________________________
6. Signatures
I certify that the information provided above is accurate and complete to the best of my knowledge.
Client Name (print): ___________________________
Client Signature: ___________________________    Date: ___________________________
Company Representative (print): ___________________________
Signature: ___________________________    Date: ___________________________
