
108 Grove Street , Suite 205, Worcester 
MA 10605

 www.cm-ca.com 

Circle One:   IEP       504       
 

Last                    First                   Middle 

NEW CLIENT INTAKE 

Date of Referral: ____________________________________________________ 

Reason for Referral: _____________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Referral Source: ________________________________________________________________ 

Diagnosis: _____________________________________________________________________ 

Current Collateral Contacts: _______________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Notes: ________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Client Information 

Client Name: ______________________________ Date of Birth: ____/ ____/ ____   Age: ____ 

Gender: _______   Address: ______________________________________________________ 

City/ Town: ________________________        Zip Code: ___________ 

Current School attending and grade _______________________________________________ 

Is he/she on an IEP or 504?  

http://www.cm-ca.com/


Last                    First                Middle 

Last                    First                Middle 

Caregiver Information: 

Caregiver Name: __________________________________    Date of Birth: ____/ ____/ ____  

Relationship: ____________________ Address: _____________________________________ 

City/ Town: __________________    Zip Code: ________ 

Home Phone: _______________________ Email: ___________________________________ 

Employer: _______________________________Occupation: _________________________ 

Work Phone: _______________________ Email: ___________________________________ 

Caregiver Name: __________________________________    Date of Birth: ____/ ____/ ____  

Relationship: ____________________ Address: _____________________________________ 

City/ Town: _____________________   Zip Code: ________ 

Home Phone: _______________________ Email: ___________________________________ 

Employer: _______________________________Occupation: _________________________ 

Work Phone: _______________________ Email: ___________________________________ 

http://www.cm-ca.com/


Siblings/Household Members (Other than Caregiver) 

Name: ___________________________________ Relationship: _______________________ 

Date of Birth: _____________________________ Age: ___________ 

Name: ___________________________________ Relationship: _______________________ 

Date of Birth: _____________________________ Age: ___________ 

Name: ___________________________________ Relationship: _______________________ 

Date of Birth: _____________________________ Age: ___________ 

Emergency Contact Information 

Name: ______________________________________ 

Phone Number: _______________________________ 

Relationship to Child: __________________________ 

Name: ______________________________________ 

Phone Number: _______________________________ 

Relationship to Child: __________________________ 

Name: ______________________________________ 

Phone Number: _______________________________ 

Relationship to Child: __________________________ 

http://www.cm-ca.com/


 Insurance Information: 

Primary Insurance: 

Insurance Carrier: _________________________________________ 

Policy Number: ___________________________________________ 

Group Number: ___________________________________________ 

Policy Holder Name: _______________________________________ 

Secondary Insurance: 

Insurance Carrier: _________________________________________ 

Policy Number: ___________________________________________ 

Group Number: ___________________________________________ 

Policy Holder Name: _______________________________________ 

** Central Mass Clinical Associates will need a copy of all insurance cards** 

http://www.cm-ca.com/
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