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CONFIDENTIAL INTAKE FORM 

Please write or print clearly










Date: ___________

Name: ____________________________________________________________Last





First




Middle

Address: ____________________________________________________________Street Address



City


State

Zip Code

Telephone (Home): ____________ (Work): ____________ (Cell): _________

E-mail Address: ______________________________________________
Male/Female: _________  Date of birth: ____________  Age: __________  
Social Security# ______________________________________________

Highest grade/degree: _________________________________________  

Referred by: _________________________________________________

Occupation/Position: __________________________________________

Person and number to call in emergency: __________________________
____________________________________________________________

Marital status: ________  
Former/Present marriage(s) (years): _______
Spouse’s name: ______________________________   Age: ___________  
Spouse’s Occupation: ____________________

Children/Step/Grand: 

Names       



  Ages 



Relationship to you

____________________________________________________________
____________________________________________________________
____________________________________________________________
Siblings:

Names       



  Ages 



Relationship to you

____________________________________________________________
____________________________________________________________
____________________________________________________________
Parents/Step-parent(s):

Names       



Ages or year of death

Relationship to you

____________________________________________________________

____________________________________________________________

____________________________________________________________

Name of Primary Insurance Company: _____________________________

Address: ____________________________________________________

      Street Address


 City


State

     Zip Code

Insurance Policy Number: _____________  Group Number: ____________

Primary Insureds Name: ____________________Date of Birth: _________

Insured’s Employer: ___________________________________________

Employer’s Address: ___________________________________________

Insured’s Relationship to Client: __________________________________

Reason for Seeking Services: ___________________________________

____________________________________________________________

____________________________________________________________

Religion(s) of Family of Origin: ___________________________________

Current Spiritual Practice: _______________________________________
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