INTAKE FORM
What is causing you to seek services at this time? ______________________________________________

What type of therapy are you pursuing: _______________________________________________________

NAME:________________________________________________________________________________

(PLEASE PRINT CLEARLY)

ADDRESS:_____________________________________________________________________________

                   Number and Street                                              City                         State                         Zip Code

Home Phone: (___) ________________  Work Phone (___) ________________  Cell Phone: (___) _______________

May I contact you by phone?  YES  NO    Would you like to receive appointment reminders by phone?  YES NO

Birth date: _____________  Your Age Today: ___________  Today’s Date: __________________________

                  (month/day/year)


GENDER:  MALE    FEMALE    TRANS MALE    TRANS FEMALE    OTHER
SEXUAL ORIENTATION:   Heterosexual   Gay/Lesbian    Bi-Attraction/Bi-Sexual  Questioning/Other 

Medications:___________________________________________________________________________
          

PERSON TO CONTACT IN CASE OF EMERGENCY

_____________________    (   )  _________________________________________________________________

NAME:


             PHONE:                                                      Relationship to You
        EMPLOYMENT INFORMATION


2 S C
Were you referred? NO  YES
If “NO” how did you hear about me? _________________________________________________________

If “YES” who referred you (name)? __________________________________________________________

RELATIONSHIP STATUS


 Divorced                Separated


 Married	 	 Single


 Partnered               Widowed 














SPIRITUAL


 Agnostic/None       Jewish


 Baptist		 Protestant


 Catholic	  	 Other 














RACE


 African American   Hispanic


 American Indian    White


 Asian	                Other 














Children: 


Name:   Age:   Sex:   Live at home: (Yes/No)





_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Spouse/Partner 


(Complete if spouse/partner is NOT attending therapy)





(Name)





(Age)                               (Gender) 	 (Occupation)





Address & Phone (If different) 





Name of Employer: ______________________                          Position Title: _____________________________





Address: ____________________________________________________________________________________





How long have you been with your employer? _______________________________________________________


                         








