
INTAKE FORM

Referral Date:  _________ Start Date:  ___________ Close Date:  ____________

Client Name: __________________________ Gender:  M _____ F_____

Street Address:  __________________________ Date of Birth: _____________

City: _________________ _____    ________ SSN:  ___________________

Phone Numbers:  _________________ (Home) ___________________(Work)

Guardians:  _________________________ Race:  _________________

County Social Services? ____________________(Name) ______________(Number)

Diagnosis? _______________________(Name) _________________(DSM Code)

Current Clinical Concerns 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______

Household Members

__________________ __________________ _________________
__________________ __________________ _________________

Insurance Information

Insurance Name __________________ Policy #_________________
Address  ________________________ Group # _________________
               ________________________
               ________________________ Phone#__________________

Bill to:Client ___ Insurance ____ County____ Other__________________
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