INTAKE FORM

Name _________________________________________________   Date _________________Client # _______
Address ________________________________   Age ____   DOB __________ Phone # _____________________
                     Street or P.O. Box
  ________________________________________ ___________________________________________________
                           City                                                                       State                                                    Zip 
Email address__________________________________________ Social Security #__________________________

-------------------------------------------------------------------------------------------------------------------------------------------------------
Number of School years completed______________________   Occupation_______________________________
Check all that apply below:

                                Marital Status                                                                             Military Status                                             
                               __ Single                                                                                        __ Veteran                                                    
                               __ Married                                                                                    __ Active Service                                                 
                               __ Divorced                                                                                   __ Military Dependent                                                                                                                                                                         
                __ Widowed                                                                                  __ Not Applicable                       

-------------------------------------------------------------------------------------------------------------------------------------------------------                        
 Referred by:   __ Our Web page                                           __ Doctor (Name)________________________________                                                          
                          __ Agency ________________                    __ Friend /Relative _______________________________
                          __Other (please describe) ___________________________________________________________
In case of emergency notify:  Name _____________________ Relationship _______________________________
Address _____________________________________________________________________________________ 
Home Phone __________________Cell Phone ______________________Work Phone _____________________
------------------------------------------------------------------------------------------------------------------------------------------------------

Please list all physicians currently involved in your care:_______________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________  

Please describe any current or past health problems for which you have seen a physician:

____________________________________________________________________________________________    

____________________________________________________________________________________________

____________________________________________________________________________________________

Current Medications—Include Name, and Prescribing Physician:
__________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________

