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Client Intake Form



Name: _________________________________________   SS #_______________________
Date of Birth: ________________    Age: __________      Gender: Male ___Female ___Non-Binary______
Address: _____________________________________________________________________________
City, State, Zip__________________________       Email: _______________________________________
Home Phone: ____________ Cell Phone: _______________ Best times to reach you_________________
Emergency Contact Name and relation: ____________________________________________________
Address: ____________________________________________ phone: ___________________________
Individuals who live in the home:
	Name

	Relationship 
	Age

	

	
	

	

	
	

	

	
	

	
	

	

	

	
	


                                  
Health information: 
Please list any medical conditions you think would be helpful for the therapist to be aware of:
_____________________________________________________________________________________
Please list all medications you/client are currently taking, including the dosage:
_____________________________________________________________________________________
_____________________________________________________________________________________
Please list all known allergies: ____________________________________________________________
Name and phone number of PCP or Prescribing professional: ___________________________________
_____________________________________________________________________________________
Permission to contact physician regarding treatment? _____ yes ______no
Have you ever seen a mental health provider? ____yes ____ no
If yes, who and when: ___________________________________________________________________
Have you ever been hospitalized for mental health or emotion reasons? ____yes _____no
Have you ever had any thoughts about harming yourself or others?
_____current thoughts ____ past thoughts ____never
Reason for Seeking counseling including background information:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list past and present tobacco, alcohol, and drug use: __________________________________________________________________________________________________________________________________________________________________________
What are your goals for therapy? 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Client signature ________________________________________ Date ___________________________
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